'pennsylvania

DEPARTMENT OF HUMAN SERVICES
DEC 2 9 2017

Mr, Kirk Hawthorne

Chief Executive Officer

Roman Catholic Diocese of Erie
2250 Shenango Valley Freeway
Hermitage, Pennsylvania 16148

RE: Saint John XXIH Home
License #; 447600

Dear Mr. Hawthorne:

As a result of the Department of Human Services’ annual licensing inspections
on September 21, 2017 and September 22, 2017, of the above facility, the violations
with 55 Pa.Code Ch. 2600 (relating to Personal Care Homes) specified on the enclosed
license Inspection Summary were found.

All violations specified on the enclosed License Inspection Summary must be
corrected by the dates specified on the License Inspection Summary and continued
compliance with 55 Pa.Code Ch. 2600 must be maintained.

In an effort to improve our licensing processes, the Bureau of Human Services
Licensing is soliciting feedback about your recent human services licensing inspection
experience. To participate in the online provider survey, launch your web browser and
go to htips://www. surveymonkey.com/r/BHSL. _Inspection.

The survey is brief and will only take about 5 minutes to complete. Your
participation in the survey is completely voluntary and all of your responses will be kept
confidential. The responses will be reviewed as part of an aggregate of provider
inspection responses. Thank you in advance for providing feedback.

Sincerely,

Enclosure
License Inspection Summary

Buraau of Human Services Licensing
625 Forster Street, Room §31 | Marnsburg, PA 17120 T17.783.3676 | F 717.783.5662 | www.dhs state pa.us



VIOLATION REPORT

PERSONAL CARE HOMES - 66 Pa.Code Chapter 2600 Page 1 of 11
PCH Hama: SAINT JOHN XX HOME Licgnse Humbar: 44760
Addrous: 2250 SHENANGO VALLEY FREEWAY, HERMITAGE, PA 18148 County: Matcer
Adminlatrator: Linny Harden ' Reglon: WEST

Legal Enlity Name: ROMAN CATHOLIC DIOCESE OF ERIE

Legal Enltty Address: 2250 SHENANGO VALLEY FREEWAY, HERMITAGE, PA 18148

Corlificate{s) of Occupancy

c-2Lp C.2LP C-1

0172812005 05/18/2001 ' QBf16/1971

Laber and Indusiry Labor and Induslry Labor and Induslry
Staffing Hours

Restdent Support: G Total Dally Staif: 67 Waking Staff: 50

Typa of Inspactlon: Full BHA Dockol Number; Nollco: Upannounced

Reason(s) for Inspection(s)
Renewal

On-Slte Inspscifons Dates and Deparimant Repreasntalives Qn-Slte
09/21/2017: Grace, Dasmond; Filnner-Alman, Lisa
08/2212G17. Grace, Dasmond; Flinnor-Alman, Liaa

"
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e
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P
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COff-Site Inspoction Dates and Inspectors, if Applicabls

Other Dotalis

Parttal or Full Triggars: Randam Indicators:

Resldent Demograghic Data as of Inspactlon Dates

Llcensad Capacity: 98 Numbeor of Resldents yvho:
Numbar of Residents Served: 48 Recelve Supplamental Security Income: O
Secured Demontla Care Uait In Home: Yes Are 60 YeE;rs of Ags or Oldar: 48
Araa: SDCU Hava Meatal Hiinoss:
8scurad Dementia Unilt Capaclly, If Applicabls: 32 Have on Intolleciual Disablity: O
Numbor of Renldonls Sarvod in Sscured Damantla Care Unik, Have a Moblilty Need: 18
W epplicablo: 13 Have a Physlcal Digability: 0
Humbrar of Current Hospice Resldon(s: O
Numbar of Hoaplce Realdenta in past yaar: 0

—
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Page 2 of 11

Violation Repori: 44760 - 09/21/2017 - Grace, Desmond
PCH Name: SAINT JOHN XXIIt HOME '

1. REGULATION §5 Pa.Coda §2800

2600.85(a) - Prior to or during the first work day, all direct care staff persons Including ancliary staff persons, substitute,

ﬁrso?net and voluntsers shall have an orlentallon in genaral fire safety and emergency preparadness that includes the
ollowing: .

(1) Evacualion procedures.
{2} Staff dulles and responsibilllies during fire driils, as welf as during emergency evacualion,
ransportation and al an emergency location if appiicable,
{3} The dgsignaied meeling place outside the bullding or within the fire-safe area In the event of an aclual fire.
(4) 8moking safely procedures, the home's smoking policy and location of smoking areas, if applicable,
(5) Thelocalion and use of fira exlingulshers, ;
{8) Smoke detectors and fire alarms. :
(7) Telephone use and nolification of emergency services. . N

A

——

2a, DESCRIPTION OF VIOLATION :
Slaff parson B, hired 1/17/17, did not hava fplllal ralning as related to smoking safely pracedure, smaking pollcy and tocatlon of
smoking area.

Staff parson D, hired 8/1/17, did nol have inillal iraining as relaled lo smoking sufely procadure, snioking pollcy and locallon of
SMaRing area.

3. PLAYN OF CORRECTION {POC) (Altach pages as nocessary. Remember Wiai you must sign and date any allnched pages.)
inelude steps lo correct the violallon daseribad atiave and steps {o provent a simifar vielalion frem cocuning sgain. If slepa cannot ba complefad.
Immodialely, Include datas by which the stops whl be complelod,

2600.65(a):
1 Orienlaton checkliist partaining to 2600.65(a) requirements have been revised to include each of the
7 items in the regulation, including but not limited to smoking safety procedures, smoking policy and

- location of sinoking areas.

2 Emergency preparedness 2600.65(a) requirements will be reviewed with all existing staff {including
employee B & D) by the Personal Care Administrator by 12/13/17 and with all future personnel prior
to or during the first work day.

3 The Human Resource Director will audit the Orientation training for ail future employees refated ,
to 2600.65{a) and report such through the Quality Assurance Process. Human Resource Director :
will not permit employees to work without completion of such. . .

Ropeal Yiolatlont No Dato(s) of Previous Violalion{s):

Signalure of Legal Enlity Reprasontalive

(Requlrod on EVERY Pape) YRe Yoo Reh

Printad Namo and Tlilo of Logal Entlty Represantative Dats
{Requlred on EYERY Pase) K 2¥. PRIt oG~ Abuasranten N-15-2177

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI
11-2927 Plan of corracllon inplemantalion status as of //~29=7/

o {Dats) v ;W

Fully implamenied
Parflaly Implomenled - Adequals Progress y”

The above plan of carrection is approved as of

Parllally Implemanied - Inadequale Pregress

The above p!én of correctlon was approved by I/
{Infllals)

O

Mot implemented




Page Jof 11

Violatlon Reporl: 44760 - 09/2172017 - Gracs, Uesmond
PCH Name: SAINT JOHN XXIi HOME

1, REGULATION §5 Pa.Code §2600
2600.85(1) - Tralning lopics for the annual tralning for direct care staff persons shall include the following:

{1) Medicallon self-administration training. -

(2} Instruction on mesling the needs of the resldents as described in the preadmisslon screening form, assessment leol,
medical evalualion and support plan. :

(3) Cara for residents with dementia and cognilive Impalrments.

(4) Infection control and general principles of cleaniiness and hyglene and aroas assoclated with immobiitty, such as
prevention of decublius ulcors, Incontinence, malnutrition and dehydration.

(8) Personal care sarvice needs of the resldant.

(6) Safe management techniguos.

(7) Care for residenls with mental iifness or mental retardation, or both, if the populalion Is served in the home.

2a. DESCRIPTION OF VIOLATION
Slalf parson A did not recelve iralning In medication sell-administration during the 2018 training year,

Staff pergon £ dld nol racelve Irelning In medication seif-adminisiratlon during the 2018 training year,

Staff parson C did nol recelve Iralning in medicalion self-administration during the 2016 tralning year.

3, PLAN OF CORRECTION (POC) {Attech pnges ns necessary. Rementber that you muest sign and date any atlached pages.)

Include staps to correct the vislallon dascrbad above end staps o provart a similar vioiaton from ocetiing ogoin. If sieps cannol be complated = -
immedintely, Inclide dolas by which the sleps wilf b complated, :

2600.65(f) )
1 Annual training checklist pertaining to 2600.65(f) has been revised to include each of the 7 items in the
regulation, including but notlimited to training in medication self-administration. :

2 Al Direct care staff {including employees A,C,E) will have "training in medication self-administration™
by the Personal Care Administrator by 12/13/17.

3 The Human Resource Director will audit the Annual Training requirements of Direct Care Staff
on a quarterly basis for timeliness and content completion {including Medication Self-Ad ministratian]
and incorporate such into the Quality Assurance Process.

immediately: The administrator shall review all staif raining as part of the qualily management review pracess (o
ensure slalf persons have been provided the required training In accordance with regulation 2800.65¢(h.

i~29-17 ¢
Repeat Viclatlon: Yes Data{s) of Previous Violatlon(s):| 08/31/2016
Slgnaiure of Lagal Entily Reprasentalive
{Requlrad on EVERY Paqgs} VAT VARaDaarieo  NWA
Printed Name and Tllle of Legal Enfity Representative & Dato )
{Roquired on EVERY Pags) At WS WOGAME, ~ PeDAMIMSTIATOR J1-38 o201°7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

M Plan of corradion implementation slalus as of /A2 77/
{Oate) T {aley

D Fully imptemented
o [E partlalty mplementad - Adequate Progress 2/

Tie above plan of corraclion was approved by Qﬁi 1 D Partlally Implemanted - Inadequate Prograss
Inials) [T} Notimplemented

The above plan of correclion Is approvad as of
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Violatlon Repont; 44780 - 09/21/2017 - Graco, Dosmend
PCH Name: SAINT JOHN XXII| HOME

1. REGULATION §6 Pa.Code §2600 ’ o
2600.65(g) - Direct care stalf persons, ancillary stalf persons, substitule personnel and regularly scheduled volunteers
shall be {ralned annually in the following areas: ’

{1) Fire safofy compleled by a fire safely expert or by a staff person tralned by a fire safety expert.

{2) Emergency preparedness procedures and recognition and response to crises and emergency siluations,

(3} Resldent rights. '

{4) The Older Adult Protective Servicas Act (35 P, S. §§ 10225.101-10226.5102).

(6) Falls and accldent prevention, .

(8} New population groups that are being served at the home that were nol previously served, IF appliceble.

20, DESCRIPTION OF VIOLATION
Staft person C did not recleve raining In Clder Adult Proleclive Sendees Act and falls/accldent provenilon during the 2016 tralning
yoar.

Stalf person E did not have tralning in Older Adult Prolaclive Servicos Act and falisfaceldent prevention during the 2018 lraining yea?. .

3. PLAN OF CORRECTION {POC) (Attach pagss as necessary, Remomber that you musi sign and date any atlached pages.) )
Include 3tepa lo comract the violallon described abova and stops to provent a similer violation from accuring egaln. I steps cannot be complaled .
Immeodialaly, inciude delos by which Iha steps will be compeied,

-

2600.65{g) :

1 Annual training checklist pertaining to 2600.65(g} has been revised to include each of the 6 items in
the regulation, including but not limited to tainin related to Older Adults Protective Services Act and
falls/accident prevention,

2 All Existing staff {including employees C & €) will have training related to "Older Adults Protective
Services Act and Falls/Accident prevention by the Personal Care Administrator by 12/13/17.°

3 The Human Resource Director will audit the Annual Training requirements for all staffon a
quarterly for timeliness and content completion {including Older Adult Protective Services Act and
falls/accident prevention) and incorportate such into the Quality Assurance Process.

pari of the quality management review pracess to

i : inistr iew all staff training as ,
Immedialely: The administralor shall revie g R ecordance wilh regulation 2600.65(g).

ensura stalf persons have been provided the required training |

(t-1117 4
Rapeal Viclallon: Yes Date(s) of Provious Violatlon{s}:|  08/3172016
Stgnature of Legal Enlily Reprosaniative A
{Requlrod on EVERY Paglo} ARML AL LIS kO :
Printed Nama and Tllle of Legal Enfity Ropresentative Date
(Requirad on EVERY Page) VARY: W BusTeo -2 ST " 116 - 2™
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINES
The above plan of correctlon Is approved as of .,,..f_':(_;':]'_'/ Plan of correclion Implemenlafion stalus as of 702 P>
ale ale
[] Fully Implamonted ;
¢ Partially Implemented - Adequale Progress g7 i
The above plan of correcllon was approved by 1 D Panlally lmplemented - Inadequale Prograss -
(initials) ] Notlmptemenled




NS T 2007 Page 5 of 11

Viclalion Roport; 44760 - 0872172017 - Gracoe, Dasmond C e el
PCH Nama: SAINT JOHN XXl HOME R R s

1. REGULATION 66 Pa.Codo §2600

2600.92 - Windows, including windows In doors, must be in goed repalr and securely screened when dodrs or windows ars
open,

23, DESCRIPTION OF VIOLATION
Cn 9721117, the scresn duor (o the infemnal courlyard on [he chapel side on build) ng had multiple holes and a benl lower {rama which
leavas a 1" wide by 2’ long gap soparaiing the screen from the door.

3. PLAN OF CORRECTION (POC) (Attach pages us nccessaty. Renember that yau must sign and date any attached pages.)

factudn staps to comacl thie violstion described Bbave and staps lo pravant a simisr violalion from occtning again. If sleps cannol bo comploled
Immadialely, incliude dataa by which tha steps will ba complated,

2600.92

1 Areplacement screen door was ordered to replace the the damaged screen door at the internal
courtyard within the Special Needs unit af time of Identification. The dooris currently on backorder
and will be installed upon arrival by Maintenance Director, ( by 12/13/17)

2 No further items; windows, doors or devices were found to be In poor repair during facility rounds by
Administrator.

3 Administrator and Maintenance Diréctor will make weekly environmental rounds to identify items in
poor repair and resolve such upon identification.

Repeat Viclatiom: No Data(s) of Pravious Violallon(s):

Slgnaturo of Lagal Entily Represantative

{Required on EVERY Patie) W\ W\oaud hupmal™ pvey

Printed Mame and Title of Legal Entily Ropresontative Date
{Raguirad an EVERY Paaa} Vol o = AOHAL AT ATOR

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS Ll?\!Ef

11AA56-20)77

The abova plan of corroction Is approved as of I Plan of cofrection implementalion status as of / /& #-/7
) ' {Dato) —{0ale

D Fully Implementsd
E' partially Implemented - Adequate Progress f~

The above plan of carrection was approved by ¢ ["_'} Partiaily Implemonied - Inadequala Prograss
{Initials)
] Nolimplemented




Miy 5y P Page 6 of 11
Violation Report 44760 - 0872373017 - Grace, Desmond .
PCH Nama: SAINT JOHN XX HOME

1, REGULATION 65 Pa.Cade §2600 T

2800,103(f) - Food requiring relrigeration shatl be stored at or belovs 40°F. Frozen food shall be keptalor below 0°F.
Tharmomelers ars required In refrigeralors and freszers,

2a, DESCRIPTION OF VIOLATION
On 8/21/17 at 10:62 a.m., the Freezer lemparalure of tha reftigaratorfirenzar of fhe aclivily foom measurad 8 degree Fahrenheil,

On 9724147 at 11:16 a.m,, he spacial noeds dining room freszer did not have a thermomater.

3. PLAN OF CORRECTION (POC) (Altach pages as necessary, Remember thal you must slgn and date any atlached pages.)

Inchida stops lo corrvct the violatlon deserbed above and sleps lo prevent a similer violation from occuring again, If sleps canno! b complotod
Immadialoly, include dates by which ths sleps wil be comploted.

2600.103(f)
1 The Thermometer within the Freezer In the Activity room was replaced at time of dentification and
and temperature was and continues to be below the 0 degree (F) requirement during survey. (9/21/17)

2 Athermometer was Immediately added to the Freezer within the Special Needs dining room upon
discovery of such. Freezer temperature were below the 0 degree (F) requirement, (9/21/17) .

3 All refrigeration/freezer units throughout the facility have been checked with no further deficiencles
found. Common area and kitchen refrigeration/freezer temperatures (including the two areas
cited) will be monitored for thermometer placement and proper Temperatures by the
Dietary Manager on a weekly basis (freezer and refrigerator temperatures will be dacumented].

4 Discrepencies In temperature will immediately be reported to the Maintenance Director for
resolution,

Repeat Violallon: No Dats{s} of Pravious Viclallon(s):

Slgnature of Legal Entlty Represantative .
{Required on EVERY Pane) 'K\R&H@M‘&Ww Al

Printod Name and Title of Lagal Entlty Repressntative Dalo s nol
[ - e 7
{Reaulrad on EVERY PEQQ! \4\&'! \ iwmg — ATMAANNTRIXTOYE- 2l f s

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE} N

m Plan of correciion Implementalion status asof / /-2 A
{Date) T (Date)

D Fully Implemonted
B4 Parlally implementad - Adeguate Prograss f”

The abiove plan of correction was approved by D Partlally Implemented - inadequate Prograss
indtials) .
[_] Notimplemented

The above plan of correciion Is approved as of
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' A Page 7 of 11
Violation Rapori: 44760 - 00721/2077 - Grace, Ueamond ke :
FCH Name: SAINT JOHN XX HOME SNSRI A S

1, REGULATION 66 Pa.Code §2500 R
{23;&3‘;11“8;(3) - The orlginat conlalner for prescription medications shall be labeled vith a pharmacy label thal includes the
(1) The resident's name,
{2) The name of the medication.
{(3) The dale the prescriplion was issued,
(4) The prescribed dogsage and instructions for administralion.
{6} The name and lilte of the prescriber.

T

2a. DESCRIPTION OF VIOLATION

Realdent #3 Is ordared 2 sprays of §0meg of Fluflcasene Proplonate 0.06% to gach noaldli daily as needad. Howevar, the medication
labal indicatas 2 sprays lo sach neslkiil dally. '

Resident #5 Is ordared Queliapine Fumarala §Cmg by moulh daiiy at bedlime, However, the madication labe! Indlcates 1% tablels for -
75mg by moulh daily.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary, Renember that you st slgn and dats any attached pages.}

Inchirde slaps to comect tha violalion daserhod above snd slpa fo provoni a slniiar vislation from acewring again, If sleps connot be cornplafed
immadialely, Includa dfatas by which the sfops wit ba compialad, ’

2600,184(a)

1 Resident (#3) Fluticansone Propionate order has been clarified and physician order, MAR and
medication label match. Resident (i#6) QuetiapineFymarate order has been clarified and physician
order, MAR and medication label match. - : )

2 Ali Direct Care Staff will be re-educated on the requirements and standards of 2600.184(a) by the
Personal Care Administrator by 12/13/17.

3 Medication orders and medication labels will be audited for completeness and accuracy by the LPN
charge nuese during monthly changeover; including but not limited to Resident name, medication
name, date of prescription, dosage, instructions and name and {itle of prescriber. . :

4 Personal Care Administrator will audit the physician orders, Meadication labels and MAR of 3 residents
weeldy for compliance with 2600,184(a). Finding of the audit will determine additional training
needs. Finding of the audit will be incorporated inte the Quality Assurance Process.

Ropeat Violallon: No Dato(s) of Previous Viotatlon(s):

Signature of Legal Entity Representative
{Requirad on EVERY Pags) Wicane, Vraaslinuag N A

Printed Name and Title of Legal EntHy Ropresentative Dato

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The abave plan of corroelion is approved as of e Tl Plan of corcection implementation stalus as of /-4 Gt 7
{Dala) {Uale)
Fully implemented

Parllally Implemented - Adaquate Progress g~

Parilally Implemented - Inadequale Progress

Tha above plan of correciion was approved by ﬁ
{Inftials)

Not Implamentad

LK O
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Violatlon Report: 44760 - 09/27/2077 - Graca, Dasatond
PCH Namo: SAINT JOHN XXIi HOME B e
1. REGULATION 66 Pa,Codo §2600 T

2600.185(a) - The home shall develop and Implement precedures for the sale storage, acc . ibuti
. , securily, :
use of medicallons and medical equipment by irained staff persons. : 855, sesurlty, distribution anc{

28, DEBCRIPTION OF VIQLATION

Otn?gégziﬁ at 1:38pm, resldant #3 glucometer not callbrated wilh current date and tme. The rasldent's glucomeler indleated 2/{1/17
at 7:29 p.m,

R{ozsic:anl :i? is ordered blood gluzose checks hwice daily, on 9/17/7 al 6:00 a.m: slaff perzon G did nol dacument the glucese reading
of 211mgldl,

Roaldent #7 Is ordered hlood glucose checks lhroe trws per day, on 9/22/17 at 11:30 a.n. staff porson H did not document
giucomotar reading of 238mg/dl.

Rasldent #8 Is ordered bloed pressure chack wice a week on Mondays and Thursdays, on 8/14/17 the sialf did not documant the
resident’s blood prosaure roading,

3. PLAN OF CORRECTION {POC) {Atinch pages as necessary, Remember that you must sign and date any altaclied pages.)

Inchuds steps to corrael tho viofelion describad aliove snd steps (o provent e simfer viclalion from occining agaln, If stops cennol bo complolud .
immedialaly, Include dales by which the sleps wil bo complolad,

2600.185(a) .

1 The entire Glucometer policy, procedure, process and device use was revised at time of survey/
discovery. At time of survey, new Glucometers were purchased by the facility for each resldent in
need of such. Each new Glucometer was calibrated to accurately reflect date/time. '

2 Al Direct care staff were educated by the Personal Care Administrator regarding the Glucometer
policy, procedure, pracess, as well as, following of physician orders.(9/22/17) ’

3 All Direct Care staff will be re-educated by the Personal Care Administator related to Glucometer
use and following of physician orders related to Blood Pressure checks and documentation of such by

13/13/17.

" 4 Daily, weekly and monthly auditing of the Glucometer readings and MAR documentation according
to physician order have found compliance with the revised processforders for all residents {including
residents 3, 6, 7) crdered Glucometer checks and blood pressure checks (resident 8) by Personal Care .

Administrator

Repeal Violation: No Dato(s) of Previous Violation(s}:
Slgnalure of Legal Entity Roprosontative
{Required on EVERY Page) Y plassibaany AmA
Printed Name and Title of Legal Entlly Representative Date g
(Requirad gn EVERY Page} K‘% HMT'."&M‘ - ABN” AR NTO A, Flrt S 20 ;7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
Tho above plan of corraction Is approved as of (/-2 2-/7__ Plan of cotracilon Implemantation stalus as of /-2 F~r7
(Data) V —DaE
[[] Fully Implamanted
@ Partlaliy Implemented - Adequale Progress o~
Tha abova plan of corraction was approved by D Parilally Implamonled - Inadequals Progress
Zln%ﬁfaia)
[:} Nol Implamented .
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~ Page 8 of {1

“Violallon Report: 44760 - 0972172017 - Grace, Dasmond B
PCH Nama: SAINT JOHN XXl HOME W e

1. REQULATION 88 Pa,Coda §2600 _ R R e
2800.187{d) - The home shall follow the direclions of the prescriber.

A

2a. DESCRIPTION OF VIOLATION

Resldenl #3 Is ordered Salenpas Lidocalne palch X 1 palch twice a day {o affected aroa (hack, Rip, and lag) as needsd. On §/24/17 al
0:30 p.m. tha rosldant requosied the medieallan. However, the medicallon was nol available in lhe home for admlnlsl{alion and nat
administerod.

Resident 17 ts ordered blood glucose chacks threa imes por day, Howavar, on 922417 al 7:36 a.m. stalf member H did not complale
{ho resident's blood glucosa checks as orderad.

J. PLAN OF CORRECTION (POC) {Attach pages ss necessary, Remetnber thal you must ston and date any attached pages.}

Includa steps ta comrec! the vielalion describad above aad steps [o praveni a similar vialaon from occurming agatn, If slaps cannol be complated
immodialaly, Includa dales by which the staps wiff be complated.

2600.187(d)

1 All Direct Care staff will be re-educated by the Personal Care Administrator related to 2600,187(d)
“Following of Physician/Prescriber orders”, including but not limited to medication administration,
Glucometer/8lood Glucose checks and Blood Pressure checks and documentation of such in the
Medical Record. . :

2 All Direct Care staff will also be re-educaled by the Personal Care Administrator by 12/13/17, related
to the process and documentation related o securing medications which are supplied by outside
pharmacy and delivered by residents family member,

3 Personal Care Administrator will audit the medication availability and medications administered
according to physician orders for 3 residents weekly to determine future training needs.
The findings of the audits will be incorporated Into the Quality Assurance Process.

4 Resident {3) had Lidocaine patch orders that family delivers. Family was notified of the need for
medication but had not yet delivered. Facllity lacked documentation to verify such. The notification
and documeantation of such has been revised.

5 Resident (7) missed Glucose check on 9/22/17 by employee (H) was rasolved 'with the revised
_Glucometer policy and training provided by Personal Care Administrator on 8/22/17.

Rapeat Violatlon: No Data(s) of Previous Viclaton(s):

Slgnature of Legal Entity Represenlative :
{Requirad gon EVERY Page) KA pHaceDinnsig AHA

Printed Name and Title of Legal Enlity Representaiive Date ,
{Regulrad on EVERY Page) " AT & = ADMin1 ST 1 ATOA 11715 - 2077

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correclion is approved as of L{'_éz‘f__f_, Plan of carreclion Implemeniation stalus as of // =2 P 7
(Dala) . T {hate)

[] Fulty implemanted
|Z| Partially Implemented - Adaquate Progress /°

Tha abova plan of correction was approved by g i D Parllally Implemontod - Inadequate Prograss -
{nltial
(inltals) [[] Notimplsmented -
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Violatlon Report: 44760 - 09/27/2G17 - Graca, Dosmond S Ly, e b

PCH Name: SAINT JOHN XXIIl HOME ' il L

1. REQULATION 66 Pa.Codo §2800

2600.226(c}) - The resident shall have additional assessments as follows: - ) i
(1} Annually, ’ ~
(2} 1f the condition of the resident significanlly changes prior to the annuat assessment.
{3} Atthe request of the Department upon causa lo believe thal an updale Is required.

2a. DESCRIPTION OF VIOLATION
Rasldent #2's assessment, daled 8/14/17, doas not mclude the restdent's diagnosis of de ]
madical evalueifon form daled 8/3/17. : g et which s ndicated on fho msfdents:

Residont #4's assassmant, completed on 9/21/17, does nol assess the resldent's needs for agitation or the abllity to avoid polsons;
Theao sections ware blank, '

Rasldont #5's assessmanl, completed on 6/18/17, doos not assess (he restdent's noeds for toifeling and the ahllity to avold polsen.
Thess secllons were blank,

3. PLAN OF CORRECTION {POC) {Atlech pages as necessary. Remetnber thal you nuust slgn and date any attached pages.)

{ncmn‘a steps to cormecl the vilation dascrlbed abova and slaps to pravent & simiter violation from occurring agein. If sleps cannot be complotad.
immodialely, Includa dates by \which tho sleps will be comploled. '

2600.225©
1 Resident {2) assessment has been updated to properly reflect the diagnosis of dementia.

2 Resldent {4) assessment has been updated to properly reflect residents agitation and ability to avoid
paisans.

3 Resident (5} assessment has been updated to properly reflect residents tolleting needs and ability to
avoid poisons.

4 All birect Care staff will be reeducated by the Personal Care Administrator by 12/13/17 related to
2600.225¢, including but not limited to diagnosis Inclusfon, agitation/irritability, ability to avoid
paisons and that the assessment should be all Inclusive and sections should not be left blank

5 Personal Care Administrator will audit the contents of the Assessment for 3 residents weekly for
accuracy and completeness. Results will determine additional tralning needs. Results will also be |
incorporated into the Quality Assurance Process. :

Repeat Violatlon: No Data(s) of Previous Viclation(s}: ,
Signature of Lagal Enlity Ropresentalive '
[Regulred on EVERY Page) ARV Iy G Ay AMHA
Printed Nams and Tile of Logal Entlty Reprassntative Date :
{Roqulred on EVERY Pae) MA@ 1y ol TR aane. - g raAToA Jl1s 207 !
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]
The abova plan of correction Is approved as of L1o290) Plan of correction Impementation status as of /-2 %p0
{Data) ~(Datey

Fully implemenied

Parlially Implemanted - Adagurate Progress /

The above plan of cofraclion was approved by g Partlally Implemenled - Inadequale Progress
: (Inltlals) -

Not Implementad

LI
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Violallon Report: 44760~ 09/21/2077 - Grace, Desmond
PCH Nama: SAINT JOHN XXl HOME

1. REGULATION 65 Pa.Code §2600

2600.227(c) - The support plan shall be revised wilhln 30 days upon completion of the annual assessment or upon
changes In the rasident's needs as indlcated on the cuwrent assessment,

24, DESCRIPTION OF VIOLATION

Residan #5 support plan, compleled on §/18/17, Indicales tha rasidani has a minimal problem with frritabilily and a moderate probiem
wiih long ferm memery. Howaver, there I3 no plan lo mest ihe rasldent's needs. These secllons were blank.

3. PLAN OF CORRECTION (POC) (Attnch pages as necessary, Remember thnl you must sign and dale sny allached pages.}

Incfitda steps te comract the viofatlon doscrbed above and staps ko provent o sinflar violelion fram oceuring egeln, If sfaps cepnol be complated
Immadialaly, Include dotes by wiiich the steps will bo complelad,

2600.227®

1 The Support Plan for Resident {5} has been updated to include a plan/approaches related to
“resfdents irritability and moderate long term memory issues.

2 All Dirgct Care staff will be re-educated by the Personal care Administrator by 12/13/17 related to
2600.227¢, including but not limited to development of a complete comprehensive plan to meet the
residents needs (no blank sections).

3 Personal Care Administrator will audit the contents of the Support Pian for 3 residents weekly for
accuracy and comleteness. Results will determine additional training needs, Results will also be
incorparated into the Qaulity Assurance Process.

Rapeal Violatlon: No Date(s) of Pravious Violallon(s):
Stgnature of Legal Entlty Reprosantalive
(Roqulred on EVERY Paas) KR Houfiaasrd Oab
Peinted Name and Tltle of Legal Entily Representalive Date  JjtE-2o1?
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of corcaction (s approved as of L (~2 77 Plan of correction fmplemontalion slatus as of 2/ 47/ /
. {Date} —{Dale)

E:] Fully Implemented
Pariially Impleinenlad - Adaquale Prograss Id

The abave plan of correction was approvad by g [T] Padially implementad - inadequale Pragress
{inllials) E]

Not Implemented






