pennsylvania

DEPARTMENT OF HUMAN SERVICES
MAY 3 0 2018

Mr. Ben Willner
Owner
Melody Manor PCH, LL.C
413 North McKean Street
Kittanning, Pennsylvania 16201
RE: Melody Manor
Certificate #: 446760

Dear Mr. Willner:

As a result of the Depariment of Human Services' Licensing annual licensing
inspection November 16,2017 and December 1, 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 hitps://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

Bureau of Human Services Licensing
625 Forster Straet, Room 631 | Marnshurg, PAIT120{ 717.783.3670 | F 717.783.5662 | www.dhs state.pa.us



VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa.Code Chapter 2600 Page 10f 14

PCH Name; MELODY MANOR

License Number: 44676

Address: 413 NORTH MCKEAN STREET, KITTANNING, FA 18201

County: Armstrong .

Administrater: Jennifer Jones Reglon: WEST
Lagal Entity Name: MELODY MANOR PCHLLC
Lagal Entlty Address: 413 NORTH MCKEAN STREET, KITTANNING, PA 16201 HECEIVED
Cerilficate{s} of Occupancy

C-2LP , c2Lp APR 13 2018

09/28/1887 09/28/1987 WEST REGION FIELD

PA Dept L8 PA Dapt L& Homan gem%;‘zuce%%%
Staffing Hours .

Rasldent Support: O Total Dally Staff; 41 Waking Staff: 31

Type of inspection: Full BHA Dochet Number: Notice: Unannounced

Reason(s) for inspection(s)
Renewal, Complaint

On-Site Inspections Dates and Department Representatives On-Site
11/16/2017: Plaff, Vicki; Garrigan, Laurie
12/04/2017: Pfaff, Vicki; Garrigan, Lausie

Of-Site Inspection Dates and Inapectors, If Applicable

Other Details
Partial or Full Triggers: Randam Indicators:
Resldent Demographlc Data as of Inspoction Dates
Licensad Capacity: 43 Number of Resldents who:

Humber of Residents Servad: 38

Sacured Dementla Care Unit in Home: No
Area:

Sacured Dementla Unit Capaclty, if Applicabla:

Number of Resldants Served In S8egured Dementla Care Unit,
if applicable:

Numbar of Current Hosplco Realdents: 1

Number of Hospice Residents in past yearn: 3

Recelve Supplemental Sacurity Incoma: 18
Are 60 Years of Age or Oldar: 27

Have Mental linesa: 26

Have an In_lallactua! Disabliity: 4

Have a Mobility Need: 3

Have a Physlcal Disability: (0
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APR 18 2018 Page 2 of 14

alation Report: 44676 - 11/16/2017 - Pfaf, Vicki g
PCH Nama: MELODY MANOR VEST HEGION FIELD OFFICE

1. REGULATION 56 Pa.Code §2600 TR
2600.3(c) - The personal care home shall post the current license, a copy of the current licensing inspection summary
issued by the Department and a copy of this chapter in a conspicuous and public place in the personal care home.

2a. DESCRIPTION OF VIOLATION
The home's mosl racent Licensing Inspection Summary, dated 12/7716, was located behind the horne's Certificate of Compliance in a
frame hanging on the dining room wail. Cardboard backing had te be removed to access the License Inspection Summary.

3. PLAN OF CORRECTION (POC) {Attach ppges as nccessary. Remember that you must sign and date any attached pages.}
Includa steps lo correct tha violatian dascribed shova and steps lo prevent a similer violation from accurming again. if staps cannot he compleled
immadiataly, include dates by which tha steps will be completed.

Immediately on the day of inspection the current license and copy of the current
license Inspection summary was removed from the frame and putin a plastic
sleeve for easy access. It was then hung back up in a conspicuous location.
Inspectors were present and witnessed. In the future all license and inspection
reports will be posted the same way to be in compliance.

Immediately: The adminisirator or a designated staff person shall check the home weekly lo ensure a copy of the

current license inspeclion summary i i i
rome. bt ry issued by the Deparlment and is posted In a public and conspicuous place in the

Repeat Violation: No Date(s) of Previous Violatlon(s):

Signature of Legal Entity Representative /
(Requlred on EVERY Page) QQL(/V\/\-'

Printad Name and Title of Legal Entity Representative

(Reuu!redonEVERYPaqa}ﬂqrd/,wp pqnﬂ'fX&'mLTi/é’ Dfﬁ%?ld” 9-,; - /5

Date

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

i byt d/ 7 :
The above plan of cosrection Is approved as of ---—-:((-5;{5]—-—" Plan of correclion implementation slatus as of & -/ 7.rp
{Dale)

D Fully Implemented

Partially impierr;ented - Adeyuale Progress //

The above plan of correction was approved by __’Q___ E] Parially implemented - inadequate Progress
(Initals) { ] Notimplemented




RECEIVED

APR 1 7 2018 Page 3 of 14
Violation Report: 44878 - 11/1622017 - Plafi, Vicki
PCH Name: MELODY MANOR WEST REGION FIELD OFFICE
4. REGULATION 55 Pa.Coda §2600 Human Servites LICeTsIyg

2600.15(b) - If there Is an allegalion of abuse of a resident involving a home's staff parson, the home shall immediately
devatop and implemant a plan of supervision or suspand the staff person Involved In the alleged incident,

2a. DESCRIPTION OF VIOLATION
On 11/9/17, sloff parson E, the home’s administrator, was made aware of an allegation by the Ammslrong County Area Agancy that staff

parson A kicked residant #1 In the head, The home did not suspand staff parson A or submit a plan of supervision lo the Dapaidment.

3. FLAN OF CORREGTION [FOC) (Ailach pages as nceessary, Remember thal you must slgn and date any etiached pages.)

Includa stapa to comract the vielsllon described above and sleps lo provont a similer viclation from ocoum,
immadislely, inclixte datas by which the sleps wib be compleled, poeermng sgain. If steps cannot by completed

On 11-8-2017 the Home received a visit from a Representative from the local Protective Abuse
Agency,_ He was at the Home to investigate an alleged allegation that Staff
Person E had kicked Resident #1 in the head, After much Investigation and questioning many
people in and out of the Facility, he informed the Administrator that there was no merit to the
allegation and it was unfounded. At that time, he did not request an abuse report be filed.
The Resident was not residing in the Home at the time of the investigation.

Even though the local Agency did not require a report, according to regulation 2600.15 (b} it is
required to report the allegation to DHS and develop a plan of supervision or suspensifon for
the Staff person involved. On the day of inspection, the proper report was filed and DHS
Representatives investigated the allegations at length. They determined no action was
needed and the report was unsubstantiated. The policies and procedures for regulation
2600.15 (b) and 2600.16 (c) were updated and posted for all Staff to review. A Representative
from Protection from Abuse will be doing an upcoming training on April 26,2018 at 1:30pm.
This violation was also discussed at the Quality management meeting on Feb 1, 2018. In the
future any allegations will be monitored until the allegation has been settled to the
satisfaction of all parties to ensure all of the correct steps are taken.

immediately: If any suspected abuse or allegations of abuse occur, the home will immediately place the accused staff

person an a plan of supervision pre-approval of the Department, or suspend the staff person or pﬂso,n;gt\;?ived.
. 3 r

Repaat Viotation: No Data(s) of Previous Viclalion{s):

Signature of 1Entity R tallve
gfgggulmmdgri-emgygg;‘ggg;} presen QM VOW‘*—""

Printed Nameo and Titie of Legal Entity Repressntative

{Requlrad on EVERY Papa) . i . .
Requiead on EVERY Paoe) /% ol S 11 = & szeative Oveptor | W - 10 - /5

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

L=t Pf
Tho abova plan of correction is approved as of -“"{'EE'IESWC” Plan of corraction implamentation slalus ag of & -7 2/
: Date) —

Fully Implemented

Partiafy Implamented - Adaquate Progressg”
Parlially Implemented - Inadequale Progress
Nal Implemeantad

Tha abova plan of correction was approved by e
{Irdtiala}

OO

8/ ¢ gLoZ~£1-v0 WE pEiEL G

orZosksbill



RECEIVED

APR 17 2018 Pago 4 of 14

PO Hamas HELODY AN WEST REGION FIELD OFFIGE

LML IR ]
1. REGULATION 85 Pa.Cade §2800

2600.16(c) - The home shall report the Incident or condition to the Daperiment's personal care home regional office or the
personal care home complaint hofline within 24 hours In a manner designated by the Depariment, Abuse reporting shall
also follow the guldslines In section 2800,15 (refaling to abuse reporting covered by law),

2a, DESCRIFTION OF VIOLATION
On 118117, staff parson €, the home's administrator, was made aware of an alizgalion by he Armstrang County Area Agency tha slalf
person A kicked resident #1 (n the head, The home did not repont tha allegation to tha Departmoant until 12/1/17 at the diraction of

Capartment representatives,

3. PLAN OF CORRECTION {POC) (Attach pages ns necessary, Remember that you musi sign and date sny allached poges.)

InGluds slaps to comact the violalion doscribed 8bave aid staps (0 preven! a similsr vislalion from oesumng again, {f ateps cannot be compialud
immediately, inctude dalag by which tha alupx wh bo completed,

'On 11-9-2017 the Home received o visit from a Representative from the local Protective Abuse
Agency, He was at the Home to investigate an alleged allegation that Staff
Person E had kicked Resident #1 in the head, The Resident did not reside in the Home at that
time. After much investigation and questioning many people in and out of the Facility, he
Informed the Administrator that there was no merit to the allegation and It was unfounded,
At that time a report should have been filed with DHS as per 2600.16 (12}, even if the report is
determined unfounded by the local Agencles. A report was filed on the day of Inspection and

the Inspectors did thelr own Investigation and alsp determined the allegation to be
unsubstantiated,

To avoid a reporting issue in the future, the toplc of reporting an V Incldents indicated in
2600.16 was discussed after the Inspection and then discussed and reviewed at the Quality
Management meeting on Feb. 1, 2018. Documentation attached. The current policies &
procedures for incident reporting and abuse reporting were updated and g copy posted for alf
Staff to review. (copies attached). The Executive Director spoke with a Protection Jrom Abuse
representative (Carrie), on 4-16,2018 to set Up a training for all Staff on the importance of
always reporting all incidents to the proper required agencies. The training is scheduled for
April 26, 2018 at.1:30pm, Any future allegations will be monitored until the alfegation has

been settled to the satisfaction of all parties to ensure all of the correct steps are taken
immediately: The administrator or designee shall review alt feporiable incidents and conditions at feast weekly to

Repoat Violation: No ] Data(s) of Previous Violation{e): ' l ' y1tlpy

e BN1SUTE ali reportable Incidents and conditions are reported {o the Depariment in accordance with regufalion 2600, 16 s

Signature of Legal Entity Representative /
(Regulred on EVERY Paga) A, %M__ﬂ

Printsd Name and Title of Legs) Entl Reprosentative

Cetedan SVERYPs a2 D - E 5, Ak Diebr |9 [>- 48

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

. P
Tho above plan of correction is approvad as of —(‘r-(-%a}.’:_. Plan of corraction Implamantation status asof Lvp.e/-
ale

D Fully Implsmanited .
54 Panially Implamented - Adaquate Progross j/

The above plan of comrecion wag approvad by Vil D Parhially Implemeanted - Inadequate Progress
(Intials) [ ] Notimplemented

8y BloZ-Li-bD W EGpiin]

oviasysvell



FECEWED

i) Page § of 14
Viotation Report! 44676 - 11/16/2017 - Piaff, Vicki PR 13208
PCH Name: MELODY MANOR VEST HEGICN FIELD OFFICE

1, REGULATION 66 Pa.Code §2600 TSRS S
2600.51 - Criminal history checks and hiring policies shall be in accordance with the Older Adult Protective Services Act
(OAPSA) (35 P.S. §§ 10225.101-10225.5102) and 6 Pa.Code Chapter 15 {relaling lo protective services for older aduits).

2a, DESCRIPTION OF VIQLATION
Stalf person B starled working for Ihe home on 4/7/17. A Pennsylvania State Paolice criminal history check was not requested until
5158117,

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any altached pages,)

Includs staps lo corract the violalion descrbed above and steps o pravent a similar vielation from occumng again. If steps cannol be complelad
fmmadiately, include dates by which the steps will be complelad.

Immediately all the files were checked b y Administration to be sure the y had
criminal record check done and that it was done In the time required. Moving
Jorward it will be required that all background checks be done before the first

day of work, Each file has a file checklist that will be followed for all future
Staff.

H %/ac/’mmf 5A

Immediately: The administrator ro designated staff person shall review the records for all newly hired staff persons o
ensure the home has requested a Pennsylvania Stale Police Patch Background Check within 30 days of being hired.

1-;"—[61'?},

Repeat Violation: No Date{s} of Pravious Violatian(s):

Signature of Legal Entity Representative
{Raquired on EVERY Paqga} WMﬁ ,}ﬂW
Printed Name and Title of Legal Entity R;—;;esentative

{Required on EVE gel . . a —
Reaulred on EVERYPage) /Yy 2 fine a,m/’}' Exboedi Dowckr | ™° /=15 /5

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

The ab i i A :
ove plan of correction s approved as of —-ﬁr——- Plan of correction implemantation siatus as of 4 “t7.y
(5ate)

Fully Impiementad
Padially Implementad - Adequate Progress 7
Parlially Implemented - inadequate Progress

The atove plan of correction was approved by qz
{Initials)

Not implemented

QO




APR 13 2010
geT aemiay FIELD OFFICE Page 6 of 14

Violatlon Report! 44678 - 11/16/2017 - Plalf, Vicki Hurman Serces LLenaIng
PCH Name: MELODY MANOR

1. REGULATION 55 Pa.Code §2600
2600.65(f) - Training topics for the annual training for direct care staff persons shall include ths following:

{1) Medication self-administralion training.

{2) Instruclion on meeting the needs of the residents as described in the preadmission screening form, assessment fool,
medical evaluation and support plan.

(3) Care for residents with demantia and cognitive impairments.

{4) Infection control and general principles of cleanliness and hygiene and areas associaled with immobility, such as
prevention of decubitus ulcers, incontinence, matnutrition and dehydration,

(5) Parsonal care sarvice needs of the resident.

(6) Safe management techniquas.

(7) Care for residents with mental illness or mental retardation, or both, if the population is sarved in the home.

2a, DESCRIPTION OF VIOLATION
Direct care staff person C, who starled working for the home on $/9/14, did not receive lraining in safe management fechniques during
the staff lraining year 1/1/16 through 12/31/16.

Direct care staff person D, who started working for the home on 9/3/14, did not receive tralning In safe managemeant techniques during
the 1/1/16 through 12/31/16 siaff tralning year.

3. FLAN OF CORRECTION (PQC) (Autach pages as necessary. Remember that you must sign and date any attached pages.)

Include steps lo corracl the violation dascribed above and steps to prevan! a sintiler violation from aceurting ggain. If steps cennct b completed
immadisiely, include dalas by which Ihe sleps will be complatad.

Immediately beginning the day after inspection, all Staff files were reviewed to
be sure everything required was present in the file. Staff Persons C & D trainings
were accounted for. All other files have the Annual Training plans with
certificates and each was checked to be sure all trainings were accounted for.

This violation is being disputed due to the required trainings for Staff Persons C
& D being done and accounted for. (copies attached)
Immediately; The administrator or designaled slalf person shall develop and implement a system to ensure all

required staff training is documented in accordance with reguiation 2600.65(), the record ining i i
i . . of traini kepti
staff records, and available to the Depariment upon request. ‘;-f(l{r, o g inkeptin the

Repeat Violation: No Date(s) of Previous Violatlon{s);

Stgnature of Legal Enlity Representative /
{Required on EVERY Page) . 0(0

Printed Name and Title of Legal Entlty Representative Dat
ate
(Reured on EVERVEee) (i Dun- Executive Divechy Y ro-/8

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is approved as of W‘T‘éit:ﬂ.)/ Z Plan of correction implementation status as of % = 2/~
{Date}

[ Fully implemented
D Partially Implemented - Adequale Progress

The above plan of correction was approved by g{ — ( ['_'] Partlally Implemented - Inadequale Progress
(Inilials)
D Hot implemented
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BPRIB 2O  pagororss

Violatlon Report: 44878 - 1141672017 - Pfafl, Vicki NEST REGION FiELp FFICE
PCH Name; MELODY MANOR Human Services Leensing

1. REGULATION 55 Pa.Code §2600
2600.65(g) - Direct care staff persons, ancillary staff persons, substitute personnel and regularly scheduled volunteers
shall be trained annually in the following areas:

(1) Fire safety completed by a fire safety expert or by a slaff person Irained by a fire safety expert.

(2) Emergency preparedness procedures and recognition and fesponse to crises and emergency situations.

{3) Residant rights.

{4) The Qlder Adult Protective Services Act (35 P. S. §§ 10225.101-10225.5102),

(8) Falis and accident pravention.

(6) New population groups that are being served at the home that were not previously served, if applicable.

2a, DESCR!PTION OF VIOLATION
Direct care staff person D, whe started working for the home on 9/3/14, did not receiva {raining in fire safaty complaled by a fire safaly
exper or by a staff person {rainad by a fire salely expert durng the 1/1/16 through 12/31/16 slaff training year.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)

Include steps lo comact tha violation described above and steps lo pravent a sialar violation from occurring egain. If steps cannol be complaled
immediately, Include dales by which the stops will be completed.

Immediately beginning the day after inspection, all Staff files were reviewed to
be sure everything required was present in the file. The fire safety training for
2016 for Staff Person D was present and Is attached, All files have the required
annual fire safety training.

This violation is being disputed due to the required training for Staff Person D

being in her file and keeping her within regulation, Al . /
Immediately: The administrator or designaled staff person shall develop and implement a system lo ensure all
required staff training is documented in accordance with regulation 2600.65(3), the tecord of lraining in kept in the
staff records, and available 1o the Depariment upon request. £y vgy ¢

Repeat Violatlon: No Data(s) of Previous Violation(s): !

Signature of Lugal Entlty Representative /
Required on EVERY Paqge W(J [
L

Printed Name and Title of Legal Entity Representative

Requirad on EVERY Page Q‘?[;‘ﬂﬁ [)Jﬂ/l "Eia‘ﬁw 0'\4%-[3?/ (7/.‘ /c} .../g

Date

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

The above plan of cerreclion Is approved as of —Lf:é-‘:—t'g-fm Plan of correction implementation status as of 7.y 7+ ¢~
) {Tata)

Fully Implementled
Partially Implemented - Adequale Progress 7
Partially Implemented - inadequate Progress

The above plan of corraction was approved by
nitlals)

B ON]

No! Implemented




AECEINVED
Page 8 of 14

Violalion Repori: 44678 - 11/1672017 - Plaif, Vickl PR 18I0
PCH Name: MELODY MANOR
*Jesﬁ" TR ION FIELD UFFIGE

1. REGULATION §§ Pa,Code §2660 can Seraces Lcansing
2600.86(b) - A bathroom that does not have an operable, outside window shall be equipped with an exhaust fan for

ventilation.

2a, DESCRIPTION OF VIOLATION
On 14186717 at 11:22 a.m., the exhaust fan in the commen bathroom of the Melody side basement level was inoperable. This

bathroom doas nol have a window.

3. PLAN OF CORRECTION (POC) (Aulach pages as necessary. Remember that you must sign and date any attached pages.)
Include steps lo corract the violslion described above and sleps lo prevent & similar violalion from occurring again, If sleps cannot be completed
immadiately, includa datas by which the steps will be complated

The day after inspection on 11-17-2017 an Electriclan was contacted and came
to ussess the inoperable exhaust fan. He returned on 11-19-2017 and replaced
the fixture, Pictures and invoice attached.

Moving forward, between Administration and the Head Housekeeper, weekly
checks with documentation will be done for a 6 month period and then
periodically to check for any non-working exhaust fan in bathrooms required by
regulation. Documentation attached

A’#@Chmfﬂt
A4 TH gc, BE 5 F

Repeat Viclation: No Data{s) of Previous Violation(s):
Signature of Legal Entity Representative / / .
Required on EVERY Page W ) AJOW
Printed Name and Title of Legal Entity Representative i Date
{Reguired on EVERY Paqel@/o/, € C(ﬂﬁ é—,\/é’(p{ﬁcé? O@C—é‘, L/ “J - /?

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correclion is approved as of M Plan of comreclion impigmen‘aﬁon slatus as of [ '7-(/’
(Cate) ~oate)

[ Fully implemented
Parliaily implemanted - Adequate Progress J/

The above plan of comection was approved by ([ D Partially lsmplemented - inadequale Progress
Inilials
( ) [] Nottmplemented
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PR 13 2018 pagesorta

Viclatlon Repor: 44676 - 11/16/2017 - Pfaff, Vicki NEST HEGICH FIELD OFFIC
SEST RimahUh miEilsd =
PCH Name: MELODY MANOR i rap Rerdces Lansing

1. REGULATION 55 Pa.Code §2800
2600,123(b) - Copies of the emergency procedures as specified in § 2600.107 (relating to emergency preparedness) shall
be posted in a conspicuous and public place in the home and a copy shall be kept.

Za. DESCRIPTION OF VIOLATION
On 11/16/17 at 12:08 p.m., lne emergency preparadness plans for the home and for the municlpality in which the home s localed were
not poslad in a conspicuous and public placs In the home.

3. PLAN OF CORRECTION (POC) (Atiach pages as necessary. Remember that you must sign and dnte any attached pages.)

Includa steps o correci the viofalion described above and stops o prevent a similar violation from occurting egaln. If sleps cannet be complaled
immediately. include dales by which the steps will be compisled.

Immediately on the day of inspection with the Inspectors witnessing, the
Emergency Preparedness Plans were moved from the bulletin board in the med
room to the front bulletin board which is in a conspicuous public place.

Moving forward any renewals or changes to the plan will be posted In the same
place.

Immediately: The administrator or designated staff person shall check the home monthly to ensure that both the
personal care home's emergency procedures and the local municipal emergency plans are posted in a conspicuous
and public place. w~¢«p—

”
’

Repeat Violatlon: No Date(s) of Previous Viclatlon(s):
Signature of Lega! Entity Representative /
Required on EVERY Page MV[O AL fa e
= v 7

| Date

Printed Name and Title of LZEMEW Representative

Resiss it g 1 Dy £ sesurtive Ot ™ 9= 1o - /5

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

The above plan of correction Is approved as of ¥ & -(¢/

(Date) Plan of correction Implementation status as of Y-/ 2+/

{Date}
[:] Fully Implemanted

E Partially implemented - Adequale Progress

The above plan of corveclion was approved by "'”{Z{; — [ ] Partially Implemented - inadequate Progress
nitials
) E:] Not implemented




APD 12 9040 Page 10 of 14
Violation Report: 44676 - 11/16/2017 - Plaff, Vicki . i
FCH Name: MELODY MANCR WEST BEGION SIELD OFEinE

fuman ervices Loensing
1, REGULATION 55 Pa.Code §2600 _ ¢
2600,183(d) - Only current prescription, OTC, sample and CAM for individuals living in the home may be kept in the home

2a, DESCRIPTION OF VIOLATION
On 11716117 al 2:20 p.m., there was a bottle of Azept 1% eye drops in the medication cart belonging to resident #2. The bollle label
indicated an opened date of 7/21/17. The manufacturer's medicine information indicales that the botlle should be discarded 28 days

after opening.

On 111617 at 2:26 p.m., there was a package of Maproxen 375mg tablels in the medicalion carl, with 2 prescuplion lubel for resident
#1. indicaling lake 1 tablst by mouth twice a day as needed for pain relief. Howaver, the medicalion was discantinued on 11/14/17.

3. PLAN OF CORRECTION (POG) (Attach poges as necessary, Remember that you must sign and date any atiached pages.)
Include slaps to correct the violalion described atiove and sleps lo prevent a simifar violalion lrom occurring agein. If steps cannot be complated
immadialely, include dales by which the sfeps wiil be complaled.

Immediately on the day of inspection the eye drops for Resident #2 and the
Naproxen for Resident #1 (which was just discontinued 2 days prior) were
removed from the medication cart and discarded. New eye drops were ordered
for Resident # 2 and delivered iImmediately.

Immediately Administration implemented a process to review changes in
Resident medication orders. To ensure the changes are accounted for, a daily
redline report is available through the medication program. This report lists all
changes and Is printed, reviewed and signed everyday by the Administration or
designated Med Tech. Weekly med cart audits with documentation Is being
done and kept to account for any non-current medications

A Hachments jpA 10 B,
joc 10D )0 &

Repeat Violation: No Date{s) of Previous Violatlon{s}):

Signature of Legal Entity Reprasentative
{Required on EVERY Fage) &Q(

Printed Name and Title of Legal Entity Representative Date
(Required on EVERY Page) ' : . . - —
Recuived on EVERY Pec) ")y /1o [ e Eoxio e fdipe Dt Y[>— /8

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

The above plan of correclion is approvad as of W Plan of carrection implementation slalus as of & 72+ /
T {Date)

D Fully Implemented
Padially implemented - Adequate Progress Ve

The above plan of correction was approved by fé D Partially Implemented . Inadequats Progress
Inilials]
( ) [] Notimplemented




Page 11 of 14

Violation Repott: 44676 - 11/16/2017 - Plalf, Vicki
PCH Name: MELODY MANOR

1, REGULATION 55 Pa.Cade §2600
2600.184(a) - The original container for prescription medicalions shall be labeled with a pharmacy label that includes the
following:

{1) The resident’s name.

{2) The name of the medication.

{3) The date the prescription was issued.

{4) The prescribed dosage and instructions for adiministration.

(5) The name and litle of the prescriber.

2a. DESCRIPTION OF VIDLATION : : o
Residant #4 is prescribed Albuterol 0.083% nebutizer solullon - Adminlster 1 unit dose via nebulizer every 4-6 hours as needed. On
11/16/17 at 2:30 p.m.. the medication pharmacy label indicated: administer 1 unit dose via nebutizer every 6 hours while awake. A
second pharmacy label on the medication indlcated: adminisier 1 unit dase via nebulizer dally as needed for SO8,

3. PLAN OF CORRECTION {POC) (Attach pages as nccesssary. Remember that you must sign and date any attached pages.)

Include steps lo correct the violalion dascribed above and sleps lo prevent & similar viclation from oCcuring again. if steps cannct be complafed
immedinlely, include dales by which the steps will be compislad,

Immediately on the day of inspection, Resident #4's order was checked for the
correct dosage. Resident #4 was getting the correct dosage as prescribed by her
Physician and ordered on her MAR. A direction change sticker was added to the
prescription label to account for the change.

Immediately Administration Implemented a process to review changes in
Resident medication orders. To ensure the changes are accounted for, a daily
redline report is available through the medication program. This report lists all
changes and is printed, reviewed, and signed everyday by the Administration or
Designated Med Tech, Weekly med cart audits with documentation Is being
done and kept to account for any direction changes. Documentation attached

191’7/ achments 1A ) /LA u,@,ﬂ@ﬂ’;@m !

Repeat Violation: No Date(s} of Previous Violatlon(s}: a5 (o H ‘V/ OE i

Signature of Legal Entity Representative
{Required on EVERY Page) Mﬁé,«ﬁ A’OM—"—-—/\—

Printed Name and Title of Legal Entity Representative Date
i VERY ¢ : - N
(Raquired on EVERY Padey :,;?Pf?'/:/ﬁ/}n;m - Lxepd e recter G-/~

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

‘ Gyl vt
The above plan of correction Is approved as of M{DaE;} A Plan of correction implementation status as of &« 74
{Dale)

Fully Implemeanted
Pariially impiemanted - Adequals Progress »

Parlially Implemented - Inadsquate Prograss

The above plan of corraction was approvad by
tinElEals}

OO0

Nol iImplemented




APR 18 2hin Page 12 of 14
Vielation Report: 44676 - 1111672017 - Plaft, Vicki B b
PCH Name: MELODY MANOR FESTREGION Fit g

Ul N o en | | :
1. REGULATION 5 Pa.Cade §2600 s Ueensing
2600.185(a) - The home shall develop and implement procedures for the safe storage, access, securily, distdibution and
use of medications and medical equipment by trained staff parsons.

2a. DESCRIPTION OF VIOLATION .
Resident #4's November 2017 MAR indicaled bleod glucose readings. However, the resident's glucometer did not indicale the
resident’s blood glucose was measured as follows: .

*On $1/43/17 al 5:50 a.m., the MAR Indicated 91

*On 1171117 al 4:24 a.m., the MAR indicalad 87

* On 111017 at 4:57 a.m., the MAR Indicalad 89

* On 1119117 at 4:51 a.m,, tha MAR indicated 87

The blood glucose readings on residant #4's MAR did not coincide with the blood glucose readings indicated on the resident's
glucomelar as follows:

= On 144817 at 4:55 a.m., the MAR Indicated 58 — Glucomelar indicaled 93

*On 11OTHT at 5:18 a.m., the MAR indicated 77 - Glucometer indicaled 77

* On 10127747 at 5:23 a.m., the MAR indicalad 86 - Glucometer indicaled 83

Resident #6's November 2017 MAR indicaled bload glucose readings. Howevar, tha resident’s glucometer did nol indicate the
resident's blood glucose was measured as follows:

* On 14711717 at 11:43 a.m.,, MAR Indicated 159

*On 1141317 at 7:43 a.m., MAR Indicated 98

The bload glucese readings on resident #§'s MAR did not coincide with the blood glucose readings indicated on the resident’s
glucomeler as follows:

* On 1111617 at 7:26 a.m., the MAR indicated 138 -~ Glucometer indicated 128

*On 1112117 at 7:14 p.m., the MAR indicated 172 - Glucomater indfcated 173

*On 111217 at 4:52 p.m., the MAR indicated 208 - Glucomeler indicated 209

*On 1114217 at 7:19 a.m., the MAR Indicated 157 — Glucometer indicated 158

Resident #7's November 2017 MAR indicated blood glucose readings. However, the resident's glucometer did not indicate the
resident’s blood glucose was measured as follows:

*On TIH617 at 7:51 a.m,, MAR indicaled 102

£ On 11A3HT al 8:08 a.m., MAR indicated 108

* On 1171217 at 8:01 a.m., MAR indicated 101

*On M/A1/17 at 8:21 a.m., MAR indicaled 111

* On 11/2717 at 7:54 a.m., MAR indicated 111

The blood glucose readings on resident #8’s MAR did not coincide with the blood glucose readings Indicated an the resident's
glucomeler as follows:

*On 11716117 at 7:33 a.m,, the MAR indicated 108 — Glucometer indicaled 105

*On 111217 at 11:34 a.m., the MAR Indleated 107 — Glucometer indicaled 104

* On 11/1217 at 7:36 a.m,, the MAR Indicated 98 — Glucometer indicated 84

3. PLAN OF CORRECTION {POC} (Autach pages as necessary. Remember that you musi sign and deie any altached pages.)

Includs steps to comact the violation described above and slaps lo pravant a simifar violalion from occumng aggin. i staps cannel ba camplated
immediately. includle dales by which the steps will be complalad,
Next fege.

Repaat Violation: No Datefs) of Previous Vialation(s):

Signature of Legal Entity Reprs

tive
{Required on EVERY Page} W{@@ &ﬁmm

[ Mgy
Printed Name and Title of Lega] Entity Representative Dat
{Required on EVERY Page) * ata - -
aquted on 2 tolie funn = & kecutiue Directy )y -

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

The above plan of correction is approved as of H gty

Hate) Plan of correction implementation status as of -/ Pay

. (Dato}
D Fully Implemeanted

/ Partiaflly Implamanted - Adequale Progress,

&



Violation Report: 44676 - 1171672017 - Piaff, Vicki
PCH Name: MELODY MANOR

1. REGULATION §& Pa.Code §2800
2600.185(a) - The home shall develop and implement procedures for the safe storage, access, security, distribulion and
use of medications and medical equipment by trained staff persons.

The above plan ol colrechon was approved by L_J Partially implemented - Inadequals Progress
4_(!ﬁitials
) D Nol Implemented

Immediately after inspection new glucometers were ordered for all Residents
that use them. They were delivered the following day at the Homes expense.
Every Med Tech was individually re-trained and educated on the Importance of
following all guidelines for correct glucometer usage and recording. All
glucometers were not only marked with the Residents name on both the case
and glucometer, but also their picture was attached to the glucometer and
glucometer case to avoid using the wrong glucometers on Residents. Weekly
reviews of all glucometers with comparison to the MARS are being conducted by
the Administration for a 6-month period to ensure the glucometers are being
used appropriately. Documentation is kept and some of it is attached for
reference. Extra glucometers and batteries are always aqvailable in the case of o
glucometer malfunction

Immediately: A designated sta‘ff parson qua!i.ﬂed lo administer medicalions shall audi! all residenl glucomaters,
MARSs, and blood glucose testing records daily lo ensure the glucometers are indicaled in each residenl's glucometer
and ihe correc! blood glucose reading is recorded. o -6 saru"

A Hao Drent< b s
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APR 13 2018
, Page 14 of 14
Violation Report: 44676 - 11711672077 - Plaf, Vicki AESTHEDIDN FIED CFFICE
PCH Name: MELODY MANOR Huinan Services Licensing

1. REGULATION 55 Pa.Code §2600

2600.225(a) - A resident shall have a written initial assessment thal is documented on the Department's assessment form
within 15 days of admission. The administrator or designee, or a human service agency may complate the inilial
assessment,

Resident #2's Inifial assessment, completad on 17, does nol include an assessment of the resident's neads relaled to a wrist
brace on left wrist as needed, a 2-handled mug rinking, a comprossion fracture T14 and L4, fraclure left distal radius, spinal
slenosis, ambulatory dysfunction with falls, Alzheimer's dementla, degeneralive joint disease both knees, and hypertension which were
indicaled on the resident's medical evaluation completed on 5/25/17,

2a. DESCRIPTION OF VIOLATION
!or !

3. PLAN OF CORRECTION {POC) (Altach pages as necessary. Remember thal you must sign and date any atteched papes.)

include sleps o correct the violallon described above and slaps 1o preven! & similar vioiation from occuming again. If sleps cannot be complated
immediately, include doles by which the sleps will be complatad

On 11-22-2017 (the earliest date following inspection that the Dr. could see her},
Resident # 2 was taken to the Dr. to be re-evaluated. Her DME was done within
the 60-day required time prior to admission, but Family stated Resident #2 had
not been using the wrist brace or 2 handled cup because she did not need them.
The Dr. did a new DME and a new RASP was completed by the Administrator
with all items from the DME accounted for on the RASP, The Administrator has
reviewed all DIME’s and RASPS to be sure that all items on the DME’s were
accounted for on the RASP. Documentation kept. Moving forward all RASPS
will be reviewed and compared for accuracy by the Executive Director or
Designated Administration. No RASP will be signed by the second person until
the comparison is done and correct.

Deoda Le H’(‘?mg i\ %u(-:;;haq m
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Repeat Violation: No Data(s) of Previous Violation(s);
P |

Signature of Legal Entity Reprasentative /'
{Requirgd an EVERY Page} %0 MC/“"“"“““

Printed Name and Title of Legal Entity Representative

. - Date
e Pzl e Dl Exeratir Dietor Y-12-/F

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

The above plan of correation is approved as of ‘7’{‘;;; Flan of correction implementation stalus as of &~/ e
Dala

Fully lmplemented

Partially Implemented - Adequale Pragress /

Faglially Implemented - inadequate Progress

The above plan of correction was approvad by g
(Inilials)

Not Implemented
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