'pennsylvania

DEPARTMENT OF HUMAN SERVICES

JU4 28 7018

Ms. Brenda Daubner
Executive Director
Lowrie AlD OPCO, LLC
100 Sterling Village Drive
Butler, Pennsylvania 16001
RE: Lowrie Place
Ceriificate #: 444960

Dear Ms. Daubner:

As a result of the Department’'s Bureau of Human Services Licensing annual
inspection on February 20, 2018 and February 21 2018, 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 |nspection.

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.

Sincerel

Jagcgueline L. Rowe
Director

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
628 Forster Streel, Room 831 | Mamsburg, PA 17120 717.783.3670 | F 717.783.66862 | www.dhs. state na.aov




VIOLATION REPORT
PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600

Page10f 8

PCH Name: Lowrie Place

License Numbor: 44445

Address: 100 Sterling Village Drive, Bulier, PA 16001

County: Buller

Adminlstrator; Brenda Daubner

Reglon: WEST

Legal Entity Nama: LOWRIE AID OPCO LLC

Legal Entity Addrass: 100 Sterling Vitlage Drive, Butler, PA 18001

Certificate{s) of Occupancy
C-2LP

RECEIVED

04/07/1697 MAY 23 2018
PAL & WEQT I
Yo IL.GiION &t RN} -
Staffing Hours Human Sewfcescl.lcegsiigéjm:

Rasident Support: 0 Total Daily Staff: 54

Waking Staff; 41

Type of Inspection: Full BHA Dacket Number:

Notice: Unannounced

Reason(s) for lnspection(s)
Renewal

On-Site Inspections Dates and Department Representatives QOn-Site
021200201 8: Garvey, Jody: Garrigan, Laurle
02/21/2018:; Garvey, Jody; Garrigan, Laurie

Off.Site Inspection Dates and Inspectors, If Applicabla

Qther Details
Partiai or Full Triggers:

Randem Indicators:

Resident Demographic Data as of Inspection Dates

Lieensed Capacity: A7

Number of Residents Served: 41

Secured Dementia Care Unif in Home: No
Area:

Secured Dementia Unit Capacity,  Appllcahle:

Number of Residents Served In Secured Dementia Care Unit,
If applicablo:

Number of Current Hospice Residents: 5

Numibser of Hospice Residents In past year: 10

Number of Residents who:

Receive Supplemental Security Income: D

Are 60 Years of Age or Oider: 41
Have Mental Hiness: G

Have an lntellectusi Disabllity: O
Have a Mobilltly Need: 13

Have a Physical Disability; C




RECEIVED

MAY 9 2 2n¢ Page Jof 8
Violation Report; 44466 - 02/20/2018 - Garvey, Jody 32643

PCH Name: Lowrie Place WEST REGION Fit 1y fpris
L &

VIOTGT Ben LI
1. REGULATION 55 Pa.Code §2600 “HeIvices Licansing
2600.81(b} - Wheelchairs, walkers, prosthetic devices and other apparatus used by residents must be clean, in good
repair and free of hazards.

Za. DESCRIPTION OF VIOLATION
On 2/21/18, lhere were taars, measuring approximately 1 1/2* an both worn armrests of resident #1's wheelchalr, The wood was
exposed on the lefl armrest, posing a skin tear hazard.

3. PLAN OF CORRECTION {POC) (Atinch pages us necessary, Remember hat you must sign nod date any stiached pages.)

Include steps lo camract the violation described abiove and sfeps to prevent a similar violation from occurring egain. It slaps cannol be comploted
immindiately, include dalas by which lhe steps will be complelad,

2600.81{b)
Resident #1's wheelchair was replaced with an In house wheelchalr immediately at time of survey on 2/20/18.
Hospice was natified and a new wheelchair was provided for the resident on 2/25/18.

Other residents utilizing a wheelchair had thelr wheelchairs examined to ensure that they were In good repalr, clean and
free of hazards on 2/21/18 by the Care Service Manager and the Executive Director.

Upon move in, the ED/ Care Service Manager and/or designee will examine wheelchairs within 72 hours to ensure they
are in good repair, clean and free of hazzards .

Staff were re-educated on 2/23/18 on the importance of reporting to ED/designee If any wheelchairs In need of repair,

ED/deslgnee will assess wheelchairs monthiy for 3 months then annually to ensure all In good repalr and will document
on flow sheet. (see attached)

Compliance date: 2/25/1B

Repeat Vielation: No Date(s) of Previous Vielation{s):

Signature of Legal Entity Representative

{Required on EVERY Page) ,&M—D d;_u__b.g\_(}p._,,__.

) . .
Printad Name and Title of Legal Entity Representative . /
(Required on EVERY Page) 12 = \n  (JAULAN €2 Date & / NETIR

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

The above plan of correction Is approved as of 6 { < 1/; 8 Ptan of correction Implementation status as of 6 /7 A g
ale TN
{Lale)

Fully implemented
Partially implemented - Adequale Progress

The above plan of correction was approved by Parially Implemented - inadequate Progress
Initials
(in ) Nol iImpiemented

OOXU




RECEIVED

MAY_Bg-prs 2874019
Viclation Repori: 44486 - 02/20/2018 - Garvey, Jody WRT &g LUl
PCH Name: Lowrle Place CUEST BN Crr e o
o 1 20 3 Uf'l‘!b.::
1. REGULATION 55 Pa.Code §2800 Fiuman Servoes icensing

2600.89(b) - Hot water temperature in areas accessible to the resident may not exceed 120°F.

2a. DESCRIPTION OF VIOLATION
Al approximately 2:05 PM, the hot waler temperature in.the bathrcom sink of bedroom #130 was 125 degrees Fahrenhail

At 2:15 PM, the hot water temperatura in the bathreom sink of bedroom #113 was 123.7 degrees Fahrenhelt.

{Observed 2/20/18)

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

include steps o correc! the vialation described aliove and steps lo prevent a simliar viglation from eccurring agaln. I steps cannol b vompietod
immedialely, include dales by which the steps will be compleled, .

2600.89(b)

Maintenance Tech reduced water temperature on hot water tank immediately when it was noted at the time of survay.
On 2/21/18 the MT checked water temps In 10 resident apartments and were found to not exceed 120 degrees F.

MT was re-educated on 2/20/18 by the inspector and by the ED at time of Inspection of the proper water temperatures.

Water temps will be chacked bi-weekly by Maintenance Tech and recorded for the next 3 months on flow sheet. (see
attached). ED will review water temp log bi-weekly for 3 months to ensure completion, then monthly thereafter.

Compliance date: 02/21/18

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

Signature of Legal Entity Represent

atve
(Requlred on EVERY Page) tﬂ’)\ 0 m@b e

Printed Name and Title of Legal Entity Representative

{Requlred on EVERY Page} -@)«Q&UOA DAU-@UéfL 3.3 IJX

Date g

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

The above plan of correction is approved as of —Qﬁéj‘—-— Plan of correction implementation status as o ¢ 4 4
{Data) T Dute)

D Fully lmplemented

Partially Implemenied - Adequate Progress

The above pian of correction was approved by f{,/é z L__] Partially Implemented - Inadequate Progress
(Initiais) [] Notimplemented




RECEIVED

Page 50of 9

Violation Report: 44496 - 02/20/2018 - Garvey, Jody MAY 2 g 2018
PCH Nama: Lowrie Place

WEST REGONFIELE OFFic
1. REGULATION §5 Pa.Code §2600 FHumon Sevep Lo ICE

2600.91 - Telephone numbers for the nearest hospital, police department, fira department, ambulance, péf%on control,
local emergency management and personal care home complaint hotline shall be posted on or by each telephons with an
outside line.

2a. DESCRIPTION OF VIOLATION

On 2/20{18, thare wers no emergency telephone numbers posted on or near the following telephenes with outside lines
* Resident lelephone in bedroom #130

+ Resident poriable telephone in bedroom #111

2. PLAN OF CORRECTION {POC) {Attach pages as necessiry. Remember thal you must sign and daie any atiuched pages.)

Include steps lo correct the viclalion described above and sleps lo prevent.a simifar violation from occurdng again. If staps canno! be completed
Immadialely, include dalas by which the sleps will be complated.

260091

Room 130 and Room 111 immediately had emergency numbers posted at time of inspection when it was found they did
not have them.

ED and Maintenance tech audited alf resident apartments and each telephone with an outside line to ensure that there
were emergency telephone numbers posted on or nearby the phones on 2/21/18.

ED and MT reviewed the regulation for re-education and are aware of this requirement.

MT/designee will check each apartment weekly for 12 weeks, then monthly, to ensure emergency numbers are in place
and will record on flow sheet. {see attached) ED or designee will review the recorded audit each week for 12 weeks and

thers monthiy,

Compliance date: 2/21/18

Repeat Violation: No Data{s) of Previous Violation{s):

Signature of Lagal Entity Representat

ive
(Required on EVERY Page) Z&/LUM-LQ’@ Md,uga,w

7
Printed Name and Title of Legal Entity Representativa

{Required on EVERY Page) 6[&00& C}Muﬁmé& Date 5 {&5/}8

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

The above plan of correction is approved as of —GAZ’L- Plan of corraction implemertation status as of éé
7,
(Date) {[)Bl/.lg

Fully iImplemented
Parlially Implemented - Adequate Pragress

The above plan of correction was approved by ﬁg
{Initials)

Partially implemented - inadequate Progress

Not Implemented

OOXU




RECEIVED

hfﬂ\/% P V-
Violation Report: 44496 - 02/20/2018 - Garvey, Jody el o LUID
PCH Name: Lowrle Place WEST BECIAN e

MLELIT= \;I'I"I(J::
1. REGULATION 55 Pa.Code §2600

Page 6of 8

Human Services Licansing
2600.92 - Windows, including windows in doors, must be in good repair and securely screened when doors or windows are
open.

2a. DESCRIPTION OF VIOLATION

On 2/20/18, there was no screen In the following windows:
* The double window looking out inlo the courtyard across from bedreom #121

= Al of the windows in bedroom #103

3, PLAN OF CORRECTION {POC) (Aluch pages as necessury. Resember that you must sipn and dite any attached pages.)
Include steps to correct the violalivn described above and steps lo praven! o similar violation fram occurring again, i steps cannot be complotod
hmmediately, include dates by which the steps will bo complated.

260092
Screens were replaced in Apt 103 and in hallway across from apt 121 on 2/22/18 by Maintenance Tech.

Maintenance Tech audited the community windows on 2/22/18 to ensure screens were In place in each window and
door. No others were found to be without screens.

ED and MT reviewed regulation regarding this requirement and understand this regulation,

MT/designee will check 10 windows/doors with screens weekly to ensure that windows, Including windows in doors are
in good repair and securely screened when open for the next 12 weeks then monthly. ED/designee will review the
recorded audit each week for 12 weeks then monthly.

Compliance date: 2/22/18

Repeat Violation: No Date(s) of Previous Vicolation{s):

Signature of Legal Entity Representative ‘

{Required on EVERY Page) ) LyLu.) gi L L‘—#—G”
Printed Name and Title of Legal Enfity Representative .
{Reguired on EVERY Page) \E}Qﬁﬁjﬂﬁg D Ed § 2 Date 5 &3 ! b/

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

The above plan of correctian is approved as of —L—L——G (ga!;)g Plan of correction Implementation status as ol 6/ ‘?/‘43
EE)]
5] Fully tmplemerited

Partially implemented - Adequate Progress

The abave plan of cormreclion was approved by Parfialty Implemented - Inadequate Progress

(Initials)

N

Nol Implemented




RECEIVED

FEANL £ -
Violation Report: 44496 - 02/20/2018 - Garvey, Jody WiRT &g CUTY
PCH Narne: Lowrie Place

1. REGULATION 55 Pa.Coda §2600
2600.184(a) - The original container for prescription medications shall be labeled with a pharmacy fabel thal includes the
following:

(1) The resident's name.

{2) The name of the medication.

(3) The date the prescriptlon was Issued.

(4) The prescribed dosage and Instructions for administration.

(5) The name and title of the prescriber.

Pags 7 of 8

[+ o bf g =
LEST HELo LU ORRICT
Human Sanileag | jane!

e b

23, DESCRIPTION OF VIOLATION
Resident #4 is prascribed Triple Antibiolic oiniment — dressing to back, cover wilh nonstick dressing, paper 1ape and change every
day. However, the pharmacy label does not include how often the dressing should be changed.

3. PLAN OF CORRECTION (POC) (Attach pages us necessury, Remember that you must sign wnd date any aftached pages.)
Includa steps lo comecl the vicialion described above and slops to prevont a similar violation from ocourring again, If sleps canndt be compleled
immadiataly, include datas by which the steps will he complatad.

2600.184(a)

The pharmacy was contacted on 2/20/18 to notify of insufficient information on the medication labeal for Triple
Antibiotic Ointment. That same evening the pharmacy sent a new Triple Antiblotic Ointment with a corrected label,
including the frequency of dressing change.,

The Care Service Manager and Medication Tech audited med cart on 2/21 and 2/22/18 to review all medication fabels to
ensure all information is on the label. No other labels were found to be missing information.

On 2/23/18, Medication Techs were retrained by CSM to check each prescription label for all the correct information as
meds are received from the pharmacy at the community.

CSM/designee will audit 10 resident s medications weekly for 12 weeks to ensure labels have the necessary information,
then monthly for 3 months.

ED/designee will review the recorded audit each week for 12 weeks and then monthly.

Compliance date: 2/20/18 . \
BDoring the nexf Q_uo.llh manangemenT P[an review and walvation- The administr ,‘}7”" will
ta.Ke oction fo easvre The home places an increosed 2mphasiS on this plan

ofF cetracton. (Y74X]
Repeat Violation: Yes Date(s) of Previous Violation(s): 071062017 02/08/2017

Signature of Legal Entity Representative

{Required on EVERY Page) YA 12 L4 *;L ks~

Printed Name and Title of Legal Entity Representative
(Required on EVERY Page) [0 1 () Hadle@al EA Date 6‘&3 J{Q

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

The above plan of correction is approved as of __b_/ﬂj__ Plan of correction implementation stalus as of ¢, /¢//Z
(Date) ik

Fully Implemenied
Partially Implemented - Adequale Progress

The above plan of correction was approved by Partially Implemented - Inadequata Progross

(tnitiats)

OOX L

Mol Implemented




RECEIVED

Page B of8

Violation Report: 44496 - 02/20/2018 - Garvey, Jody WAY 2 3 2018
PCH Name: Lowrle Place

~ESHEG e
1. REGULATION 55 Pa.Code §2600 Hmw%&@ﬁﬁﬁﬁs
2800.187(d) - The home shall follow the directions of the prescriber.

2a. DESCRIPTION OF VIOLATION
Resideni #1 is prescribed Meateprolol Suceinate 50 mg- takel tabiet daily at 2:00 PM. However, the medication is administered a: 4:.00
PM dally.

1. PLAN OF CORRECTION (POC) {Atlach pages as necessaty, Remember that you must sipn and date any atlached pages.)

Include steps fo correct the vialalion describad abova and sleps to prevant a similar violation from aecurring ggain. If steps canno! be compleled
immetiately, include dates by which the steps will be compleled.

2600.187(d)

Resident #1- physician was contacted on 2/20/18 and new order received which indicates the time for this medication
administration.

Current residents recelving medications that specifically state a time to be given were matched with the MAR by the
Medication Tech to ensure that directions from the prescriber were being followed.

Medication Techs were re-educated by the CSM on 2/23/18 to read labels and ensure that they match the MAR for
medications that have specific timed directions from the prescriber.

CSM or designee will audit residents with specific timed medications weekly for 12 weeks to ensure medications are
being administered at the time of direction from the prescriber, then monthly for 3 months,

ED or designee will review the recorded audit each week for 12 weeks and then monthly.

Compliance date: 2/20/18

Repaat Violation: Yes Date(s) of Previous Violation(s): 07/06/2017

Signature of Legal Entity Representative '
{Required on EVERY Page) aole ;2 ) At Rt

Printed Name and Title of Legal Entity Representative Dat s
{Required on EVERY Page} @Q&QOF\ O-ﬂr’u@d fa iy e (3{‘;3 ’8

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

The above plan of correction is approved as of 4 ‘('/3 :";f' Plan of correction implementation stalus as of 6/ (4
{CGate)

Fully implemented

Partially implemented - Adequale Progress

The ahove plan of carrection was approved by ﬁ:g

(initials)

Parially implemented - inadequale Prograss

Not limplemented

OLXL




RECEIVED

Page 8of 9

Violation Report: 44496 - 02/20/2018 - Garvey, Jody MAY-2372018

PCH Name: Lowrie Place -
ESYRECEN FIELTORFICE

1. REGULATION 55 Pa.Code §2600 " Human Sénr!ces Lizansing
2600.252 - Each resident's record must include the following information: (1) through (26)

2a. DESCRIPTION OF VIOLATION
The recards of resident 42, admitted, 7/8/15, and rasident #3, admitted 1/9/16, do not include a preadmission screening form.

3. PLAN OF CORRECTION {POC) {Atach pnges as neeessacy. Remember thit you must sign and date any attached pages.)
Ineiude staps to correcl the violation described above and slaps fo preven! a simitar violotion from occurring again, If steps cannol e compiefed
immadiataly, includa dales by which the steps wiil be compleled,

2600.252

Resident #1 and #2 have been reslding at the community since 7/8/15 and 1/9/16 respectively. Their preadmission
screening was not completed at the time.

An au'dit of gurrent resldents was completed on 3/1/18 by the Executive Director to determine if other residents have
been identified to not have a preadmission screening form completed. No other prescreens were found to be missing. )

The ED and CSM reviewed the regulation regarding the requirement of completing a prescreen prior to admission and
fully understand this requireament.

ED and/or CSM or designee will review newly admitted resident file to ensure that it includes a preadmission screening
form, monthly for 3 months, then annually.

Compliance date: 3/1/18

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

Signature of Legal Entity Representativ

{(Required on EVERY Page) EXJ\! Aalsd Ww

Printed Name and Title of Legal Entity Representative - ( {
Date £ 23 ’ 6

{Required on EVERY Page) \BRMOA \Dé(tuﬂﬂéfh
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of corraction is approved as of '"é—(@i—{)atg Plan of correction implementation stalus as ol W, T
 (Da)
S¢] Fully implemented

Lo,
Partially Impiemented - Adequate Progress

The above plan of correction was approved by Partially implemented - Inadequate Progross

{Initials}
Not implemented

NN






