 pennsylvania

DEPARTMENT OF HUMAN SERVICES

L 31

Mr. Kevin M. McCollum
Member
Care HSL Belie Reve OPCO LLC
404 East Harford Street
Milford, Pennsylvania 18337
RE: Belle Reve Senior Living Center
License #; 225130
Dear Mr. McCollum:

As a result of the Department’s Bureau of Human Services Licensing annual
inspection on April 13, 2018 and June 13, 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://iwww.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,

N/»

;. ueline L. Rowe
[Oirector

Enclosure
License Inspection Summary

Bureau of Human Services Licensing

625 Forster Street, Room 631 | Harrisburg, PA 17120 | 717.783.3670 | ¥ 717.783.5662 | www.dhs.pa.gov




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

Page 1 of 23

pCH Name: BELLE REVE SENIOR LIVING CENTER License Number: 22513

Address: 404 EAST HARFORD STREET, MILFORD, PA 1B337 } County: Fike
Region: NORTHEAST

Administrator: Darlene Price

Legal Entity Name: CARE HSL BELLE REVE OPCO LLC

Legal Entity Address: 404 EAST HARFORD STREET, MILFORD, PA 18337

Certificate(s) of Occupancy
C-1
03/27/2001
Depl. of Health

Staffing Hours
Resident Support: 0 Totat Daily Staff: 74 Waking Staff: 56

Type of Inspection: Full BHA Dacket Number: Notite: Unannounced

Reason(s) for Inspection(s)
Renewal : .

On-Site Inspeciions Dates and Department Representatives On-Site
04713/2018B: Foulkes, Kimberl, Deluca, Amy

Off-Site Inspection Dates and Inspactors, if Applicable

Other Details
Partial or Fuill Triggers: Random Indicators:

Resident Demographic Data as of Inspection Dates

Licensed Capacity: 65 Number of Residents who:

Numnber of Residents Served: 57 Recelve Suppiemental Securlty Income:
Secured Dementia Care Unitin Home: Yes | 4 Are GO Years of Age or Clder: 56

Area: nfa . Have Mental lliness: 1

Secured Dementia Unit Capacity, i Apglicable: 19 Have an intelfectuat Disabliity: 1

number of Residents Served in Secured Dementia Gare Unit, Have a Mobltity Need: 17

if applicable: 16

Have a Physical Disability: 0
Number of Current Haspice Residents: O

Number of Hospice Residents in past year: 2

@ 5‘/ ‘i/o?dl?
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{ Viclaion Report: 55513 - 041132018 “Eouikes, Kimbetli
pcH Name: BELLE REVE SENIOR LIVING CENTER

4. REGULATION 55 Pa.Code §2600
9500.17 - Resident records shail be confidential, and, exceptin emergencies, may not be accessible to anycne other than

the resident, the resident’s designated person if any, staff persons for the purpose of providing services to the resident,
agents of the Department and the long-lerm care ombudsman without the written consent of the resident, an individual
holding the resident's power of attorney for health care of heaith care proxy of & rasident's designated person, ar if a court

orders disclosure.

S
2a. DESCRIPTION OF VIOLATION

The resident’s medical records até stored in the 2nd {loor
floor medication roem. The staff leave the door open and urtacked when fhey teave the room, teavin

the cafi bell system not being audible with the door closed.

medication reom. The and floor calf belt system is also located In the 2nd
g the records accessible, due to

3, PLAN OF CORRECTION (PGC) (Atisch papes a5 necessary. Remember that you must sign and date any atisched pages.)
Include steps to eomact the violation deceribed above and sleps fo prevent a similar vislation from oecueTing again. If steps cannot be complefed

immediately, include dalas by which the sleps will be campleled.

With Respect to Regulation 2600.17 and Respect to Residents,

on: Al resident’s charts have been removed from t
by Resident services Director and Personal Care an

e Asof May 4, 2018, all resident’s charts were taken apart by Memory care & Personal Care
d on May 6, 2018 10 enter all paperwork

he medication room and

immediate Correcti
d Memory Care Coordinators.

mpemory Care office

plan in plac
Coordinators and Resident Care Director. Scanning has starte

into electronic health records.

h progress #ill chart information entered eiectronically is
nically as an ongoing process by
tor progress and results will be

Ongoing: The cammunity will continue wit
completed. The community will continue to entef information electro

nursing department. ED/Resident Care Director or designee will moni

reviewed in the QA meeting.

‘Repeat Viotation: No ‘ Date(s) of Previous Violation{s}:

Slgnature of Legal Entity Representative
[Required on EVERY Page) ’ﬁ;,é;

printed Name and Title of Legal Entity Representative

| i Ent : i TD e ) .
(Required on EVERY Page) oot [!llgv-’\-fbt. A »,me:: (.\vi»ﬁc«i-d' o 5//7/&015/

iL;C(ﬁr;

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

[
The above plan of correction is approved as of _5-—1-8——‘3— blan of correction implementation stalus &5 of (O ‘ 13 s 1%
) Date

Date)
D Fulty tmplemented

% Partially Implemented - Adequate Progress

The above plan of correction was approved by /'V\/\ Partially Implemented - inadequate Progress
{iniliais)
[] Net implemented

T
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Viclation Report; 22513 - 04/13/2018 - Foulkes, Kimberii
PCH Name: BELLE REVE SENIOR LIVING GENTER

1. REGULATION 55 Pa.Code §2600
2600.25(b) - The contract shall be signed by the administrator or 2 designee, the resident and the payer, if different from
the resident, and cosigned by the resident’s designated person i any, if the residant agrees.

2a. DESCRIPTION OF VIQLATION
The coniract for resident # 1 was signed by the resident’s POA on 2/1/2018 but was nof signed by the resident.

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

Include sfeps to correct the Viclation described above and sfeps lo prevent a simitar violation from cocurring again. If steps cannot be complated
immediately, include dates by which the steps will be completed. : ‘

With Respect with Regulation 2600.25 {b) and Respect to Residents,

Immediate Correction: the resident Power of Attorney was present during the time the resident signed
agreement on 4/23/2018.

Plan in Place: An educational training to ensure that all residents signature of the agreement is
completed was conducted on April 16" for Sales & Marketing, Executive Director, PCHA and Business
Office Manager. On May 3, 2018 all residents in Personal Care and Memary Care agreements signature
were verified by Resident Services Director, Memory Care and Personal Care to be compliant.

Ongoing: All resident signature on the agreement will be verified by Executive Director and or designee
before being filed electronically. ED/Resident Care Director or designee wiil monitor progress and
results will be reviewed in the QA meeting.

See attached signed form.

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

Signature of Legal Entity Representative -
{Required on EVERY Page} == D

Printed Name and Title of Legal Entity Representative Date

(Required on EVERY Pagel 7 1o Tk Lo cobe Dnpetar =Y / 3 /Ad/z(

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

{Daie)

The above plan of cotrection is approved as of 5-1%-1% Plan of correction implementation status as of C, ![:5’ l}ﬁ
’ Date]

D Fully Implemented
[XL Partially Impiemented - Adequate Progress

The above plan of corraction was approved by AN D Barlially implemenled - Inadequate Progress
Initials '
' ( ) D Not implemented
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Vielation Report: 22513 - 04/13/2018 - Foulkes, Kimberl
PCH Name: BELLE REVE SENOR LIVING CENTER

1, REGULATION 55 Pa.Code §2600
2600.26(b) - The quality management plan shall address the periodic review and evaiuation of the following:
(1) The reportable incident and condition reporting procedures.
(2) Complaint procedures.
(3) Staff person training.
{4) Licensing violations and plans of correction, if appticabie.
{6) Resident or family councils, or both, if applicable.

2a. DESCRIPTION OF VIOLATION
The home did nof have documentation that a quality management mesting was held in 2017.

3. PLAN OF CORRECTION {POC) {Atiach pages as necessary. Remersber that you must sipn and date any attached pages.}
includs steps to correct the violalion described above and sfeps fo preven! a similar viclalion from oceurring again. If steps cannot be completed
immediately, Include dales by which the sleps will be complefed.

With Respect to Regulation 2600.26 (b) and Respect to Residents,
Immediate Correction: A Quality Assurance Meeting is in place as of April 16, 2018,

Plan in Place: Quality Assurance Meeting was conducted on April 24, 2018 and hosted by Executiva
Director.

Ongoing: As per community policy the meetings will be conducted Quarterly. Meetings will be posted
for staff attendance and will be on going per policy. Executive Director and or designee will verify that
meetings were conducted and filed appropriately.

See attached minutes from meeting on April 24, 2018

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

Signature of Legal Entfity Representative .
{Required on EVERY Page) L TEANT

Printed Name and Title of Legal Entity Representati\{e & Date (
Required on EVERY Page} - g’{ c)g
{Requirec © 492 ’Ts’;:u/rﬁ /l/ o éz’ch\lcl-« b/\/?ﬁirM 7 i(?’

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

The abova plan of correction is spproved as of S (Igjt ) 4 Plan of correction implementation status as of 5 . fg { ?
e
; .. . (Date)

Fully Implemented

W Partially Implemented - Adeguate Progress

(initials)

The abeve plan of correction was approved by Parlially Implemented - Inadequate Progress

UKL

Not Implemented
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Viclation Report: 22513 - 04/13/2018 - Foulkes, Kimbetli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2600.63(a) - At least one steff persan for every 50 residents who is trained in first aid and certified in obstructed airway
techniques and CPR shall be present in the home at all times,

2a, DESCRIPTION OF VIOLATION
On 3724118, frem 11pm-Tam, 57 residents were present in the home. During this time only 1 staff person was presant in the home who
was certified in first aid, obstructed airway fechniques and CPR.

On 327118, from Hpm-Tam, 57 residents were prasent in the home. During this fime only 1 staff person was prasent in the horhe who
was ceilified in first aid, obstructed airway fechniques and CPR. -

On 3/31/18, from 3pm-11pm, 55 residents were present in the home. During this me only 1 staif person was present in the home who
was certified In first aid, obslructed away techniques and CPR.

On 3/31718, from 11pm-7am, 55 residents were present in the hame. During this #ime only 1 staff person was present in tha home who
was certified in first aid, obstructed airway techniques and CPR,

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

inciude steps o correct the violation described above and sleps fo preveni a similar violafion from occourring again. If steps cannol be completed
immediately, includa dales by which the steps wilf be complefed.

With Respect to Regulation 2600.63 {a) and Respect to Residents,

immediate Correction: Course has been scheduled for CPR Trainer Sheldon on May 23, 2018 for
remaining nursing dept staff who have not yet completed the course or expiring. Schedule has been
updated to reflect 2 trained stafl on 3 shift nightly as per regulation.

Plan in Place: Memory Care Coordinator and Personal Care Coordinator will verify that the nursing
schedule is compliant with staff to resident ratio for First Aid, obstructed airway technigues and CPR
trained before posting the upcoming week schedules. The schedule will be highlighted to reflect
compliance.

Ongoing: Resident Services Director and Personal Care Coordinator will schedule First Aid, obstructed
airway technigues and CPR courses ongoing to meet the need of the regulation and audit monthly to
insure compliance. ED/Resident Care Director or designee will monitor progress and results will be
reviewed in the QA meeting.

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

Signature of Legal Entity Representative
{Required on EVERY Pags} =

Printed Name and Title of Legal Entity Representative Date

Reguired on EVERY Page e < 1} M Cons /Lu,\i).vmlnr - /e,' / Wi

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

The above plan of comection is approved as of S 1%18 Plan of correction implementation status as of A 1 (3 !\8
(Date) : ' (Date)

Fully Implemenied

Partially Implemented - Adequate Progress
N~

(initials)

The above plan of correction was approved by Parially implemented - Inadequale Progress

OO

Not implemented

gt

g

N




Page 6 of 23

Violation Reporl: 22513 - 04/13/2018 - Foulkes, Kimberli
PCH Name:! BELLE REVE SENIOR LIVING CENTER

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

(1) Medication self-administration training.

(2) Instruction on meeting the needs of the residents as described in the preadmission screening form, assessment {00,
medical evaluation and support plan,

{3} Care for residents with dementia and cognitive impairments.

{4) Infection control and general principles of cleanliness and hygiene and areas associated with immobility, such as
pravention of decubitus icers, incontinence, malnutrifion and dehydration. ’

(5) Personal care service needs of the resident.

(B) Safe management techniques.
(7) Care for residents with mental iliness or mental retardation, or both, if the population is served in the home.

2a, DESCRIPTION OF VIOLATION
The annual training provided to direct care staff perscn A, date of hire 10/21/15, and direct care staff person B, dale of hire 8/10/13,in
fraining year 2017 did not include training in 1, 2, and 7.

The anaual tralning provided io direct care stafl person C, date of hire 8/10/15, in fraining year did not include training In 1,2,5, and 7.

3. PLAN OF CORRECTION (POC) (Atiach papes as necessary, Remember that you must sign and date any attached pages.)
Inglude steps to correct the violatlon described above and sleps Io prevent a similar violation from occurring egain. If sleps canno! be completed
immediately, include dales by which the sleps will be completed.

With Respect to Regulation 2600.65 (f) and Respect to Residents/Staff,

Immediate Correction: the following staff listed as A, B and C were educated and trained by Resident
Services Director on the following training as required per annual calendar year training,

See attached list.

Plan in Place: Relias E-Learning training for the month will send alerts when staff did not complete and
alert for those that have completed required courses to ensure comphiant,

Ongoing Business Office Manager: The required staff annual trainings participation will be verified
through Relias E-Learning system. A report will alert the ED and RSD monthly to be compliant with the
regulation. ED/Resident Care Director or designee will monitor progress and results will be reviewed in
the QA meeting, '

Repeat Violation: No Date(s) of Pravious Violation(s):
| Signature of Legal Entity Representative P
{Reguired on EVERY Page) ‘?.z«-»;’;\—— ‘
Printefﬂ Name and Title of Legal Entity Representative Date _
{Required on EVERY Paae} d//:‘r“;\v} o [4/2{1'_47“" ggxgz_c//\uﬂ—«biwlm Q;a/g; [Dldlff‘/

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

-
The abave plan of correction s approved as of S-1g- Plan of correction implementation status as of (; 113 h '
(Date) )

[:] Fully Implemented
g Partially Implemented - Adequate Pregress

The above plan of correclion was approved by {W\ Partially Implemented - inadequate Progress

(initials)
[ ] Notimplemented




Page 7 of 23

Violation Report: 22513 - 04/13/2018 - Foulkes, Kimberii
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa,Code §2600
2600.65(g) - Direct care staff persons, anciltary staff persons, substitute personnef and reqularly scheduted voluntears
shall be trained annuaily in the following areas:

(1} Fire safety completed by a fire safety expert or by a staff person trained by a fire safety expert,

(?) Emergency preparedness proceduras and recegnition and response to crises and emergency sifuations.

(3) Resident rights.

(4) The Older Adult Protective Services Act (35 P. 8. §§ 10226.101-10225.5102).

(5) Falls and accident prevention. : ,

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

Za. DESCRIPTION OF VIOLATION
Staff person A, date of hire 10/21/15, staff person B, date of hire 8/10/13, and staff person C, date of hira 8/10/15 did not receive
training in 1 and 3 during teaining year 2017. Staff person A also did not receive training In 4.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
Include steps to correst ihe violation described above and steps to prevent & similar violation from occurring again. if sleps cannol be completed
immedialely, include dates by which the steps will be completed.

With Respect to Regulation 2600.65 {g) and Respect to Residents and Fire Safety,

Immediate Correction; Staff B and C were trained in Fire Safety on 05/08/2018 by Resident Services
director trained by a Fire Safety Expert. {see attached Certification}

plan in Place: Al staff will be mandated to participate in fire safety training upon hire and annually.
Maintenance Director will follow through to ensure that alf staff have attended the training. Several
opportunities to take the course with Relias are available.

Ongoing Executive Director: Executive Director will review annual staff attendance and signature to

~ ensure regufation compliance by the 30™ of the annual posted month. This training form will be filed in
Relias E-Learning System, ED/Resident Care Director or designee will monitor progress and results will
be reviewed in the QA meeting.

See Attached Form

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

Signature of Legal Entity Representative

{Reguired on EVERY Page) —= ;-,:’S

Printed Name and Title of Legal Entity Representative Date

(Required on EVERY Pace) ”(T";fwis { WGV“‘LAM ;E.;/r"’\d;‘f:m\w.n’.%ﬂ ~ {/ q / “1@/ f

7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is approved as of M- Plan of cosrection Implementation status as of 6! \3 lw

{Date} . (Daie)
D Fully Implemented

m Paetially Implementad - Adequate Progress

The above plan of correction was approved by AN ' D Partially Implemented - Inadequate Progress
(Initials)
D Mot implemented
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Violafion Report: 22513 - 04/13/2018 - Foulkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600

2600.85(d) - Trash In kitchens and bathreoms shall be kept in covered trash receplacles that prevent the penetration of

insects and rodents.

2a. DESCRIPTION OF VIOLATION

The trash can in the SCDU dining area, containing food waste, does net have a lid.

3. PLAN OF CORRECTION (POC) {Attach pages as necessary. Remember that you must sign and date any attached pages.)
Include steps to correct the violation described above and steps fo prevent a similar violation from ocourrng agaln. If steps cannol be complsted

immadisiely, include dales by which the sleps will be compleled.

With Respect to Regulation 2600.85 (d} and Respect to Residents,

Immediate Carrection: lid to trash can was replaced immediately on 04/13/2018

Plan in Place: On 04/16/2018 new trash can with attached lid and foot pedal for easy access is in place

to maintain compliance of the regulation.

Ongoing: staff will notify maintenance department of any concerns of trash can lids missing.
Maintenance staff will replace upon request. ED or designee wili monitor progress and results wil be

reviewed in the QA meeting.

Repeat Violation: No Date(s) of Previous Violation{s}:
Signature of Legal Entily Representative -
{Required on EVERY Page) w/j’ R

Printed Name and Title of Legal Enilty Representative
{Required on EVERY Page) T s e AW_

Date

salpes

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

The above plan of correction is approved as of N 19 -1¢
(Date}

FLA"

The above plan of correction was approved by
(Initials)

'Piah of correclion implementation status as of (p ‘n) ![ [8
(Date)

[[] Fully Implemented
[ﬂ Parlially implemanted - Adeguate Progress
[[] Partially implemented - Inadequale Progress

D Not implemented

T glczbﬁ‘g]
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Viclafion Report: 22513 - 04/13/2018 - Foulkes, Kimberii
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2600.88(a) - Floors, walls, ceflings, windows, doors and other surfaces must be clean, in good repair and free of hazards.

Za. DESCRIPTION OF VIOLATION
In the SCDU dining area the baseboard healing Is missing the top caver and comer piece exposing a sharp metal corner. This poses
a hazard {o the residents.

1. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sige and datc any attached pages.)

Inctude steps fo corract the violation described above and steps {o prevent a similar viclation from occuring egaln. If sfeps cannot be completed
immediately, include dates by which the steps wili be complefed.

With respect to Regulation 2600.88 (a) and Respect to Residents,

Immediate Corrected: 04/13/2018 Maintenance repaired the baseboard heating unit top cover and
corner piece immediately during survey,

Plan in Place: 04/16/2018 Nursing staff will request repair information into the TELS maintenance
program for any building concerns as maintenance department staff can prioritize tasks of safety daily.

Ongoing: Maintenance Director will ensure compliance by checking the Tels maintenance program daily
for compliance of regulation and parts ordered when necessary. ED or designee will monitor progress
and results will be reviewed in the QA meeting.

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

Signature of Legal Entity Representative

{Required on EVERY Page} *?fw/,?’““f '

Printed Name and Title of Legal Entity Representative Lf’; » W ., DWL—U' Datt .
[Required on EVERY Page] __— o 2T e ** g [Jorg
RN 519 b:?gl? T4

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

"~
The above plan of correction is approved as of ——S———J—— 1314 Plan of carrection implementation stalus as of !2“3 ‘ ! %
(Date)

(Date)
D Fully implemented
[j Partially Implemenied - Adequate Progress
The above plan of correction was approved by D Partially Implemenied - Inadequate Progress
{Initials)
D Not Implemented

P S S

P ——
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Violation Report: 22513 - 04513/2018 - Foulkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2600.101()(7) - Each resident shall have the following in the bedroom. An operable lamp or other source of lighting that

can be turned on at badside.

2a. DESCRIPTION OF VIOLATION
Room 110 did not have a lamp or other source of fighting that could be turned on at hedside.

3. PLAN OF CORRECTION (POC) (Atiach pages as necessary. Remember that you must sign and date any attached papes.)
Inetude sfeps fo comect the viclalion described abave and steps fo prevent a similar violation from ecouring again. If sleps cannol be completed
immediately, include dales by which the steps wil be complated.

With Respect of Regulation 2600.101 (j) (7) and Respect to Residents Safety.

Immediate Correction: 04/16/2018 Resident room {amp was moved back to night stand next to bed
during survey.

Plan in Place: Resident was educated to the importance of lighting when exiting the bed. Housekeeping
and Direct Care Attendants were educated on the regulation on 4/16/2018

Ongoing Housekeeping/Direct Care Attendants: Housekeeping and Direct Care staff will check each
room daily for placement of lighting, working lighting and to ensure safety and reguiatory compliance.
Any item naticed out of compliance will be fixed or replaced by maintenance. ED/Resident Care Director
or designee will monitor progress and results will be reviewed in the QA meeting.

Sea Attached form

Repeat Violation: Yes Date{s) of Previous Viclatlon{s): /( 047182017 /
Signature of Legal Entity Representative _ \—/
(Reguired on EVERY Page) = S \_—/
Printed Name and Title of Legal Entity Representative Date
{Required on EVERY Page) ~Treute n',w% 1’%@;;/! D 1 5_‘ g ( o
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of RELTS 14 Plan of correction implementation status as of é .13 i;ﬁ
Dall

(Daie)
Fully Implemented
Partially Implemenied - Adequate Progress

The above plan of correction was approved by /VV\ Partially Implemented - Inadequate Progress

{Intfials)
Not implemented

BINan
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Violation Report: 22513 - Q4/13/2018 - Foulkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2600.102(i) - A dispenser with soap shal be provided within reach of each bafhroom sink. Bar soap is not permitied
unless there is a separate bar clearly fabeled for each resident who shares a bathroom.

2a. DESCRIPTION OF VIQOLATION
in bedroom 226 which is shared by two residents a bar of soap was observed at the sink and another bar of soap was observed in the

shower. Nelther bar of soap was labeled to indicate to whom the bar of soap belonged.

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

Include steps fo comect the viclation described ahove and steps to pravent a similar violation from occurring again, If sleps cannol be complefed
immedialely, include dafes by which the sieps will be compleled.

With Respect to Regulation 2600.102(i) and Respect to Residents,

Immediate Correction: during survey the soap’s in question were placed in labeled soap cups as verified
by the residents that reside in this room on 04/13/2018.

Plan in Place: 04/16/2018 During room checks no other bar soap was founded not labeled. On
04/16/2018 Housekeeping and Direct Care staff were educated to the importance of the regulation.
Ongoing Housekeeping and Nursing: During daily rounds Housekeeping and Direct Care Staff will
observe compliance and replace with labeled cups when necessary. ED/Resident Care Director or
designee will monitor progress and results will be reviewed in the QA meeting.

See Attached form

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

Signature of Legal Entity Representative

{Reguired on EVERY Page) e

Printed Name and Title of Lega!l Entity Representative Date
Reguired on EVERY Fa k - ,
{Reguira ge) T el ‘,bb% 5,/9 /()91{

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

The above plan of correction is approved as of 1818 Plan of correction implementation status as of é !l’) i
(Date} R

[] Fully implemented
Iﬁ Partially implemented - Adeqguate Progress

H-

The above plan of correction was approved by [_—_] Partially Implemented - Inadequsle Progress
Initials
( ) [:l Not implemented

BT
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Violation Report: 22513 - 04/13/2018 - Foulkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2600.102(k) - Use of a commen fowe! is prohibited.

2a. DESCRIPTION OF VIOLATION

on two separate towel bars that were nol tabeled.

In bedroom 226 which is shared by two residents there was an unlabeled wash cloth observed in the shower and two fowels observed

immediately, Include dates by which the sleps witl be compfeled.

Staff.

as they checked each bathroom.

See Attached Form

1. PLAN OF CORRECTION {POC} {Attach pages as necessary. Remember that you must sign and date any aitached pages.)
Include steps to corect the vilation described above and steps to preveni a similar viclation from occurring again. If steps cannol be compleled

With Respect to regulation 2600.102 (k} and Respect to Residents Hygiene,

Immediately Correction: The wash cloth was removed from the shower immediately and towel bars
were verified by residents residing in the room and fabeled during survey on 04/13/2018 by Direct Care

Plan in Place: Direct Care Staff checked each shared resident bathrooms for compliance and were found
to be compliant on 04/16/2018. Nursing staff educated residents as to the importance of the regulation

Ongoing Housekeeping and Direct Care Staff: Housekeeping and Direct Care Staff will continue daily to
check bathrooms and remove items not compliant or place items for compliance. ED/Resident Care
Director or designee will monitor progress and results will be reviewed in the QA meeting.

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

Signature of Legai Entity Representative
{Required on EVERY Page}

Printed Name and Title of Legal fEntity Representative
{Reguired on EVERY Page) :

Date

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

S 18- 19

The ahove plan of correction is appro;:ed as of
{Date}

A"

The #bave plan of correction was approved by
{Initials}

Plan of correclion implementatic;n slalus as of A 13 \6

[:] Fully Implemented
@ Parlially Implemented - Adequate Progress
[] Partially implemented - Inadequate Progress

[T] wotImplemented




Page 13 of 23

Violafion Report: 22513 - 04/13/2018 - Foulkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2600.105(g)(2) - Lint shali be cleaned from the vent duct and internal and external ductwork of ciothes dryers according to
the manufacturer's insfructions.

2a, DESCRIFTION OF VIOLATION
In the laundry room located on the 2nd floor across from raom 219 there are approximately two handfuls of linf located behind the
clothes dryers nasr the dryers external duclwork.

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

Include sfeps to correct the violation deseribed nbove and sleps fo prevent a simifar violalion from occurring again. If steps cannol be completed
immedialely, include dales by which the sleps will be compleled.

With Respect to Regulation 2600.105 (g} (2) and Respect to Residents and Fire Safety,

Immediate Correction: Maintenance Director spoke to the Croaker Fire Safety Trainer and is fully aware
that skilled residents are ndfto be included in the total count of the drill.

Plan in Place: The Maintenance Department Director will have the Fire Safety Trainer fill out form
monthly and reassess for accuracy before filing,

Ongoing Maintenance Director: As of January 1, 2018, the Department of Human Services Fire Drill Log
Forms is in place and was found compliant during survey on 4/13/2017. The community will continue to
use the Department of Human Services form, ED/Resident Care Director or designee will monitor
progress and results will be reviewed in the QA meeting,

Repeat Violation: No Date(s) of Prevlous Violation{s}:

Signature of Legal Entity Representative

(Required on EVERY Page) —

Printed Name and Title of Legal Entity Representative

Dale
{Required on EVERY P .
aael m% 1\ {N"\'&h g\(ﬂ*‘ﬂG’MDJWJTJ/

vallA

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

The above plan of correction is approved as of - lg - lg Plan of correclion implementation stalus as of la
{Date) - (D)

Fully Implemented

Parfially implemented - Adequate Progress
s

{Initials)

The above plan of correciion was approved by Parlially implemented - Inadequate Progress

OO

Not Implemented

ED alao
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Viclation Raport: 22513 - 04/13/2018 - Foulkes, Kimber
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2600.121(2) - Stairways, hallways, doorways, passageways and egress routes from rooms and from the building must be

unlocked and unabstructed.

2a. DESCRIPTION OF VIOLATION
The key pad naxi fo the locked double doors exiting the Secure Dementia unit was not functioning at the time of lhe inspection due to

a pari {hat needed to be replaced in the key pad panel.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you nnust sign and date any attached papes.}
Inciude steps fo correc! the violation described above and sleps o provent a simifar violation from occurring agaln. If sleps cannot be completed
immediaiely, intlude dales by which the sleps will be completed.

With respect to Regulation 2600.121 (a) and Respect to Residents Safety,

immediate Corrected: Maintenance replaced the nonfunctioning part to the key pad panel and is fully
operable at this time,

Plan in Place: Staff will alert the maintenance department immediately when any concerns are noticed
with the key pad or door. Maintenance will check TELS maintenance program daily for repairs and act
immediately to repair.

Ongoing Maintenance Department: Maintenance staff will address the concerns immediately for safety
compliance. Maintenance Director or designee will submit on TELS when completed. Maintenance
Director or designee will verify compliance daily through TELS Maintenance Program. ED/Resident Care
Director or designee will monitor progress and results will be reviewed in the QA meeting.

Repeat Violation: No Date(s) of Previous Violafion(s}:
Signature of Legal Enfity Representative -
[Required on EVERY Page) >

Printed Name and Title of Legal Entity Representative

. Date
(Required on EVERY Page) 7o e, Meombo g{faultwb\ézsw = /g / g
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

P i

- Plan of cotrection implementation status as of ]B \8
(bate e
D Fully Implemented

ﬁ Partially Implemented - Adequate Progress

The above plan of corraction is approved as of

The above plan of correction was approved by i D Partially Implemented - inadequate Progress
) inifials
( ) [] Hotimpiemented
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Violation Report: 22513 - 04/13/2018 - Foulkes, Kimbetli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600

2600.132(c) - Awritlen fire drill record must inciude the date, time, the amount of time it took for evacuation, the exit route
usad, the number of residents in the home at the fime of the drill, the number of residents evacuated, the number of staff
persons participating, problems encountered and whether the fire alarm or smoke detector was operative,

2a, DESCRIPTION OF VIOLATION

The fire drill records for the drills conducted on 4/6/17, 530017, 7/7117, BION7, 10/6/17, 1/17/18, and 2/23/18 does not specify the
number of residents residing in personal care and the number of residents residing in perscmal care that evacuated af the time of the
drill._The home's records include residents in skiffed nursing.

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

include steps o correct the violation described above and steps to prevent a similar viplation from eceurring again. If sleps cannot be completed
immediately, include dates by which the stsps wilf be complefed.

With Respect to Regulation 2600.132 (C) and Respect to Residents,

Immediate Correction: Croaker Fire Trainer and Maintenance Department Director are aware only
residents that are in the Personal Care and Memory Care are to be counted for during that drill and not
to include skilled residents. Citations were for previous forms in 2017. We have corrected the regulation

for January 1, 2018

pian in Place: As of January 1, 2018, all drills and emergencies for Personal Care community only include
the personal and memory care residents.

Ongoing Maintenance Director: As of January 1, 2018, the Department of Human Services Fire Drili Log
Formsis in place and was found compliant during survey on 4/13/2017. The community will continue to
use the Department of Human Services form. Executive Director oversees drilts and completed form
monthly. ED/Resident Care Director or designee will monitor progress and results will be reviewed in the

0A meeting.

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

Signature of Legal Entily Representative .
(Reguired on EVERY Page} -—"*z: A

Printefi Name and Title of Legal Entity Representative f@‘ﬁ@!\r\w DE‘%{; ¢/ Date 5" / q { oK

Reguired on EVERY Page
T reacte, Mo [

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is approved as of 1419 Pian of comection implementation status as of |
(Baic) . Date
' D Fuily imglemented

Partially Implemented - Adequale Progress
i\ X

The above plan of comrection was approved by D Partialiy Implemenied - Inadequale Progress
Initials
( ) [ ] Notimplemented

P Al

[P R
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Violation Report: 22513 - 04/13/2018 - Foulkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1, REGULATION 55 Pa.Code §2600
2800.132(g) - Fire drilis shall be held on different days of the week, at different times of the day and night, not routinely
held when addiional staff persons are present and not routinely held at times when resident aftendance is low.

2z. DESCRIPTION OF VIOLATION .
During the fira drill on 6729/17 al 6:15am, 6 staff people participated in the drill, on g/23417 at 6:10am, 7 staff people pariicipated in the
drill, on 12/27/17 at 6:30am, 6 staff people parlicipated in the drifl. According fo staff interviews and records, the average number of

siaff people on duly during the overnight Nowurs is 4.

3. PLAN OF CORRECTION {POC) {Attach pages as pecessary. Remember that you must sign and date any attached pages.)
Inchide sleps ta comiof the vicklion described above and sleps io preveni a similar violation from cccuming again. If sleps cannaf be compleled
immediately, include dates by which the steps wili be camplated.

With Respect to regulation 2600.132 {g) and Respect to Residents Safety,

Immediate Correction: Croker Fire and Maintenance Director aware that sleeping hours are from S PM
to 6 Am and are to be varied to include lesser staff and only resident personal community census.

Plan in Place: Starting May 1, 2018 any drill conducted within the sleeping hours will reflect only those
staff that are routinely scheduled will be included in the staffing attendance.

Ongoing: As of January 1, 2018, the Department of Human Services Fire Driil Log Forms is in place and
was found compliant during survey on 4/13/2017. The community will continue to use the Department
of Human Services form. Maintenance Director oversees drills and completed form monthiy.
ED/Resident Care Director or designee will monitor progress and results will be reviewed in the QA

meeting.

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

Slgnature of Legal Entity Representative
{Required on EVERY Fage) :Z 7‘56

Printed Name and Title of Legal Enfity Representafive Date
{Requirad on EVERY Pagel — ;
{roerte, (X %‘CZ’GCJMM&‘LGA/ gfc? /Miy

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

b Plan of correction implementafion stafus as of 6 h% U g
(Date) —Cae]

D Fully implemented

The above pian of corection is approved as of

g Partialiy Implemented - Adequate Progress
The above plan of correction was approved by o\ [] Partially implemented - Inadequale Progress
initiats
( ) [] wotimplemented

® g\%\y\z

S T TE T VO VPRI
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Violation Report: 22513 -~ 064/13/2018 - Foulkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2600.185(a) - The home shall develop and implement procedures for the safe storage, access, security, dastrlbutzon and
use of medications and medical equipment by trained staff persons.

2a. DESCRIFTION OF VIOLATION
Resident # 2 has an order for Trazodone HCL {o be taken every six hours as needed for anxiety. The medication was notin the
medication cart at the time of the Inspection.

Resident #3 receives accuchecks before meais and at bedtime. The resident 's glucometer is nof calibrated to the correct dale and
time. Also, on 4/9/18 at 8:12pm the blood glucose reading in the resident's gitcometer was 215 and documented on the Medication
Administration (MAR) was 148 and on 4/11/18 at 11:34am the blood glucose reading in the resident’s glucometer was 226 and
documented on the MAR was 216.

Resident #4 receives accuchecks three times a day prior {o meals, at bedlime, and as needed. On 4/9/18 al 8:52am the blood glucose
reading in the resident's glucometer was 228 and documented on the MAR as 225. Also on 4/9/18 at 8:18pm the blood glucose
reading in the resident's glucometer was 148 and documented on the MAR as 215.

Resident #1 is prescribed Alprazolam Tablet 0.25mg, take one tablet by mouth twice a daly as needed for anxiely. On 3/13/1§,
3121118, and 3/28/18 this medication was offered to the resident and the resident refused. This medication was then destroyed by one
stafl person, According to the home's medication policy, narcotics require two persons for destruction/disposal of a narcotic.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that veu must sipn and date any attached pages.)

Includi2 steps fo correct fhe violation described above and steps to preven! a similar viclation from cocurring again. If sleps cannof be completed
immodiately, includo dates by which the steps will be completed.

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

Signature of Legal Entity Representative .

{Required on EVERY Page) —-?‘y]ﬁ‘m"

Frintesi Name and Title of Legal E’—ntgﬁapresentative Date

{Required on EVERY Page) N VI S~ WL I & I g [ Soly’

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

The above plan of correction is approved as of -b——-l-g—lj— Plan of correction implementation status as of 7 /10
‘ : (Date) Dat]

D Fully impiemented
Partially Impiemented - Adequate Progress
The above plan of correction was approved by N~ D Partiaily Implemented - Inadequate Progress
(Initials)
D Not Implermented

g T by g P G s g
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Violation Report: 22513 - 04/13/2018 - Foulkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2600.187(d) - The home shall follow the directions of the prescriber,

2a. DESCRIFTION OF VIOLATION
Resident #4 has a physician's order for sliding scale insuiin. On 4/9/18 at 8;18pm the resident's blood giuccse reading in the
resident's glucometer is 148 and was documenled on the resident’s Medication Administration Record as 215, The resident was

administared 4 units of insufin and should have received one ynit,

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and dafe any aliached peges.)
Include steps fo correct the violation described above and steps tu provent a similar violalion from ocourring agein. i steps cannot be completed
immedialely, inciude dates by which the steps will be completed.

With Respect to Regulation 2600.187 {d) and Respect to Residents,

Immediate Correction: On 04/13/2018 during survey medication error was founded and a report was
faxed to Department of Human services by Residents Service Director 04/16/2018

Plan in Place: Oncoming and outgoing medication technician together will puli the glucometers and
together review the memory with what has been recorded. Any discrepancies need to be brought to the
attention of Resident Services Director and or nurse during that shift change.

Ongoing Medication Technicians: On 05/1/2018 Test kit is on hand to calibrate glucometers per policy
and or when necessary by medication technician’s. Resident Services Director will verify accuracy
monthly an MAR documentation and glucometers readings. ED/Resident Care Director or designee will
monitor progress and results will be reviewed in the QA meeting.

See Attached Forms

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

Signature of Lega! Entity Representafive

{Reguired gn EVERY Page) “‘?f‘

Printed Name and Title of Legal Entity Representative Date

(Required on EVERY Page) . o\ o L N DA e s’/ 9/ dag

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

.
The above plan of correction is approved as of 3 1819 Plan of correction implementation status as of G+ ] 3 (2
(bate) aE

[T] Fully implemented

Partially Implemenied -~ Adegquate Progress

The atove plan of comrection was approved by nfv\ D Partially Iniplamenleci - Inadequate Progress
Griiaie) [:] Not implemented

Sk e
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Violation Report; 22513 - 04/13/2018 - Foutkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa.Code §2600
2500.202 - The following procedures are prohibited:

{1} Seciusion, defined as involuntary confinement of a resident in a rcom from which the resident is physicaily prevented
from leaving, is prohibited.

(2) Aversive conditioning, defined as the application of stariling, painful or noxious stimuli, is prohibited.

{3) Pressure point technigues, defined as the application of pain for the purpose of achieving compliance, is prohihited.

{4} Achemical restraint, defined as use of drugs or chemicais for the specific and exclusive purpose of controlling acute
or episodic aggressive behavior, is prohibited.

(5) Amechanical restraint, defined as a device that restricts the movemerst or function of a resident or portion of a
rasident's bady, is prohibited.

(6) A manual restraint, defined as a hands-an physu:ai means that restricts, immobilizes or reduces a resndeat's ability to
move his arms, legs, head or other body parts freely, is prohibited.

2a, DESCRIPTION OF VIOLATION

Resident . #5 has an order for Lorazepam {o be taken every § hours as neaded for agitation. Through staff interviews if was
determined that staff will administer the medication when {he resident displays certain behaviors in order to make # easier for staff to
redirect the residenl. Medications cannot be used to conlrol a resident's behavior.

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

Include siaps fo comect the violation described above and steps to prevent a similar violation from occwring again, I steps cannot be completed
immediately, includs dates by which the steps will be compleled.

With respect to Regulation 2600.202 and Respect to Residents,

Immediate Correction: Medication technicians will be charting on behavioral intervention as of
4/16/2017 before offering PRN medication. '

Plan in Place: Medication Technicians are now charting behavior interventions before admm:stermg a
PRN anti-anxiety medication,

Ongoing Personal Care Coordinator: Personal Care Coordinator will monitor weekly behavioral program
and verify against PRN medication administration for compliance. Resident Services Director will be
made aware of any concerns as warranted, ED/Resident Care Director or designee will monitor progress
and results will be reviewed in the QA meeting,

Repeat Violation: Yes Date(s} of Previous Viclation(s) 08/01/2017 / :

Signature of Legal Entity Representative . "

{Required on EVERY Page) _ A __/

Printed Name and Title of Legal Entity R:;e;ntativv

(Required on EVERY Pagel  —_ A\l o, t}({ Lo T Lo Date < / G Z JAL”

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

The above plan of correction is approved as of —m-g—'-l—g- Plan of correction implementation status as of é ) | ﬁ !X
Date,

{Date)

Fully Implemented

, Partizlly Implemenied - Adeguate Prograss
v
The above plan of correction was approved by Partially implemented - Inadequale Progress

{Iinitials)

DURo

Not Implemented
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Viglation Report: 22513 - CA/13/2018 - Foulkes, Kimber#
PCH Name: BELLE REVE SENIOR LIVING CENTER

1, REGULATION 55 Pa.Code §2600
DB00.227(a) - A resident requiring personat care services shall have a written support plan developed and implemented
within 30 days of admission {o the home. The support plan shall be documented on the Department’s support plan form.

2a. DESCRIPTION OF VIOLATION
The home did not have documentation that a supporl plan was completed for resident # 1 when the resident was admitied to the home

on 2/1/2018. The most recent support plan completed for the resident was daled 3/12/2018 when the resident was transferred fo the
home's secured dementia care unit.

3, PLAN OF CORREGTION {POC) (Attach pages a5 nccessary. Remember that you must sign and date any attached pages.)
Include steps to comect the viclation described above and slaps lo prevent a simflar violation from occurring again. If steps carnot be completed
immedialaly, Inclute dates by which the sieps will be completed.

With Respect to Regulation 2600.227 (a) and Respect to Residents,

Immediate Correction: During survey on Friday 04/13/2018 the home was pulling files from the charts
and was unable to locate the initial resident RASP. On Monday 04/16/2018 the initial resident RASP
from electronic medical record was obtained.

Plan in Place: Initial RASP was submitted to Department of Human Services.

Ongoing: The community will continue with progress to have all chart contents scanned into electronic
health records. All contents of resident’s records starting May 1, 2018 will be entered to electronic
medical records to have one system and compliant with regulation. ED/Resident Care Director or
designee will monitor progress and results will be reviewed in the QA meeting.

Repeat Viciation: Nc Date(s) of Previous Violation(s):

Signature of Legal Entity Representative

{Requirad on EVERY Pate) A S

Printed Name and Title of Lega! Entity Representative Date

(Required on EVERY Pade) m\(rcﬁ l\lcf‘"\siv\ ;)ﬂ_‘_& LW_JE?EQ_LU’ 5//‘:/ /039:8“

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

The above plan of correction is approved as of (;3 i{ ) % ‘ Plan of correction implementation status as of ‘f" { 3 !g
ate
(Date)

[] Fullyimplemented
E Partially Implemented - Adequate Progress
The above plan of correction was approved by M D Partially Implemented - Inadequate Progress
(Initials) D

Notl implemented
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Violalion Report: 22513 - 04/13/2018 - Foulkes, Kimberli-
PCH Name: BELLE REVE SENIOR LIVING CENTER -

4, REGULATION 55 Fa.Code §2600
2600.231(e} - Each resident record shall have documentation that the resident and the resident’s designated person have
not objected to the resident's admission or transfer to the secured dementia care unit.

Za. DESCRIPTION OF VIOLATION
The record for resident # 1 did not contain documentation that the resident and the resident’s designated persen have nol cbjected to

the resident’s transfer 1o the secured demeritia care unit.

3. PLAN OF CORRECTION (POC) {Attach pages as necessary. Remember that you must sign and date any attached pages.)
Includs sleps to correct the violation described above and steps fo prevent a simitar vilation from ocourring again. If sleps cannof be completed
Immediately, include dates by which the steps will be complefed.

With Respect to Regulation 2600.231 { e ) and Respect to residents,

immediate Correction: Residents Power of attorney and resident #f 1 was present on 04/23/2018 and
acknowledged placement to Memory Care placement and signed adderndurn,

Plan in Place: An educational training for marketing and nursing was conducted on 04/16/2018 to
ensure that all residents signature of the agreement and or addendum is completed before placement
to memory care.

Ongoing Sales & Marketing and Executive Director: Marketing team and nursing will verify agreement
signatures before submitting to executive director. Executive Director will verify signed agreements
before being electronically filed.

ED/Resident care Director or designee will monitor progress and results will be reviewed in the QA
meeting.

Repeat Violation: No Date{s) of Previous Violation{s}:
Signature of Legal Entity Representative
{Reguired on EVERY Page) —

Printed Mame and Title of Legal Entity Representative

! i . Date
(Required on EVERY Page)  —— 1, e Lo _{M/Lw Dicedor =/ L
L
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of —S-{b‘jl—-)—u- ‘Plan of correction implementation status as of { ;t 13 l { §
ate
. (Datd)

Fuily implemented
Pariially Implemented - Adequale Progress

The shove plan of correction was approved by 4/\/\ Partlally [mplemented - Inadeguals Progress

(Initials)

DOXO

Not Implemented
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Violation Repart: 22513 - D4/13/2018 - Feutkes, Kimberli
PCH Name: BELLE REVE SENIOR LIVING CENTER

1, REGULATION 55 Pa.Code §2600 ‘
2600.231(h} - The resident-home contract in § 2600.25 (relating to resident-home contract) must also include a disclosure
of services, admission and discharge criteria, change in condition policies, special programming and costs and fees.

2a. DESCRIPTION OF VIOLATION
Resident # 1 was transfarred to the heme's secure dementia care unil on 311 2/2018. The resident’s record did net conlain a new
contract reflecting the change in the services, costs, and fees nor was there an addendum to the resident's original contract

documented.

3. PLLAN OF CORRECTION {POC} (Attach pepes es necessary. Remember that you must sipn and date any attached pages.)

Include sleps (o comect the viokation described above and steps fo pravent a similar vislalion from ococurting again, i steps cannof be completed
immadialely, include datas by which the sfeps will be completed.

With respect to Regulation 2600.231 (h} and Respect to Residents,

Immediate Correction: Residents Power of attorney and resident # 1 was present on 04/23/2018 and
acknowledged community fee's and services and signed addendum.

Plan in Place: An educational training for marketing and nursing was conducted on 04/16/2018 to
ensure that all residents signature of the agreement and or addendum is completed before placement

to understand the community services and fee's.

Ongoing Sales & Marketing and Executive Director: Marketing team and nursing will verify agreement
signatures and acknowledgements of fees and service before submitting to executive director, Executive
Director will verify signed agreements before being electronically filad.

ED/Resident care Director or designee will monitor progress and results will be reviewed in the QA
meeting. '

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

Signature of Legal Entity Representative

{Required on EVERY Paaa) T ?-\ .

Printed Name and Title of Legal Entity Representative Date

(Required on EVERY Page) —— . laod /L. AWDMW s/g [ Jerg”

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

The above plan of correction is approved as of --S;—M Plan of correction implementation status as of (p !}? l!g
(Dats) (Gaie

D Fully Implemented

[E Partially Implemented - Adequate Progress

The zbove plan of comrection was approved by AAN D Partially Implemented - Inadequale Progress

{nitials)
D Not Implemented
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Violation Report: 22513 - 04/13/2018 - Foulkes, Kimberli
PCH Name: BELLE REVE SENICR LIVING CENTER

1. REGULATION 55 Pa.Code §2600

2600.238 - Each direct care staff person working in a secured dementia care unit shall have 8 hours of annual training
related to dementia care and services, in addificn to the 12 hours of annuat training specified in § 2600.65 (relating 1o
direct care staff person tralning and orientation).

2a. DESGRIPTION OF VIOLATION )
Direci care staff person A, date of hire 10/21/15, had only 5.5 hours of training in demernitia care in the 2017 training year.

Diract care staff person B, date of hire 9/10/13, had only 5.0 hours of training in dementia care in the 2017 {raining year.

Direct care staff person C, date of hire 8/10/15, had only 3.25 hours of training in dementia care in the 2017 training year.

3. PLAN OF CORRECTION {POC) (Attach pages as necessery. Remember that you must sign and date any sttached pages.)
Include steps to comact the viclalion described above and sleps ko praveni a similar violafion from oceurring again. If steps cannot be completed
immediately, include dales by which the steps will be completed.

with Respect to Regulation 2600.231 (e} and Respect to Residents,

immediate Correction: During survey on 04/13/2018 inspectors were given Relias staff training hours
that did not include the other hours for the TEFPA SNOW Dementia training to add to the 6 extra hours
required for memory care community.

plan of Correction: TEEPA SNOW training hours were submitted to Department of Human services for
review.

Ongoing: TEEPA SNOW training will be added to the Relias training system. Staff will be able to view
their annual training to include regulation hours for SCDU. Relias sends out alerts if training is missed or
completed and Resident Service Director will review the program daily to ensure hours are compliant.
ED/Resident Care Director or designee will monitor progress and results will be reviewed in the QA

meeting.

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

Signature of Legal Entlfy Representative

{Reguired on EVERY Page) =

Printed Name and Title of Legal Entify Representative

. ' D . .
{Required on EVERY Page) ooz Co o e e e o] pa g

/ fa e

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

N L. . 1
The above plan of correction is appraved as of g _Plan of correction implementation status as of Cp I3 18
(Daie) {

Pt
L/
n
=4
i

D Fuily Implementaed
Partially Implemenied - Adequale Progress
The above plan of correction was approved by A\ D Partially Implemented - Inadequate Progress
{Inilials) )
D Not Implemented

B e b e e e




VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 4
BCH Name: BELLE REVE SENIOR LIVING GENTER Liconse Number: 22513
Address: 404 EAST HARFORD STREET, MILFORD, PA 18337 County: Plke
Administrator: Darlene Price Region: NORTHEAST

Legal Entity Name; CARE HSE BELLE REVE QPCO LLC

Legal Entity Address: 404 EAST HARFORD' STREET, MILFORD, PA 18337

Certificaie(s) of Ocoupancy

-1 :
R BIRATIR00T e e — : s e - TR P
Dept of Health .

Staffing Hours
Residant Support: 0 Total Dally Staft; 81 Waking Staff: 61

Type of Inspection: Partial BHA Docket Number: Notlce: Unannounced

Reason(s} for Inapection{s)
Interim
' On-Gite Inspections Dates and Depariment Representatives On-Site
08f13/2018: Deluca, Amy; Harvey, Jason

Off-Site Inspection Dates and inspectors, i Applicable

Other Dataile
Parttal or Full Trggars: ) Random Indicators:
Resident Demographic Dala as of Inspectlen Dates
Licansed Capacity; 65 Number of Residents who!
Number of Residants Served: 80 . Roceive Supplemental Securlty Incoma: 0
Secured Dementla Care Unit in Home: Yes Are 60 Years of Age or Older: 55
Area: iva Have Mental liness: T
Secured Dementla Unit Capaclty, If Applicable: 19 Have an Intellactuat Dlsabliity: 1
_ Number of Resldents Seyved in Secured Damentia Care Unit, Have a Moblilty Nead: 21
if applicable; 18 )
Have a Physical Dissahility: O
Number of Currant Hosplee Residents: 2
Number of Hesplee Resldents In pastysan §

AR




Page 2of 4

Viojation Report; 22013 ~ OB/M13ZT18 - Deluca, Amy
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 85 Pa.Code §2600
2600.185(a) - The home shall develop and implement procedures for the safe storage, access, security, distribution and
use of medications and medical equipment by trained staff persons.

2a. DESCRIPTION OF VIOLATION
Residenl #1 has a physician's order for blood glucase monitoring 4 times per day. On 8/10/2018 the blood glucose reading at 11:00am
was 118 in the glucometer but was recorded as 114 on the resident’s Madization Administration Record (MAR).

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

- IHGIGEE gleps o coiischibe okt desciibed abols s slens v prevent T Eimiar violativn from vrouring-agaim - steps cannot-be-complaled-

immadiately, include dates by which the steps wil be compleled.

In regard to violation cited for 2600.185a, unable to correct the documented blood glucose
reading in the MAR. A note was placed in Resident #1 chart indicating the blood glucose reading
error with the correct blood glucose reading.

Residents requiring blood glucose monitoring will be reviewed by the LPN/designee from June
13th to present {o ensure blood glucose readings ares accurately documented.

Medication Technicians were educated on documentation of blood glucose readings and fo verify
blocd glucose readings against the MAR prior to submitting in EMAR. Medication Technicians will
verily readings and documentation during daily sh:ﬁ‘ changes A log will be kept verifving

compliance of shift change task. Diabslic e hasis on documentation will be
provided to Med Techs by Diabetic Trainer, n 7/9/2018,
LPN/Designee will audit each blood glucose reading against the MAR weekly to ensure blood

glucose readings are documented accurately in the MAR. Trends will be reviewed at QA meeting
quarterly.

Effective Date: 6/26/18

Repeat Viclation: No Date(s) of Previous Violationis); ' l

Signature of Legal Enﬁty Representative
{Required on EVERY Page} g

Printed Name and Title of Legai Entlty Representative Date

[Requlied on EVERY Page) [ /4 /Ow,("

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW TH!S LINE!

The ahove plan of correction is approved as of %ﬁ%ﬂg Plan of comection implementation siatus as of ') / /0 /J
) iDa{e;

D Fully implemented
E Partially Implemented - Adequate Prograss
The above plan of corection was approved by W |:] Partially Implemenied - Inadequate Progress

Initials
¢ ) [ 1 NotImplemented




Page 3 of 4

Viatatlon Report 22513 - 08/13/2018 - Daluca, Amy
PCH Name: BELLE REVE SENIOR LIVING CENTER

1, REGULATION 55 Pa.Code §2600

2600.187(a) - A medication record shall b kept 1o include the following for each resident for whom medications are

administered:
{1) Resident's nama.
{2} Drug allergies.
{3} Name of medication.
{4) Strength.
{5) Dosage form.
{6} Dose,
{7} Route of administration.

{8} Frequency-of-administration: o

{8) Administraticn times.
{10} Duration of therapy, -if applicable.
{11) Special precautions, If applicable.

{12} Diagnosis or purpose for the medication, inciuding pro re nata (PRN).

(13} Date:and time of madication administration.

(14} Name and initials of the staff person administering the medication.

2a. DESCRIFTION OF VIOLATION

Resident #1 has a physician's order for blood glucose menitoring with a slkiding scale for insulin administratlon. From 8/1/2018 o
61212018 siaff has been testing the resldent's blood glucose levels a 9:00 pm zs per the order but has not been documenting the

number of insulin units administered.

3. PLAN OF CORRECTION (PCC) (Attech pages rs necessary, Remember that you must sign and date any attached pages.)
includs stops lo corrat the viclation dascribed sbove and steps fo prevent a slmilar viclation from ocourring again. I steps cannol be cumpferod

immadlalely, include dates by which lhe steps will be complated,

In regard to violation cited for 2600.1874a, Resident #1 had & line added in the MAR fo document the units of

insulin given per sliding scale ordered by MD.

Residents receiving insulin were reviewed to ensure the number of units are being documented.
Medication technicians were educated on appropriate documentation needed for sliding scale insulin orders.
Diabetic education with emphasis on documentation will be provided to Med Techs by Diabetic Trainer,

on 7/9/2018.

New or revised sliding scale insulin orders will be verified by the LPN/designee in the EMAR system to unsure the
appropriale areas are selected to documenl appropriately. ED/designee will audit residents with sliding scale
insulin orders weekly. Trends will be reviewed at QA meetin

The bclmmin sioch /~ Alalil Atcon itor e

Effective Date; 6/26/18

quarterly

Le /r_%an_rm o dnjaw? ch'LQa.m

Repeat Violation: No Date(=) of Previous Violation{s): / I;L'

,, N2
Signature of Legal Entity Representative. ) o ik
{Required on EVERY Pago) M.ﬁ? !

4

Printed Name and ﬁtja of Le'gal Entity Representative
Required on EVERY P
{Required o Y Page) ,__7@'\’ re,

Date

7 /sl

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

The above pian of carrection is approved as of 7&29 é ﬁ

(Date)

The sbove plan of correction was éppmvad by
{Iritlals)

Plan of corraction lmplementation status as of 7, 7D /,,7
' ?Eéa?e;

[] Fully Implemented
IE‘ Partially implemented - Adequate Prograss
[:I Partially Implemented - inadequate Progress

[] Watimplemented




Page 4 of 4

Violation Report: 22513 - 08/13/2018 - Deluca, Amy
PCH Name: BELLE REVE SENIOR LIVING CENTER

1. REGULATION 55 Pa,Coda §2600
2600.234{a) - Within 72 hours of the admission, or within 72 hours prior to the resident's admission {o the secured
dementia care unit, a support plan shall be developed, Implemented and documented in the resident record.

2a, DESCRIFTION OF VIOLATION

Rasident #2 was admitted to the home's secure dementia unit on 6/7/2018. The Resident Assessment and Suppor Plan (RASP) was
complated on 5/12/2018.

Resident #3 was admited to the home's secure dementia unit on 5/8/2018. The RASP was compleled 5/15/2018,

The home did not comptate the RASPs for naw admissions to the sacure dementia unit within 72 hours of admission

3-PLAN-OF CORRECTION (POC} (Attach-papes a5 necessary, “Remember thet-youmust sign end date any wtached pages) —
includa steps fo correct the viclation described nbove and sfops fo pravent a similar vislaton from oacumng again. if steps cannel be compiefed
-immediately, include dates by which the staps wiif be complated.

In regard to vialation cited for 2600.234a, unable to correct the issues cited. Resident #2 RASP was
completed on 5/12/18 and Resident #3 RASP was completed on 5/15/18.
Resident RASPs in secured unit were reviewed to ensure timely completion.

LPN and Coordinators were educated on requirements of completing RASPs in 72 hours for secured
unit, LEN/Unit Coordinators are responsible to complete resident RASPs.

ED/RCD will audit new admissions 3x per week to ensure RASP are completed in the appropriate time
frame. Trends will be reviewed at QA meeting quarterly.

Effective Date: 6/26/18

The admmimishash £ oot st and be Agtoin St

7 & UWto 1§

Repeat Violation: No Date{s} of Previcus Violatlon{s};

Slgnaturs of Legal Eniity Represantative -
{Required on EVERY Page} T et

Printed Name and Title of Legal Entity Represantahva

A Date
{Required on EVERY Page} T IS w wi :3'//8

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

The above plan of conaction is approved as of jjggﬁf— Plan of correclion implementation slatus as of 7/ I //cf
(Date) EECEDEE
D Fully Implemented

/L\,—/ E@ Partially Implemented - Adequata Progress

The above pian of correction was approved by D Partially lmplemented - Inadequate Progress
inltials
¢ J [ NotImplemented






