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pennsylvania

DEPARTMENT OF HUMAN SERVICES CERTIFICATE OF COMPLIANCE

This certificate is hereby granted to RAPPS SENIOR CARE L?:g{ _
To operate WOODBRIDGE PLACE

HAME OF FACLITY OR AGENCY

Located at _1191 RAPPS DAM ROAD, PHOENIXVILLE, PA 19460

COMPLETE ADDRESS OF FACILITY OR AGENCY)

ADDHESS OF SATELEITE BT ADDRERS OF SATELLITE SITE

ADDREES OF SATELLEVE SiTE ADGHESS OF SAYELLITE GITE

5% OF SATELLITE SITE ADDRESS OF BATELLITE SITE

Restrictions:

This ceriificate is granted in accordance with the Human Services Code of 1967, P.L. 31, as amended, and Regulations

55 Pa.Code Chapter 2600: Personal Care Homes

{RIANUAL MUMBER ARG TITLE OF REGULATIONT)

and shall remain in effect from _June 13, 2018 until_December 13,
unless sooner revoked for non-compliance with applicabte laws and regulations.

No: 143591

Aotert £ Aobiermomn

éfﬁm&ﬁ\fgé Uisn -

FEEUNNG CF FICER DEPLTY SECRETARY

: This centificale is issusd for the above sitels) only and is not transtorabls
and shauld be postad in a conspicuous place in the faciity HS 628 - 2/18cse




'pennsylvania

DEPARTMENT OF HUMAN SERVICES

JUN 1 4 201

Mr. Robert W. Chapin, Jr.
Rapps Senior Care, LLC

1000 L.egion Place, Suite 1600
Oriando, FL 32801

RE: Woodbridge Place
1191 Rapps Dam Road
Phoenixville, PA 19460
License #: 143591

Dear Mr. Chapin:

As a result of the Department’s Bureau of Human Services Licensing inspection
on April 4, 2018 of the above facility, we have found that your facility is in substantial
compliance with the regulations, set forth in 55 Pa. Code Ch. 2600 (relating to Personal
Care Homes), that can be adequately assessed at this time.

In accordance with 55 Pa.Code § 2600.11(b) (relating to procedural requirements
for licensure or approval of personal care homes) a re-inspection of your newly licensed
facility will be conducted within 3 months of the effective date of this license. Complete
compliance with all applicable regulations is required in order to maintain your license.

During the inspection, violations on the enclosed License Inspection Summary
were found. All violations specified on the 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.

Your PROVISIONAL license is enclosed, based on substantial but not complete
compliance with 55 Pa.Code Ch. 2600.

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

Bureau of Human Services Licensing/ /Southeast Regional Office
1041 Sterigers Street, Room 181, Building 2 | Norristown, Pennsylvania 19401 | 610-270-1137 | F 6810-270-1147 §
www.dhs state.pa.us



Mr. Robert W. Chapin, Jr.

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
applicant responses. Thank you in advance for providing feedback.

Sincerely,

Jacgqueline L. Rowe

Enclosures
License
License Inspection Summary



VIOLATION REPORT

PERSONAL CARE HOMES - 66

Pa.Code Ghaptar 2600 Page 1 of 16

PCH Name: WOOQDBRIGGE PLACE

Llcanza Number: 14359

Addrass: 1191 RAPPS DAM ROAD, KIMBERTON, PA 19442

Gaunty: Chiester

Adminlateator: Db Bodnar

fogfon: SCGUTHEAST

Lsgal Entity Mame: Rapps Senlfor Gare LLG

Lagal Entily Addrass: 1000 Leglon Placs, Suite 1800, Orlando, FL 32801

Cerllficata(s) of Occupancy
c-z2Lp
07/011988
PA LS

Slaffing Hours
Resident Supporl: O Total Datly Staff: 80

Waking Staff: 60

Type of inspaction: Full BHA Docket Numbher:

Natlce: Unannouncad

Reagon{a) for Ingpection(s}
Renawal

On-Site Inspectlons Dates and Deparimant Representatives On-Sits
04/04/2018: Paiker, Shawn; Woolers, Sandra

" Off-Site Inspaction Dates and Inspactors, if Appilcable

Other Detalls

Parttal or Fuil Trlggers: Randem Indfeators:

Resident Demographic Dala as of Inspactlon Dates

Ulgensad Capacily: 125 Number of Resldents who!

Mumber of Realdenta Sarved: 58

Sacurad Dameantia Care Unit Jn Homo: Yes

Arga; 18T FLOOR

Sacured Damantia Unit Capaclty, It Applicabla: 21

Numbser of Realdanis Served In Secured Damantla Care Unlt,
if applicable: 12

Number of Current Hosplce Resldants: 1

Humbar of Hoaplca Raaidanta I past year: 4

Ragslve Supplemental Security Incoma:
Ara 80 Years of Age or Clder: §8

Have Menial {linass: O

Have an Intallectisal Dlsability: O

Hava a Mobllity Nead: 22

Have a Phys|cal Dlsability:




Page 2 of 14

Yiolallon Report: 14359 - 04/04/2018 - Parker, Shavin
PCH Name: WOUDBRIDGE PLACE

1. REGULATION 55 Pa.Code 52600
2600.42(s) - A resident has the right Io privacy of self and possessions, Privacy shal be provided lo the resident during
bathing, dressing, changing and medical procedures.

2a, CESCRIPTION OF YIOLATION
Alive feed camera, localed in the hallway, is posillonad able o view bedrooms 163 and 154 entrances.

3. PLAN OF CORRECTION (FOC) (Attach puges as nevessary. Remember that you must sign and date any attached poges.)

lnclude steps o comect Ihe viclalian descrbed abeve and sleps lo prevent a similar valation lrom oecuning again. If steps cannot be cemplelad
immuodiataty, inciude dates by which the steps will be comysiated.

Allfive feed cameras located on the Woodbridge Place property have been disconnected by the Director
of Maintenance and are no longer in use. Completed: 4-4-2018

If later the Community decides to utilize the surveillance cameras, Woodbridge Place will comply with
the Audio/Visual Monitaring precepts as outlined in 42(s}. ‘

2600.42(s)

Addendum

Executive Director ta contact Chester County AAA, to arrange inservicing refated to Resident Rights.
Emphasis will be placed on the residents right to privacy, Complete by: §-13-20138

Rapeat Viclation: No Data(s} of Previaus Vielafien(s):

Slgnature of Legal Enlity Rapresentative
{Raaulred on EVERY Paga) n/ 5 4

Printad Name and Titis of Legal Entity Representative :

: Dat
{Required on EVERY Page} DES Bodwre Se £ Xeeyi/e D{Ké‘c TorR °

5-31-15

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

L
The above plan of correction is approved as of %ﬁ Plan of carrection implementalion status as of 4{( ;{ ;/] Zg,/
2113
al

D Fully Implemanted
Parlially lmplemented - Adequate Pregrass
The ahove plan of comection was approved by D Parlially implemented - Inadequate Frogress

itials
) D Mot implemenled




Page 3 of 16

Vielation Report; 14359 . 04/04/2018 - Parker, Shawn
PCH Name: WOODSBRIDGE PLACE

{. REGULATION 55 Pa.Code §2600
2600.51 - Criminal history checks and hiring poficies shall be In accordance with the Older Adult Protective Services Act
{QAPSA) (35 P.S. §§ 10225.101-10225.5102) and 6 Pa.Code Chapter 15 {refaling lo proteclive services for older adulls).

2a. DESCRIPTION OF VIOLATION
Staff members A, B, C and D do not have a completed Pennayivania Criminal Background Check.

Hoespice Slaff member € does nol have a compieled Pennsylvania Criminal Background Check.

3, PLAN OF CORRECTION (POC) {Altach pages a5 Aecessary. Rentember that you must sign and dute any sttached pages.)
Ineluds sfops lo cuirect lha viclation descahed above and sleps to prevent a sinnlar violation from ocsurring again, i steps cannol be complaisd
insmediately, icludy dales by which the stegs will be compleled.

Woodbridge Place wili conduct criminal history checks in accordance with the Older Adult Protective
Services Act (OAPSA] (35 P.S. 10225.5102} and 6 Pa Cade Chapter 15 {relating to protective services for
older adults}. Staff members 8, C, and D now have a criminal record background check on file. Staff
person A is no longer employed at Woodbridge Place, Completed: 5-29-2018 The criminal record
background check was obtained for hospice staff person E. Completed: 4-4-2018. (Attachment: 1)

An audit of all employes records will be completed by the Business Qffice Courdinator/designee. The
Business Office Coordinator/designee will obtain a criminal history background check for any employee
who does not have one on file. Completed by: June 13, 2018The Business Office Coordinator will obtain
a criminal background check for each provisionally hired employee.

Mo employee will participate In the Community’s orientation program unless a background check has
heen submitted to either e-patch or if gut of state greater than 2 years, the FBI check. The Business
Office Coordinator/designee will track the necessary documentation to ensure criminal record
background checks are included in the employee file. Mo employee will be ailowed to continue
employment If e-patch results are not obtained within 30 days of hire or if a FBI check Is not recelved
within 30 days of hire,

Any issues identified with this procedure will be reviewed and discussed at the Quality Assurance
Meeting scheduled for June 14, 2018,

Rapeat Viglatlon: Mo Data{s) of Pravious Vielatlon{s):

Signature of Legal Entity Reprosagfalive

{Roquired on EVERY Pago] 5 sty

Printed Name and Tile of Legal Entity Represontative Dato
(Required on EVERY Pagel /)rgica, L/l Se. Execure Digecron E 311

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

The above plan of correction Is approved as of é%éill—co/— Plan of correction implementation status as of
_ 9 ' ' ;%374 ;

D Fuily Implemented
Partiaty Implemented - Adequale Progress

The above plan of correclion was approved by ' [:J Partially Implemented - Inadequate Progress
nitrals
iiats) [] Motimplemented




2600.51

Addendum

Any outside care provider including but not limited to hospice, home health personnel or persanal care
aides, will have a completed PA Criminal Record Background Check or FBI (if applicable) prior to start
date in the Community. The Business Office Coordinator will be responsible to ensure compliance with
this procedurs, [Completed: 4-4-2018). The Business Office Caordinator will inservice the Designee 1/t
the completion of the Background Check Audit Tool. Audit Teols wiil be maintained in the community in

the Quality Assurance Binder. completian by: June 13, 2018.

Dﬁ:ﬁ’ &J’Mm%& Eyees émff .Df/’ic‘r:féh
| b-7-18"



Page 4 of 16

Violation Reparl; 14358 - 04/04/2018 - Parker, Shawn
PCH Name: WOODBRIDGE PLACE

1, REGULATION 55 Pa,Codg §26060
2800.88(a} - Prior lo or during the first work day, ail direct care staff persons Including ancillary slaff persons, substitule
persannel and volunleers shall have an orlentation in general fire safely and emergency preparedness that includes the
following:

(1} Evacualion procedures.

{2) Slaff dutles and responsibilities during fire drills, as well as durlng emergency evacualion,

transporiation and at an emergency lecalion if applicable.

(3) The designated meeling place cutside the bullding or within the fire-safe araa in the event of an actual fire.

{4) Smoking safely procedures, the home's smoking policy and location of smoking areas, if applicable,

{5) The localicn and use of fire extinguishers.

{8) Smoke detectors and flre alarms.

{7) Telephone use and notiflcalion of emergency services.

2a, DESCRIPTION OF VIOLATION
Slaff person A, whose firsl day of work was on 03-05-18, didn'l complets the folloving untlt 03-07- 18

Evacualion precaeduras.

Staft duties and responsibilitles duting lire driils, durlng emargency evacuslion, transpordation and al an smergency location, if
applicable,

Designaled Maaling Placa.

Smoke defectors and fire alarms, '

Staff Parson A didn'l complefe the followdng until 43-17-18:

Location of firs extinglshers
Smoking safely procedures

3. PLAN OF CORRECTIONM {POC) (Attach pages as necessory. Remember that you must sign and date aity attached pages.)

Incutte slops (o correct the vidlalion doscibed above and stops fo pravent a simitar violstion from occuming agein. M stops cannal be completed
immediataly, ncluds dales by which the slops will be complalad,

TReree 70 NEXT <l

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

Slgnatura of Legal Enilty Represantallve
{Raguirad an EVERY Pags) 5,,&;.,‘4)

Printad Name and Tlile of Legal Entity Reprosentative Dats
(Requlrad on EVERY Pace) Dzt Soclimy  Se. £ yecufive Diaee o 53§

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of carraciion s approved as of M Plan af earreclion implementation stalys as of ééég {}2 g/
j

{Data)
Fully Implemeniad
Pariially Implemented - Adequate Progrese

The above plan of correstion was approved by Partially Implemenled - Inadequrale Progress

Initials
) Not lmplemantad

OONO




65(a)

il

Prior to or on the first day of work, all direct care staff persons including ancillary staff persons,
substitute personne! and volunteers at Woodbridge Place will have & general fire safety and emergency
preparedness orientation that includes: {1} Evacuation Procedures) (2} Staff duties and responsibilities
during fire drills, as well as during emergency evacuation, transportation and at an emergency location
as applicable {3) The designated meting place outside the building or within the fire safe area in the
event of an actual firs (4) Smoking Safety Procedures, policy and location of smoking areas. {5} the
location of fire extinguishers (6} Smoke detectors and fire alarms {7) Telephone use and notification of
emergency services. Completed: 4-4-2018

An audit of all employee training has been initizted by the Business Office Coordinator/Designee. Any
staff person that has not completed the General Fire Safety and Emergency Preparedness Orientation
will be provided with same immediately. Completed By: June 13, 2018

A new form has been implemented which outlines the necessary components of the general fire safety

and emergency preparedness orientation. This form requires the presenter to document {check-off} the

completion of each component and to sign/date the Genaeral Fire Safety and Emergency Preparedness

Form when the orientation is completed. (Attachment: 2} Prior to filing the Orientation Form in the

Employee Record, the Business Offica Coordinator/designes will review the orientation to ensure

compietlon within the regulated timeframe. Any lssues identifi ed during this review will be corrected
immediately with the staff person/presenter. Completed by: June 13, 2018

Outcomes of this review will be discussed by the Business Office Coordinator at the Quality Assurance
Meeting scheduled for June 14, 2018,

DES Bedwrz St Eveeyme Dizgcrod,
CSe31Y

2600.65(a)
Addendum ‘

The Business Office Coordinator will inservice the designee r/t the completion of the General Fire and
Safety Audit Tool, Audit tcols wili be maintained in the community in the Quality Assurance Bindar,
Completion by: June 13, 2018



Page & of 16

iolallon Report: 14359 - 04/04/2018 - Parker, Shawn
PCH Narme: WOODBRIDGE PLACE

1, REGULATION 55 Pa.Code §2800
2600.65(e) - Direct care slaff persons shall have at least 12 hours of annual training relaling lo their job duties.

2a. DESCRIPTION OF VIOLATION
Direcl care staff perscn F racaived only 10.25 hours of annual (raining in lraining year 2017,

3. PLAN OF CORRECTION {POC) (Atach pages as necessary, Remember that you mwwst sign and dale any attached poges.)

Include slaps lo corract [he violallon descibed above and slaps (o pravent a similar viglatlon fram occurming agafn. If staps canaol ba complated
immadiately, Include dalas by which the sleps wilt be complaled.

To ensure that direct care staff persons receive high quality training and to develop their knowledge of
regulations and best care practices, Woodbridge Place will provide Direct Care Staff Persons at least 12
hours of annual training relating to their job duties. Completed: 4-4-2018

All Direct Care Staff Persons will have 12 hours of annual training that will relate to their job duties.

A training schedule has been implemented which outlines the required training topics. A record of
training will be kept including the staff person trained, date, source, content, length of each course.
{Attachment: 3) Completed: 5-1-2018. The training documents will be reviewed by the Executive
Director monthly to ensure compliance. Any issues identified will be corrected immediately with the
department head/staff person involved.

Qutcomes of the Executive Director’s review will be discussed at the Quality Assurance Megting @
scheduled for June 14, 2018, gt el 1€ SFJVI $ ¢ blee %/{?/L Gca{‘f‘x/fu—(.d/ (’wv lc

Repeat Viofation: No Data{s} of Pravious Viclation(s) -

Signature of Legal Entity Represantative
‘ {Raquired on EVERY Pagel daéﬁﬂd

Printed Name and Title of Legal Entily Representalive Date
{Raguirsd on EVERY Page) Des Boding, Sy, ExceuiivE  Dinscrer F-31-1§

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

{Date}

The above plan of carreclion is approved as of M Pian of correction implementation status as oé’ {‘%E / :{ é /
te)

. [T] Fuliy Imptementad
JZfPaﬂiaiiy implemenied - Adequale Progress
The ahove plan of correction was approved by (JEHZ_ ; - D Parially Implemenled - Inadequale Progress
niials)

] Notimplemented




Page § of 16

Violalion Raporl; 14350 - 04/04/2018 - Parker, Shawn
PCH Name: WOODBRIOGE PLACE

1, REGULATION 55 Pa.Code §2600
2600.65(1) - A recerd of {raining including the staff person tralned, date, source, content, length of each course and coples

of any certificates receivad, shall be kept.

2a. DESCRIPTION OF VIOLATION
The home's record of direct cara staff lraining does nol include Aging Procass, ADU's, Self adminisiralion of medication, emergency

maedical plan, and reportabla incidents.

3. PLAN OF CORRECTION {POC) (Altach pages av necessary, Remembur that you inust sign atad date any altached pages.)

Inicluds steps lo correct the vivlalion described ahove and sleps lo pravant a shullar viclation from cecurring again. If steps cannol s conipleled
immledialely, include deles by which the sleps will bo complaled,

To comply with regutation 2600.65(i), Woodbridge Place will keep a record of training for each staff
person trained, in addition to the date, source, content and length of course. Staff person F is no longer
employed at Woodbridge Place. Compieted: 4-4-2018

Training for all staff will be documented and will include the staff person trained, date, source of training
content and tength of course. Completed: 4-4-2018

The staff training schedule has been revised and now includes specific training topics as follows: Aging
Process, ADL's Self administration of medication, emergency medical plan and reportable incidents.
{Attachment: 4)

Training documents will be reviewed monthly by the Executive Director to ensure compliance. Any
issues identified will be corrected Immediately wit the staff person/presenter immediately.

Outcomes of the Executive Director’s review will be discussed at the Quality Assurance Meeting
scheduled for lune 14, 2018.

Ropeat Vielatlon: No Date(s) of Pravious Yiolallen(s):

Stgnature of Legal Enlily Representative
Regulred on EVERY Page / 5ﬂéwu
Printad Nama and Title of Legal Entity Reprasantative

' Dat
{Regulred on EVERY Pags) Dé’g‘ gﬁd{fu‘ﬁt“—’, S[{ J:XEer/ULf ‘D/,({Crafa_ 8 6\45’ 3/ -7 g/
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]

The above plan of correction is approved as of J%L{,)[LQ/ Flan of correction implementalion stalus as of % {i ;: é ;%
e . ;
" {Cat

(] Fully implamented
E/Parﬂaléy implemanted - Adequate Progress
The abova pian of correction was approved by . El Partlally Implemenled - Inadequala Progress
i) D Mot Implemented




Page 7 of 16

VioTalion Repart 14360 - 04/04/2018 - Parkar, Shawn
PCH Name: WOODBRIDGE PLACE

1. REGULATION 55 Pa.Caode §2600
2600.85(a) - Sanitary conditions shall be maintained.

2a. DESCRIPTION OF VIOLATICN
On 04-04-18 al 3:00 pm there was a strong edar of urine coming frem bedroom #457.

3. PLAN OF CORRECTION (PCC) (AE!ach' pages s necassary, Remember that you must sign and date any atlached pages.)

Inciude steps to comect the viciation descrtad above and steps lo pravent a similar viclation from occuming agatn. i steps cannof be complated
immediately, includs dales by which the steps vall be compleled.

Sanitary conditions will always be maintained at Woodbridge Place. Room 157 was checked by
comrmunity staff and it was determined that the source of the odor was the soiled clothing in the
laundry basket. Clothing was immediately removed and laundered. No further odors noted in room
157. Completed: 4-4-2018

A walk through of the entire community was conducted. No further odor issues were identified.
Comipletad: 4-4-2013

Staff has been informed to investigate/immediately correct/intesvene or if necessary, report to
housekeeping/mainténance department any conditions that are unsanitary. Any issues identified with
sanitation will be corrected. Any patterns identified wiil be discussed and interventions/resolutions
provided with the appropriate Department Head, Completed: 4-5.2013

Outcomes of issues identified will be discussed at the Quality Assurance Meeting scheduled for June 14,
2018,
2600.85(a)

Addendum

All staff will be inservicad r/t maintaining sanitary conditions in the building. Emphasis will he placed on

infection control as welf as foflow through/iniervention. The Director of Maintenance/Haousekeeping
wil‘l be responsible for compliance. Completion by: june 13, 2018

Repeat Viclation: Mo Dats(s} of Pravious Violatlen(s):

Signature of Legal Entlly Representaiiv:ad)
{Required on EVERY Page) v, 4, /3 areen S

Printed Name and Title of Legal Entity Reprasantailve

. - . Dat
;ReguwadanVERYPage}DEg Baté‘lfﬂ,(, SA Execuroc D‘,KEC’..”{ ata 5,3/-/9/

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

The above plan of carrection is appraved as of % Plan of correclion implemenlation stalus as Oié, ;%E 5 ;’g

D fFully implemented

arlaily Implemented - Adequate Progress
The abaove plan of comrection was approved by ' Parﬂél[y implemented - Inadequate Progress

iifals
b [ ] Motimptemented
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iolatlon Report: 14369 . 040472013 - Farker, Shawn
PCH Nante: WOOUDBRIDGE PLACE

1. REGULATION 55 Pa.Cade §2600 _
2600.103(e} - Foaod served and returned frem an individuaf's plate may not be served again or used in the preparation of
olher dishes. Leftover foad shall be lsbeled and dated.

Zu. DESCRIPTION OF VIOLATION
3 small salads were laftover lrom junch, They were obseived in dining coom not labeled, or daled.

3. PLAN OF CORRECTION (POC) (Attach pages a3 oeerssary, Remember thal you must sign and date any attached pages.)

Include steps lo comect the wclation doscribad abova and staps lo praven! 3 siniilar wiefation frem ocetming again. f steps cannot ba cerpleted
Imeedialely, includs dales by which tha staps will ks complsfad.

to0d served and returned from a resident plate may not be served again or used in preparation of other
dishes. Leftover food shail be labeled and dated. The 3 small salads left over from lunch were thrown

out, Completed: 4-4-2018

A review of the kitchen/dining room revealed no other items that were left unlabeled or undated.
Completed: 4-4-2018

All dietary staff will be inservicad 1/t labeling and dating left over food. Emphasis placed an the
importance of identifying food items and the length of time the food has been in storage. Cross -
contamination of food itams was also reviewed. Completed by: 6-1-2013

The Dietary Manager/designee will conduct a Guality Assurance feview to ensure all food items are
laneled and dated. Dietary personnel will throw out any items that do not have a label or is not dated.
Any issues will be corrected immediately with the dletary staff person involved. Outcomes of the
dietary review will be discussed by the Dietary Manager at the Quality Assurance meeting scheduied for
June 14, 2018 :
2600.103(e)
Addendum

Audits Forms will he maintained in the community in the Quality Assurance Binder.

Repeat Yiolation: No Date({s) of Pravicus Violatton{s}k

Signaturs of Legal Entity Representat

{Raquired on EVERY Paga} /Eg 'Z?’W

Printed Name and Title of Legal Entity Represantative Date
4 . .
{Required on EVERY Page} /)fﬁ' Eﬂc/ﬂfﬁ,(, 5&.‘ Furectioe D/JC{TOQ 5 Fi 5

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

The above pian of correction Is approved as of el Plan of carreclion implameniation staius as of &
' {Oale)

D Fully [mplemented
Paritally Implemented - Adeguale Progross
The abave plen of coreclion was approved by D Parliaily inplemented - Inadequale Pragress

ilials
) [1 Mot implemented




Page 3 of 18

Vlotation Rapori; 14359 - 04/04/2018 - Parker, Shawn
FCH Name: WOODBRIDGE PLACE

1. REGULATION.55 Pa.Code §2800
2600.103(g) - Foed shall be stered in closed or sealed conlainers.

25. DESCRIPTION OF VICLATION
The conlainer of fish cakes in the kitchen was cpaned and unseaied,

1. PLAM OF CORRECTION (POC) (Altach pages as necessary. Remembier that you owst sign and date aay atfuched pages.)
incluae steps lo comeed the viclafion describad sbove and aleps fo provent a sinifar violation lrem ceouring again. If stops cannct do compluted
Immodiately, itiude dales by which the stops will ba completed.,

To ensure that foods are protected from spoilage or infestation, Woodbridge Place will store all foods in
closed or sealed containers. The fish cakes observed to be in an unsesled container were thrown out.
Completed: 4-4-2018

A review of the kitchen/dining room revesled nc other items stored in unseated containers. Completed:
4-4-2018

Al dietary staff will be inserviced r/t the storage of foods in closed containers. Emphasis placed on
contamination and speilage of foods, Completed by: lune 1, 2018 The Dietary Manager/designee will
conduct a QLA. review to ensure all food items or stared properly in sealed containers. Dietary
personnel will throw out of any items that are not properly sealed. Any issues will be corrected
immediately with the dietary staff person invoived.

Outcomes of the dietary review will be discussed by the Dietary Manager at the Quality Assurance
meeting scheduled far lune 14, 2018

2600.103(g) *

Addendum

Audit Forms will be maintained in the community in the Quality Assurance Binder.

Rapeaat Violation; Ma Data(s} of Pm‘nous viclatien(s):

Signalurs of Lagal Entity Rapreseniadv
(Redulrod on EVERY Page) gf;ﬁéw

Printed Name and Title of Legaj Entity Representative . Date .
(Reauired on BVERY Pagel 7)o o /.0e e EXecurile Dizerons F-31-15

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above pian of correction s approved as of | oty Fian of conrection implementation status as of é
a

D Fully Implemented

] Perially Implemenied - Adequate Progress

The above plan of correclion was approved by ”/b / [:] Parilaily implemenied - Inadequale Progress
nillals) [} Mot implemented
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Violatlon Report: 14369 - 04/Q4/2018 - Parker, Shawn
PCH Name: WOCDERIDGE PLACE

{. REGULATION 55 Pa.Code §2600

2600, 144(a)(1) - A resident shall have a medical evaluation by a physician, physician's assistant, or cerlified registered
nurse practiticner decumented cn a form specified by the Qepariment, within 60 days prior to admissicn or within 30-days

afler admission.

Ja, DESCRIPTION OF VIOLATION .
Resident # 2 was admilted ont G1-28-18. The medical evalualion was eompieled on 10-16-17,

3. PLAN OF CORRECTION [POC) (Attnch pages as negessary. Remember Hat you must sign and date any attached pages.)
tnclude steps fo carrect iho vicialion daseribed above snd slops lo pravenl a simijer vinlation from scouming agein. If steps cannat da camplated
immadiately, includa dales by which the sleps will ba conplaled.,

To decide if a resident’s medical, social and cognitive needs can be met at Woedbridge Place, and to
assist in developing accurate assessments and support plans, each resident will have a medical
svaluation by a physician, PA or CRNP documented on the form specified by DHS within 60 days prior to
admission or within 30 days after admission. Comgleted: 4-4-2018

To ensure compliance with the regulatory timeframes of each resident Medical evaluation an audit was
conducted by the Directar of Nursing/Designee. All Medical Evaluations were completed within the
regulated timeframe. Completed: (ongoing audit)  (Attachment; §)

An audit has been developed by the Director of Nursing. The audit will recerd the name and date of
each resident’s medical evaluation and will serve as 3 reference for ongoing evaluatians, Newly
admitted residents will be added to the audit. Any issues identified because of the audit will be

corrected immediately.

The outcames of the Medical Evaluation audit will be discussed by the Director of Nursing at the Qda%ity
Assurance scheduled for June 14, 2018,

Addendum

The Director of Nursing will inservice the designee r/t the completion of the sudittogl, Completion by
June 13, 2018. Al Audit Tool Forms will be kept in the Quality Assurance 8inder.

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

Signature of Legal Entity Representative /
[Reguired on EVERY Page} ,/ VA ,5%“, o/
Printed Name and Title of Legal Entity Repreaentative

(Required on EVERY Pagg) Dgg gcba/;b’ﬂ'.ﬁ- .5( :":xgcgé/y; D/((.ﬁjﬂb
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The abave plan of cerraction is approved as of M Plan of correction imglementation status as of i
Oale] . ot

D Fully Implemented
Partlally implemented - Adequate Progress

Daleﬁ,”g’ﬁ/{/«

The above plan of coraction was approved by D Partlally Implemanted - Inadeguate Progress

als
) [C] Motimptemented
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“iolaiion Report: 14350 - 04/04/2018 - Patker, Shawn
PCH Name: WOODBRIDGE PLACE

1. REGULATION 55 Pa.Code §2600
2600.143(a) - The home shail have a written emergency medical plzn that includes the folloving: ‘
(1} The hospilal or source of Tiealth care that wii be used in an emergency. This shall be the resident’s cholge, if
possibie.
(2) Emergency Wransportation to be used. :
(3) An emergency-staffing plan. .

2a. DESCRIPTION OF VIOLATION : .
Tha home's emargency medical plan doss not inciude hospital of choice for residents # 1 and # 2.

3. PLAN OF CORREDTION (POC) {Attach piges as necessary. Remember that you must sign and date any atlached pages.}

Includs staps lo comrect tha viofation dasenbed ahove and steps io provent a simijarvolatlen fromt eocurming again, If steps cannol be complatad
immadialely, includs dales by which the sleps will be complated.

Woodbridge Place will have a written amergency medical gian that includes the hospital/source of
health care that will be used in the event of an emergency. Residents 1 and 2 now have their hospital
preferences added to the face sheet. Completed: 4-4-2G13.  {Attachment: 6 )

An audit of the face sheets was initiated by the Wellness Department/Concierge. Any issues noted with
the identification of emergency hospital preferences will be corrected and the face sheet updated with
the required information. Completed by: June 13, 2014,

As of 5-29-2018, the Community Cencierge will be responsible for the completion of the revised face
sheat which now includes a space to identify the emergency hospital preference, The Concierge will
provide the Wellness Departmeant with a copy of the face sheet and place a copy in the evacuation
binder. ' ‘

Qutcomes from this procedure will be reviewed by the Concierge at the Quality Assurance Meeting
scheduled for June 14, 2018,
Addendurn : ) . |

. s ¥ . v s ' i
The Director of Nursing will inservice the Cancierge r/t the completion of the Face Sheet Audit Form. |
Completion by: June 13, 2018. All Audit forms will be maintained in the community in the Quality
Assurance Binder.

Repeat Yiolation: No Data(s) of Pravious Violation(s):

Signatlura of Legal Enlity Represﬂnt&ﬁve
)

(Required on EVERY Pagsl ./ (/) 4 /3, tpet]

. R B
Printed Name and Titie of Legal Entity Representatlve ) Date
{Required on EVERY Page) DE# Boctrrst  "Se Eecervs Dt ecra R

DEP;!-\RTMEMT USE ONLY - HOMES MAY NOT WRITE BEL.OW THIS LINEI

L
The above plan of carrecticn Is approved as of ( {{ : Plan of correction implementzlion stalus as of é
ale —%49&

D Fufly lmplomented
Panially implemenied - Adequale Progress

The agbove glan of correction was appioved by [:] Partially Implemanled - Inadequate Progress
liliials
(=) D Mot Implemented
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Violaticn Roport: 14368 - 04/04/2018 - Parker, Shawn
PCH Name: WOODBRIOGE PLACE

1, REGULATION 55 Pa,Code §2600 ‘
2600.187(a) - A medication record shall be kept ta include the fetiowing for each resident for whom medicalions are

administerad:
(1) Residenl's name.
(?) Brug ailergies.
(3) Mame of medication.
{(4) Strength.
(8) Dosage form.
(8) Dose.
(7} Route of administration.
(8) Frequency of administrafion.
(9) Administration timss,
(10) Duration of theragy, if applicable.
(11) Special precautions, if applicable.
(12} Diagnesis or purpose for the medicalion, including pro re nala {PRN).
(13) Date and lime of medication adminislration.
(14) Name and initials of the stalf person administering the medication.

Za. DESCRIPTION OF VIOLATION
The medicalion adminfstralion records master signafure shest is not updaled manihly for the MARS on the 1st, 2nd, 3rd floars and

$0OU, They ara all dated 2018 wilh no indlcation of monih.

4. PLAN GF CORRECTION {POC) {Attach pages a3 nevessary. Remember that you must sign and dale any allached pages.)
Kiclude steps fo caract the violaticn dascibed ahove and sleps lo prevent 4 simnifar vialaifon from cecumng again, If steps cannot he completed
immucialely, include dolas by which tho sleps will ba completed. -
woodbridge Place will keep a medication record for each resident for whom medications are
administered. Information included as outlined in 2600.187(a). A medication master sheet was
immediately obtained for the month of Aprii 2018 and is now included in the MARS for the 1%, 2" and
3 floors and SDU. Completed: 4-4-2018 {Attachment: 7)

A Medication Record Master Signature Sheet will be updated manthly for the MARS for each resident
for whom medications are administerad. Completed: 5-2-2018 {Attachment: 8}

The Director of Nursing/designee will be respensible to ensure that for each new month a Medication
Record Master Signature sheet Is obtained.

Any issues with the Medication Master Signature Sheet will be discussed by the Director of Nursing at

the Quality Assurance Meeting scheduled for June 14, 2018,
see nerl Feglo

Repeat Violatlom: Mo Data(s) of Pravious Violalion{s}):

Signafure of Legal Entity Reprasentativ

2)
(Required on EVERY Page) o ﬁ A i)
Printad Name and Title of Legal Entity Representative Date
{Raqulred on EVERY Pagal Df_‘-’g Bloclniinn St Execaurive D:.La’«:.i‘or( 3§

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

The above plan of correction is approved as of G Plen of correction implementalion slalus as of ¢
)

D Fully Implemented
Partlally Implemented - Adequale Prc'grass

The above plan of correction was approved by ' Pariially implemented - Inadeguale Progress
{[nittals)
[] wotlimptamented




2600.187{a)
Addendum

The Director of Nursing will Inservice the designea r/t the completion of the Medication Record Master
Signature Sheet, Completion by June 13, 2018. The audit tool will be maintained in the community in

the Quality Assurance Binder.

7 %
‘Zﬁr‘;ﬂ‘ &4{’&//]}(. LS;' gﬁ"é’cc{ é7uwf bf{l[g/él,
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Yiokation Report: 14358 - 04/04/2018 . Parker, Shawn
PCH Name: WOOQDBRICGE PLACE

1. REGULATION 55 Pa.Coda §2600
2640.227{g) - Individuals who participale in the development of the support plan shall sign and date the support plan,

2a. DESCRIPTICON OF VIQLATICN
Resident # 2 participated in the develapmean! of their supporl plan on 02-01-18, The resident did noat sign the supped plan.
Rasident # 1 padicipated in the development of their suppart plan on 11-02-17. The resident did not sign the suppo plan.

3. PLAN OF CORRETTION (POC) {Attach g.:gcs a3 nevessury, Remwmber that sou must sign and date any altuched pages,)

Inctuds steps lo comract the violation described dbove and stapa {o pravent a similar vielalion from occurring again, I steps canaot be completed
fmmediately, include dates by which tho steps will ba compiated.

Woodbridge Place will insure that any Individuals who participate in the development of the support
plan will sign and date the support plan, Residents 2 and 3 signed their support plan. Completed: 4-4-
2013. [Attachment: 10)

An audit was conducted by the Director of Nursing/Designee to insure signatures participants were
included on the Support Plan. Any issues identified were corrected. Completad: 4-5-2018

Prior to filing the Support Plan in the Support Plan file, the DON/Designee will insure that participants
(inciuding residents, staff and family members) are documented on the signature page of the support
plan. Any issues identified will be corrected immediately and signatures obtained by the DONM/designee.

Any issues identified with the review process will be discussad at the Quality Assurance Meeting
schadulad for June 14, 2018,

Addendum

The Director of Nursing will inservice the designee 1/t to support plan signatures and follow thraugh
with corrective action. Completion by June 13, 2018,

Repeal Yiclllon: No Date{s) of Previous Vicolalion(s}:

Stgnature of Lagal Entity Represen

(Requirad on EVERY Page) / 5W

Frinted Name and Title of Lagal Entity Representalive ‘ Date

{Fequirad on EVERY Pagel - Duﬁ Bioctrime, Se. Eréeytive Drdzc_‘mﬁl. S-31-18
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

3 % N
The above plan of correction is approved as of _Q%L{./?g Plan of correction implementalion status as of /5
aey [

{T] Fully Implemented

) Partially implementad - Adequate Progress
The above plan of correction was approved by ﬁ % é% D Parfially implemented - Inadequate Pregress
i

idal
( ) i:] Mot implemented
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Violation Reporl: 14358 - 04/04/2018 - Parker, Shavin
PCH Name: 'WOOOBRIDGE PLACE

1. REGULATION 55 Pa.Code §2600

2600.231(b} - A resident shall have a medical evaluatlon by a physician, physician's assistant or certified registered nurse
praclitioner, documented on a form provided by the Depariment, within 80 days prior to admission. Documentation shall
include the resident's dlagnosis of Alzheimar's disease or ollier dementia and lhe need for the resident lo be served ina

secured dementia care unit.

2a. DESCRIPTION OF VIOLATION
Resldant # 4 was admilled (o the SDCU m-iﬂ. The medical svalualion did nol document the resident's naad lor SOCU cars,

3, PLAN OF CORRECTION (POC) (Attach poges as necessary. Rememiber thiat you must sign and date any attached pages.}

Includa steps to corract the vivlation descrired above and slaps 1o provent a similar violation from occurming again, if steps cannol bo comipinied
Immiedistely, include dales by which fhe steps will be completed.

Far each resident, Woodbridge PMlace will obtain a medical evaluaticn for each resident from a physiclan,
physiclan assistant or CRNP documented on a form providad by DHS within 60 days prior tc admission,
Documentation shall include the resident’s diagnosis of Alzheimer's Disease or other Dementia and the
need for the resident 1o be served in a secured dementia unit. The medical evaluation for resident 4
was amended to include the need Lo be servad in a secured dementia unit. Completed: 4-4-20138,
{Attachment: 10}

An audit was completed by the DON/designee. Results of this audit revealed that all medical
evaluations for the residents currently residing in the secured dementia unit have documentation of the
resident’s need for SDCU care. This audit will be ongoing.

Before filing the medical evaluation in each resident’s clinical record, the DON/designee will raview each
evaluation to ensure that ail necessary documentation Is recorded on the form. Any issues identified
following this review will be corrected immediately.

issues identifted with the medical evaluatian form will be reviewed and discussed by the Director of
Nursing at the Quality Assurance Meeting scheduled for June 14, 2018.

S5ee eyl ga g2

Repeat Viclalion: No Data(s) of Prev!ous Violalfonis):

Slignature of Legal Entlty Represantative
Reguirad opn EVERY Paga éf&aévm/
Printed Name and Title of Lagal Entity Represeﬂtativu
{Ragquired on EVERY Pags) b £ 8 cctrini ,:"_ [)(CC,J FIUs D,;[ccj .

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

The above plan of correction is approved ag of W Plan of carrection Implementallon status as of/,

D Fully Implemanted
/f;arﬁany Implemenled - Adequate Progress

Date

JQ/L&/

(L

The above plan of correctian was approved by [:] Pardially Implemented - Inadaquate Progress
nitial
iWals) ] Netimplemented




2600.231{b)
Addendum

The Director of Nursing will inservice the designee r/t the completion of the Medical Evaluation Form
Audit. Completion by June 13, 2018. The audit tool will be maintained in the community In the Qualitzlw ;

Assurance 8inder, : . é;ﬂa,dfib
Lt Bt S0, Bt
Doz b, Sa
’ &7V
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Yiclation Raports 14358 - 04/04/2018 - Parker, Shawn
FCH Name: WOODBRIDGE PLACE

{1, REGULATION 56 Pa.Code 52600
2600.233(c) - If key-lecking davicas, elactronic cards syslems or other devices that prevent Immediate egress are used lo
lock and unlock exits, direclions for their operation shall be conspicuously posled near the davice.

2a, DESCRIPTION OF VIOLATION
The diracllons for oparaling the home's lacking mechanism are nol conspicuausly posted near the door to the SDGU ceurtyard egress.

3, PLAN OF CORRECTION (POCY (Atach pages as necussury, Remternber (hal you must sign and date any artached pages.)

Includa steps to comect ihe viclatfon dascnbad abava and staps o pravent a sinilar viclation from occuming again, If steps cannot ba comploled
immedialaly, includa dales by which tha staps will be complatad.

Woodbridge Place will post directions for the operation of any locking devices that are used to lock and
unlock exits to prevent immediate egrass. Operation directions are now posted near the door to the
SDCU courtyard egress, Completed; 4-4-2018

On 4-4-2018, an audit of all locking devicas was conducted by the Community Director of Maintenance.
Results of this audit revealed that each lacking device in the Community has operational directions
posted conspicuously near the device. Completed: 4-4-2018

if at any time a code is updated for a focking device, the Director of Maintenance/designee will post new
operational directions conspicuously near the device.

Any issues identified with this procedure will be reviewed/discussed at the Quality Assurance Meeting
scheduled for june 14, 2018,

Repaat Viclation: No Date(s) of Previcus Violation{sj:

Slgnature of Lagal Entlly Represenmtive
{Requlred an EVERY Pagel Lslrans

Printed Name and Titlo of Legal Entity Representatlve = Dato
{Raguirad on EVERY Paaa} 053 KozZMM, 54 Ex et sl 2’46{1/22& ;5—’3/‘/8/

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

(Date)

The above plan of comrection is approvad as of // Plan of corraciian implementation statys as of éﬁ A{ / Kg
(Date}

[:] Fully Implamented
E Parlially Implemented - Adequate Pregress

The ahove plan of correcllen was approved by D Parlially Implemenled - Inadsquate Prograss

N

[7] ot implemented
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Violation Report: 14383 - 04/04/2018 - Parker, Shavmn
PCH Nama: WOCDBRIDGE PLACE

1. REGULATION 65 Pa.Code §2600
2600,234{a) - Within 72 hours of the admission, or within 72 hours prior lo {he resident’s admission lo the secured
dementia care unlt, a support plan shait be developed, implemented and documentad in the resident recard.

2a. DESCRIPTION OF VIOLATION
Residenl # 4 was admlled lo the SDCU o 18. The residents inilial support plan was developed -18.
Resident # 5 was adinilled lo the SDCU o 18. The residents inillal support plan has not baan compleled as of -1 8.

3. PLAN OF CORRECTION {POC) {Attach pages a3 necessary. Remeniber that you must sign and date any aftached pages.)

Includs sleps to correct tha violation describad ahava and steps (o praveni a slmilar viofatfon froin cocuming again, It sfeps cannol e completad
inymadfalaly, includa dalas by vihlch tha staps will be completed.

Woodbridge Place will within 72 hours of an admission or within 72 hours prior to the resident’s
admission to the secured demeantia unit, will develop a support plan, implement and file the support
planin the resident’s record. The support plan for resident 4, who was admitted to the secured
dementia care unit on 2018 had a support plan developed that was not within the regulatory
timeframe. The support plan for resident 5 was completed, implemented and filed as of 3-29.18.
{Attachment 11)

Tha Director of Nursing audited the support plans for all residents currently residing in the secured
dementia care unit, The results of this audit revaaled that all residents had a support plan developed,

implemented and fited-within the regulatory time frames, Aeeeld /}téw‘ﬁfuhy,/ :z.’wp?tt«‘zL
bl Bulatory el fo Py

An audit form has be&h developed by the Director of Nursing to insure compliance with regulatory times
frames for the development, implementation and filing of the Resident Suppart Plan. Names of newly
admitted residenis to the Secured Oementiz Care Unit will be added upon admission. Any issues that
are identified because of this ongoing audit will be addressed by the Director of Nursing for immediate
correction.

‘esues that have been identified because of this audit will be reviewed and discussed by the Director of
Hu rsing at the Quality Assurance Meeting schedulad for June 14, 2018.

S e Lt "Pff@"/g

Rapeat Violation: No Data(s) of Previous Vielatlon{a):

Stgnature of Legal Entity Repraa atlve
[Required on EVERY Pate) {, / [3utpert

Printed Name and Tille of Legai Entily Represenialive Date
{Required on EVERY Paae) D{g /544‘{/(’/74 LS:A éxg \.fllfl;b'\f D"d Beieai. .D.F“ 31 -1 y

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The abova plan of correclion is approved as of { Eéale Plan of carrection Implamentalion slatus as of @;ﬁé“fi 25 /
(

D Fully Implemented

/G/Panfally friplemanted - Adequate Pragress
The abave plan of correclion was approved by E:] Partiafly Implemented - Inadequate Progress

(frtlais}

[] Mot implemented




2600.234{a)
Addendum

A copy of the Support Plan audit tool will be maintained in the community In the Quality Assurance

Dgg dm/./qw S’\- Mﬁkﬁw @ﬂf{z/?&.

Binder,
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