pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL — RETURN RECEIPT REQUESTED
MAILING DATE: July 12, 2018

Mr. Keelan McCurdy

President

Premier Quality Enterprises, Inc.
1703 Warren Road

Indiana, Pennsylvania 15701

RE: Indiana Square Personal Care Home
License #: 447440

Dear Mr. McCurdy:

As a result of the Department’s Bureau of Human Services Licensing inspection
on March 22, 2018 and March 23, 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.

Sincerely,

Human Services Licensing Supervisor

Enclosure
Licensing Inspection Summary

Bureau of Human Services Licensing
11 Stanwix Street, Room 230 | Pittsburgh, PA 15222 | 412.565.5614 | F 412.565.2840/412.565.5633 | www.dhs.state.pa.gov




VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600

HJlag%; 10f 11

PGH Name; IND!AI\IIA SQUARE PER

H

SONAL CARE HOME

License Num

|:4?744

Address: 1703 WA

RREN ROAH, INDIANA, PA 15701

Couty: Indiays

Administrator: Ning

Maroneg

Reg| on: WES

Legal Entity Name:

'F‘REM|ER QUAL

TY ENTERPRISE INC

;
RECEIVED

Legal Entlty Addrefss: 1703 WARREN ROAD, !ND;IANA, PA 15701
Certificate(s) of Qccupancy | )
Ca Lp JUL 65 201 |
11/24/1993 |
WHST REGION FIELD OEFIC '
PA Dept of Labor& Industry Human Services Litensing
Staffing Hours
Resident Suppeort; O Total Daily Staff; 32 Waking Staff;| 24
Type of Inspéctlor: Partlal * BHA Dockot Number: Notice: Unari nounced
Reason(s) for Inspection(s)

Complaint

On-Site Inspectlo
03/22/2018: MeC
03/23/2018: McC

nnnell, Deb
pnncli, Deb

ns Dates and Departiment Representatives On-Site

Off-Site Inspesctio

n Pates and !nséectors, if Applicable

Other Detalls

Partial or Full Triggers:

Random Indicators:

Rosident Demographic Data as of Inspection DaJés

Livensed Capacity:

Number of Resident

Secured Dementia Gare Unit in Home:

Area: Lower Level

50

3 Served:; 29

Yoz

Sccured Dementia Unit Capacity, if Applicable: 16

Number of Resident
if applicabie: 0

Number of Current H

Number of Hospice Residents In p

ospice Resldents:
ast;]

s Served in Secured Dementla Care Unit,

ear: 7

Number of Residenta

who;

Recelve Supplemental Security Income: 2;'

Are 60 Years of Age ¢
Have Mental lliness;

Have an Intellectual [

Have a Mobility Need:
Have a Physical Disaﬁlllty: 0

é' Older: 29
2

>

Disabliity: 0
3
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Violation Report:{44744 - 03/2p/20 8 - McConnell, Deb :
PCH Name: INDIANA SQUARE PERSONAL CARE HOME . .
i ' LS GEFIGE

] | WESTRESGMHES
1. REGULATION 55 Pa.Cods §2600 Hurarn Sedvices Licensing

2600.15(a) -~ The home shal imr'nediateiy report suspected abuse of a resident seryed in the home inipccprda @ With the
Older Adults Profective Services!Act (35 P.S. Sections 10226.701 - 10225.707) and|6 Pa. Code Sections 156.21 27

{relating to repoﬂ‘ing suspectpd e'fbuse) and comply with the requirements regarding| restrigtions on staff person,

ik

b
CH

2a. DESCRIPTION OF VIOLAT on;J |
On 3/19/18, the Department pf Human Services Licensing notified staff person A, tife home's administy
allegation of verTal abuse by|staff person B against a resident. The home did not report the allegation;

ator, of g
o the logigl Area

Agency on Aging|until 3/22/18. i
. i

On 3/4/18, at approximately 7:30 a.m., staff person C was assisting resldent #2 to walk to the dining rdbm with [jis/Her

walker. The resident was fearfullof falling and started to cry, and said to staff persop C, "l iam trying, | f-an’t. | nped help".

Multiple staff rep{;rted hearing staff person C in a raised voice, yelling back at the resident) "Yes you cah do i, tjjat's

because you won't listen to rje." | On 3/4/18, allegations of verbal abuse was made pgainst staff persor} C reganiing

resldent#2. The home did npt erort the allegation to the local Area Agency on Aging until 3/22/18. 1

| .
i
3. PLAN OF CORRECTION (PjC) Antach pages as necessary, Remember that you must sign angl date any attashed puges.) |

include steps to carrect the viclation doscrbed above and sleps to prevent e similar violallon from ogouring agein. If steps f*annot bo domplatod
ich ﬂre steps will be comploted. i

Hoded At Yhe pefzonod eald.
\\x!e, Al waind dbiodet nobified dhe Lot

ek of \-hxv\g_h grefvic,eﬁ ad
'caiﬂob focward Yo Adninidador|
oM (egattable  indidends Ot Ceforted ih tha Kone
By the fequlationg. SVafE yhas telmined on Re
Rluse /iepottiag) e f§cémiwi%¥co~}w" will '\M@Aiorjcﬁ—\xl
m\.\eg&:\’im o{ SWSplaion og alswse. \'b"b\c\g 3 NN

immedialoly, includle dates by w

The Adwinisthedse
Modch \d| 2o\g-
haiag s dig ™
Mmode oo fe, .

Repeat Violation: No D3 té(s) of Previous Violation(s}): - N' -

Signature of Legal Entlty Re]qas shtative ' I
(Reguired on EVERY Pags) I . 1 .

Printed Name and|Title of Legal Entity Rrpreséntativo

{Reguired on EVERY Page) kf&_,ﬂ’ MMGL_[ET _ Daﬂﬂ/(/l’l.-i /g 2 ng

. 74
DEPARTI\I!EI\ T USE ONLY - HOMES MAY NOT WRITE BELOW, THIS LlNlé
' T

The above plan oficorrection is [approved as of _ﬂ Ci f 6
(Daule)

Plan of correction Implem entation statufs as of 7 m%’
i

{ Laie)

[] Fully implemefted ;

[[] Partially Implementedi- Adequate Rrogress
The above plan of|correction wgs approved by @:_7 D Partially Implementedi- Enadequatef Progress
hitials) ' i

[] Not Implementgd

gorgieeed £E95S9S2T 0L 2F12Tivtbal FHUINBS UNUIANT :wod4 22:5T 81a2-s@-1Nl
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Violation Report: 44744 - 03/2p72018 - McConnell, Deb i YT )
PCH Name; INDIANA SQUARE PERSONAL CARE HOME . i

1. REGULATION §5 Pa.Code }zsoo Human Servies Lidensing |
[

G

i

2600.15(b} - if th:ere is an al gafion of abusg of a resident involving a home's staff person| the home shall imm Jiakely
develop and imp‘ement a plan oﬁ supervision; or suspend the staff person involved i‘\ the ajleged Inc!deInt.

]
2a, DESCR!PTlog OF VIOLAT] ONI . ,
On 3/4/18, at approximately 7:30 a.m., staff person C was alternpting to assist resigent #2|to walk to tfﬁF dining koo with
his/her walker. The residentlbecame fearful of falling and started to cry, stating to sfaff person C, "l a n trying, lJidanyt, |
nead help". Mui%pie staff regorted hearing staff person C in a raised voice, yelling Hack atjthe resident| "yes yol| cap do i,

that's because you won't listdn td me.

§

On 3/4/18, alleggtions of verhal albuse was made against staff person C regarding resident #2. Staff p1 rson C fontinued
to providing unsupervised dirgct care to residents through the remainder of the 7.00 a.m. through 3:00ip.m. shifl.

3/6/18, staff personCwas s spgnded; however, on 3/8/18, staff person C returned back {o work proviging uns

direct care on the 7.00 a.m. through 3:00 p.m. shift and continued through 3/22/18. | The home did not develop
implement a plan of supervision or suspend staff person C until the completion of the investigation by the Depa
the local Area Agency on Agihg. ;

benvised

kment or

3. PLAN OF CORRECTION (PQC) (Attach pages as necessary, Remember that you must sign andl datc any attached pag 8.)

Includes sleps to correct the violatjon described above and steps to prevent a simitar viclation from odeurring &gain. If s?eps ::-*annot be
immedistoly, includle dalas by which the steps will be completed, i

Wpon, being nobifdd [of dne tnaidonk e Adwiniadl odef %u,sgei}\e\éd
%(%0{\ O VSR 3 W2, \OCQ,\ NQ'G\ &(g;_,h e\\,ejf\ Iﬁ\a‘air\t} :Q.O\(\r\' ()\o\-e.és ‘3"\(\
u\\re,SHSpér‘i:m and und Hha clodm uneuwbelanbioded | Vae Allonend toader

. ']

Wil make Buie ol [€Mlogees Yook ofe actuged off only z\;\\pe. ok dldse
Ole Susurges ol ok o0 0 P of  Snpuvicn wpkil T i eskiopiol
WS Yoen opmpliid By Mo oo Aceon eginey on g L0 Al Depl fion k-
. - U\ %L v } )

GC “’KW\M\ Selvic b ~"A\V\€. M.m&uis&(&hf o\ p-vv\ cm\{ St Lijfe,;gon

ok w\\\-\«\\@ln. of ojwse ofpinsk o fesidud inamedifte | o

| W on Susee
WAL g\l Pousies Yoo Briskad i imjg_s\—{@ﬂ_\. fony | l

Repeat Violation: No Date(s‘) of Pre‘vloui Violation(s):

Signature of Lagal Entity Reprpsentative ‘

{Required on EVERY Page) { o

Printed Naine and! Title of Legal Entity Represen}aﬁve . | ]

(Reguired on EVERY Page) : iA I@@(/ﬂ ' | ¢ aa/y
i Yy

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW, Tl'((ls LINEI
The above plan of correction sfappfoved as of . e Plan of correction inp!em‘entallon stats as of 7 /;! [/ g

| g

[T] Fuly lmplemeEed i
. E/ Partially Implefnented|- Adequate Progress
The above plan of|corraction was approvedby [] Partially Implenented!- Inadequate [Progress

(inftials) :
[] Notimplemented ;
< i
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Violation Report|44744 . 03/2 2!2(?1 8 - McConnaell, Dok i ‘
PCH Name: INDIANA SQUARE PERSONAL CARE HOME WEST REGION EIELD OFFICE
1. REGULATION 56 Pa.Gode §2600 Human Servicop Ueorjsing :
2600.15(d) - The home shall immediately notify the resident and the resident's designated person of areport of susbected
abuse or negleeii involving thle relsldent. ’ l
1
2a. DESCRIFTION OF VIOLA’IiIONI ' {

walker. The resident was fe rfu' of falling and started to cry, and said to staff persdn C, "liam trying, I§‘an't. | fped|help”,
Multiple etaff reported hearin strff person C in a raised voice, yelling back at the rdeldent] "Yes you cén do it, that's

On 3/4/18, at approximately gs a.m., staff person C was assisting resident #2 to Walk to the dining rgom with sljer
because you won't listen to :{.e." On 3/4/18, allegations of verbal abuse was made againsy staff persoi% C regaiting

resident#2. The home did ot nlotify resident #2 and the resident's designated pergon of suspected abuse untf| 3/22/18. -

: |
3. PLAN OF CORRECTION (P%C) l(Attauh pages as necegsary. Remember that you must sign anfd date any attached pa@Ls.)

Includa stops lo corrsct the violation desoribed above and steps lo prevent a simifar violatlon from ocotirring kgain. lfstaps} cannof be famaioled
immediately, Incfurﬂ dates by which the steps will be complstad, I
a&lac.\a Hovy

4

The PAW\(’{\TQ\‘{Q;‘E{ bpon Q\‘m\mﬁ o of the O»\LQX‘!. Oxbus.@
0ok fred (gsidunt B2 % Mieie designalal qason {mediately.
Go‘u\nb fs o d Ml Adminesdiodor wilh nok &y GUEO fe-%ﬁd%/fﬂ gt

s éns.‘\%m%& g of oy alwmer Q,\Mo&q“\io\& \\ominﬁéw
Sk\éd&ma aed foeth W V¢ e \ecYiore: |

The Adwifisher (Wil fokfy Yoe fesddend ¥ Fhatl D
ware diok L\ of cu'\\\ Q}(M,%L &\/QC@,HOV\S : '

a4

Repeat Violation: No Date(s) of Previortés Violation(sl: N
Signature of Lega) Entity Represe 1tativo\_h)/(M/ 1/
(Required on EVERY Page) WA

i 3 .
Printed Name and Title of Legal Entity Representafiye {
(Requirad on EVERY Page) | M - /\7&(; He. (i Date i / f s

. ' l i

DEPARTMEI&T USE ONLY - HOMES MAY NOT WRITE BELOW 16‘{'3 LINE "

S B ,
The above plan of corrgction is|approved as of Plan of correction jmplementation statt!s as of 7

|3

fe)

[ M

{Date) -
' [ ] Fuly mplemepted

' E’ Partially Implefnented - Adequate E:’rogress
The above plan of) correction wiis approved by { tlnj -~ [] Partially Implemented|- lnaquuate: Progress
. ifials) . E ?
[ ] Notimplemented i

gorbiaeed £E9SESS2Th 01 =i A=A VR =R FIMOS BNUIANI iwWodq £2:GT 8182-S8-1NC
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Violation Roport:|44744 - 03/22/20186 - McConnell, Deb
PCH Name: INDIANA SQUARE PERSONAL CARE HOME

1. REGULATION 85 Pa.Code §2600 -
2600.16(c) - The home shalllreport the Incident or condition to the Depariment's p

fIAmaanig Qi T
pensing

sonal care home rtfgional

personal care home compiaint hotline within 24 hours in a manner designated by the Department. Ablise repo

also follow the gLElidelines in Tectlon 2600.15 (relating to abuse reporting coverad by law).

icetor the
ing|shall

2a, DESCRIPTION OF VIOLATION] ,
On 3/4/18, at approximately ¥:30 a.m., staff person C was asslsting resident #2 to walk to the dining room 'withrm sitter
walker. The residert was fearful of falling and started to ory, and said to staff person C, "liam trying, | ¢an't. | nepd|help”.
Multiple staff reported hearing staff person C in a raised voics, yelling back at the rasident; "Yes you can do it, that'
because you wan't listen to me."; On 3/4/18, allegations of verbal abuse was made hgainst staff persofi C regandiin
resident #2. The home did not submit an incident report to the Department until 3/22/18. i

3. PLAN OF CORRECTION (POC) I(Attach pogos as nocessary, Remember that you must sign anﬁl date any attached pagrs.)

Include staps fo correct the violagion described above and sleps te prevent a simifar violation from odourring agsin. If stepsipannol be Ndmpleted
immodiately, incluife dates by wilich the steps will be complated. :

Wgon & adils, guk «L&\\:‘c fhe Verod obuse aMuopiion Boodast (e
o by s\uféﬁ A€ Vv Miiniododut ot el S b
o0 stk G, [T ine Wbt eyt Wil wlgd &M‘:]f an
neldend fpott 1 [send Yo Fhe Tph. o Waksin Sorvicel. Wi
+he &z%'\%w&d '*\,’iwm ,& & . S‘\”G\:EF WS (eNeided on Néu&ﬁ
60 Teidend pro(-ﬁvq- |

W mecem\oc WL leports any abwse Q,L\n%c:b..‘an j
\W\NQ.&CJR,\\\ \ \\c}%@\inﬁ' DHL = RoAad . |

Repeat Violation: No Dgte(s) of Previon.‘gf Violation(s):
1 1

o B
Signature of Legal Entity Representative ' .
{Required on EVERY Page)} , ‘
4

Printed Name and|Title of LegT Entity Representative N I I M r' 7@(} /(lé# - I Q :{{ / f

{Reguired on EVERY Page
DEPARTI\’]E]\T USE ONLY - HOMES MAY NOT WRITE B '.LOW TH% LINé!
A i

The above plan ofjcorrection is approved as of 1 gl1% Plan of correction (mpleméntation status as of % ] f %
(Data) : ' Détfe)
[:] Fully Implemented
@- Partially Impiemented |- Adequate 'eress
)

The above plan ofjcorrection was approved by | D Partially Implethented;- Inadequate

i iProgress
nitials :
) [C] Not implementpd ;

' i
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Violation Report: i44744 - 0372

PCH Name: INDIANA SQUARE

!
2!20‘18 - McConnell, Deb

PEBSONAL CARE HOME WEST BEGI]

52

N EIELD OFSICE.

1, REGULATION §|5 Pa.Code
2600.23(a) -~ Ahome shall p

Humen Be

2600
%vide each resident with assistance with activitles of d
asgsessment andlsupport plan. '

viggs Licensing
ily livirig as indicats

dinthe

<

sident's

25. DESCRIPTION OF V%OLAT{:ON

I
eding and drinking

An agent of the Depariment observed multiple resident who need assistance with f includirgy|regident
#3. Resident #3's assessmeNt, dated 3/20/17, indicates that the resident requires ssistance with eating and dyjmking, and
staff will provide physical assjstance throughout the meal. However, multiple staff gnd resident family fnember |iterbiews -
indicate residents are not ass :sted in a timely manner and left fo set for extended pg rlods of time untll fad. The|rpme has
failed to provide the needed assistance. ;
|

3. PLAN OF CORILEGTION {POC) (Altach pages as necessary, Remember that you must sign ang date any attached pagjas,)

fnotude stops to correct the violation descrrbed above and sleps o prevent a similar violation from ogouning agaln. If steps cannot be fompleted

immediately, inclufla dates by wich the steps will be compleled, i

I: \ i _g.-

The Madataodd fevieued Yne Popes ploeastuies Aand  2haid
Sfcﬂ(ih% dace. Qwumd oo, AN thaif Wil ondbe sude el

6 ~ . .,\ ‘ ‘“‘ eeﬂ e . R .;\.
(esidans G ) assvalance Veciene ix bBree alt oﬁl v

- | ——— . ) i ‘

(esidunds have Beeln Socved . T\ sl wilh, & Lot Y Cesdll

by M\N hove
RsShsdoygle -

e A
Yo W

W] AL ohsefve tead Hva

taaedioos
O WweeX

NG

Ke qule o\ quide \iag

’Q"MS’\\Q&\ Ql‘\{ﬂi and vo \CX\gﬂ\’ need oy

h—5

neS

byed 7\3

;%L\@Wr’uzx

ik

Repeat Viclation: No D%te(s;)rof Pl('_e\vious Violation(s):
Signature of Laga| Entity Reprgsentative) : !
{Roquired on EVERY Page) |
Printed Name and|Title of Legal Entity Representiti a\ ﬂc M D = / é
(Required on EVERY Page) M@ 2 oy 1 X i /X—,
" - I.(l{ ;‘ =
DEPARTNMENT USE ONLY - HOMES MAY NOT WRITE BELOW, THIS LINE!
The above plan oficorrection is [@pproved as of q a‘ {X Plan of correction fmplementation sialtfs ssof 7 ﬁ [ , ?
(Dale) ' ; Dele)
[T] Fully implemented |
: |
Partlally Implemented|- Adequate Rrogress
The above plan of|correction was approved by Partially Implementad|- |nadequate§ Frogress
Inittals i
( ) [] Notimplementid :
L
£2r6:r988d £E98S9S Tt 1oL cb12Tibbel AHNGOS UNUIANT swodq £2:87 8T82-S8-Tr




Violation Report:|44744 - 03/22/20'18 - McCGonnell, Deb
PCH Name: INDIANA 8QUAREH PERSONAL CARE HOME

| Bdron

EH I W Tat )
T A% IS B AL
1, REGULATION 5{5 Pa.Code 2600 ‘
2600.42(¢) - A resldent shall ¢ treated with dignity and respact. WEST RECEON FIELD OEFICE
: Human Sprvices Liconsing

2z, DESCRIPTION OF VIOL ' )
Muitiple staff and resident fa member Interviews indicate staff kiss residents, in¢luding| resident #3]on the fiihehead
and lips.

3. PLAN OF CORRECTION (POC) (Attach pagcs' as necessary. Remember that you must sign anfl date any attached paghs.)

include steps to chrecr the violalion desoribed sbove and sleps lo prevent a similar violation from odcurring again. If slepsibannot be fid
Immediately, include dates by wiich the steps will be completed, . !

\\'\t M\m (2V fewed \D\\a)c Me,. P lopd mou@ of S‘(\imf I
okberkion| Yo f tillents ““ﬁ* locay ()mwsmm Fallad s
S‘c&c'(: dek\ \\POL E‘/J;l.om,\\m %\\eg N ‘-\'h(,g_‘\'f\C\usl@\ ho‘\*«?\é L 6K
hehween Céco&F Qs Q«%tdmi [ fmilies qng UCephtlde whoys
Snowiney altleckipy 5

ﬂ—\_\{_\ﬁ. i sl ke Wik Cocliuut A educdite [0l aé%cb
et Tsappiopiade Ways oI te wilt Yo

mpisled

A
s

Repeat Viotation: No De?te(s|) of PreyioRViolation[(s):

_\
Slgnature of Lega) Entity Representative i
{Reaulred on EVERY Page} l g

Printed Name and|Title of Legal Ellltlty Representatifle [ | . |
(Reauired on EVERY Page) . f (i M@U@ NE (@ g / X / j‘

—

DEPARTMENT USE ONLY - HONMES MAY NOT WRITE BELOV\} TI&{S LlNli:

The above plan ofjcorrection is{approved a8 of Plan of correction Ifnplemenlallorn statis as of 7 lq { b3

Date)
D Fully Implcme

1
@* (&; Partially Implefnented|- Adequste F:"ogress
_ i
The above plan of|correction was approved by D Partially implefnented|- Inadequata;Progress
(Initials) ‘

{Date)

—

ed i

E:] Not Implernented

|

eS8 90Rd £E9659G2TH 0L 2F12Tibbal RALUNHS BNYTANT swodd £2:S57 8182-Sa-1MNr




1\

use of the bedral

8.

0 § of 11
Violation Report: 44744 . 03/22/2018 - McConnall, Dab
PCH Namo: INDIANA SQUARK PERSONAL CARE HOME JuLlax 2‘913
] ] N
1. REGULATION 55 Pa.Code §2600 _ ;
- Aras ' WEST BeGlon Fi{ém OFFICHE
2600.42(p) - A resident shall be free from restraints. e aq Ligensing |
2a. DESCR!PTIOI\ OF VIOLATION
On 3/22/18, at 3:54 p.m., resident #3 was observed by an agent of the Department partially sitting up in bed wit his}lher
legs trapped in the gap of approximately 12" between the bedrails on the left side of the bad. The Veldro mat uffed to
cover the openings of the bedirails was laying on the floor by the resldent's bed. The right side of the bed was pﬂmh Ld up
against the wall. | The resident is[physleally unable to raise and lower the bedrails ard is nét cognitively|laware ofl {he

proper

The &5
o (oud
hed (Ol s

T Add

C o™

3. FLAN OF CORRECTION (PQC)

0

rim R
g Wit ¥
L i Y

o ot

At

e d

I(Attach pages as necessary, Remermnbor that you must sign an

Inciude steps te correct the violation described abova and steps lo prevent & similar violation from odcurring again. If steps!
immediately, ncluble dates by which the steps will be comploted. !

e bed it Wese

' Wanadiodely (evvovel oy e Ckc\vww;a&aj
Mot \as Ploces |

v e Heog, Whenevel Yhe (€ idenk o,
orol Qaviewed Y ' I

b o Lok (et w &N olders ¢

L WL do Weely Wk ‘_\‘\(\(om%\\s |
\ ‘\*\ o e X Jufe e ofe o

Su.\&\-

i
| date atly attached pag

e

ONS

g o .

Ded

(e&&(‘ d

5.}
cantiol be
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Repeat Violation: r\lo L. .e(e%.) of Pre}dnus \‘I\io[aﬁon(s}:
Signature of Laga| Entity Representative
{Required on EVERY Page} T IAMPA_ m

Printed Name and

{(Required on EVE

RY Page

Title of LegT! En'mty Representdtive

/ dr'ﬂfﬂﬁ N ffiﬁﬂ{;

L.

£

DEPARTh}lEI\

IT USE ONLY - HOMES MAY NOT WRITE BEELOW, THIS LINE

-

The above plan of

The above plan ofj

correction islapp

correction was a

roved as of m
(Date)
pproved by é %:
tials)

]
O

Plan of ¢orreation

Fully Impleme
Parllally imple
Partially Imple

D Not Implemented i

Implementatlon staty

hted {
mented

« Inadequate;
1
{

mented

:
- Adequate Frogress

5 as of 7/74? ]
E (Dale

Progress

%{/}7
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Violation Report.|44744 03/28/2018 - McConnell, Deb LT
PCH Name: INDIANA SQUARE PERSONAL CARE HOME I
'\E FEELU \JFI o dae

—
1. REGULATION 55 Pa.Code §2600 Hgmﬁﬂ SerVicss Lcensing

2600.181(d) - A reSIdent's speclal dietary needs as prescribed by a physioian, physitian's assistant, catified redistered
nurse practltlone[ or dietitian|shalf be met. Documentation of the resident's special dietary needs shal[|be kept jf{ the

resident's record

2a. DESCRIPTION OF VIOLATJON ? ; i
The American Digtetic Assogjatian indicates a level 2 Dysphagia Mechanical Altered Diet donsists of foods thatjare molst,

soft-texturaed anq easily forms into a bolus. ! '
Resident #3's medical evalugtior), dated 1/17/17, indicates the resident is ordered & mechanical soft digt with n ctaq thick

liquids. However, on 3/23/2, at 12:00 p.m., resident #3 was served whole kernel cprn. !

3. PLAN OF CORRECTION (POC) {Atmch pages as necessury. Rernember that you must sign anjl date any attached pag!fs.)

include steps to carrect the viclalion esonbed above and steps to pravent a simifar vidlation from odcurming ggain. If stopsj camiol be fidmpdelsd
immediately, include dafes by which the sleps will be completed. |
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Repeat Violation: No Ds}te(s) of Previous Violation(®): | ™\

Signature of Lega| Entity Represehtative i
(Required on EVERY Page) T ; A

Printed Name and; Tltle of Legal Entity Representative
(Requlred on EVERY Page) | el !:72512 WE atoy ka /g*
_DEPARTMEI\&T USE ONLY - HOMES MAY NOT WRITE BIELOV\{ THIS LINE

o : C” 4]z ' i
The above plan of correction is appLoved as of {Dateg Plan of correction mpfcmicantatlon stath as of 7/‘7 (7
o Jtej

[] Fully Implemefited

fg Partially implejnented - Adequate Frogress’
The above plan ofjeciraction was approved by D Partially Implefnented:- Inadequate |Progress
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hifials '
) [T] Not implemented
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(7) Compiste t%iocumentatlon IF accordance with § 2600.187 (relating to medication recc

rds).
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Violation Report:|447‘44 - 03/22/2q18 -McConnell, Deb i
PCH Name: mmANA SQUARS PERSONAL CARE HOME WES MIELD BFECE
1. REGULATION 55 Pa.GCode &zealo 4 94k Lisahsing .
2600.182(0) - Medlcation administration mcludes the following activitles, based on the needs of the regident. .

(1) |dentify the correct resident. ;

(2) Ifindicated by the prescnblbrs orders, measure vital signs and administer meglicatiops accordingly.

{3) Remove the medication from the ongmal container,

{4y Crush or ;l:)llt the medic atlon as ordered by the prescriber. !

(&) Place the edrcatuon m a medlcatlon cup or other appropriate container, or in|the resident's hanﬂ.

(8) Place the rpedlcatlon nL the resident's hand, mouth or other route as ordered py the prescriber, I\J aceorddnosiwith
the limitations specified In § ?600 182(b)(4). '

2a. DESCRIPTION OF VIOLATION
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On or about 3!1941 8, at approximately 12:00 p.m., staff person B placed all of resident #4's 12:00 p.m.jmedicatipnsinto a
milkshake and gave It to the fesident to drink. Steff did not remain in the room fo eI,sure the resldent drank th millUshake
go that the medication was agministered. Resldent #4 is ordered multiple medicatighs, including the fGllowing 2:00
p.m. administration: :
* Atorvastatin 10mg
* Clopidogre! 75mg
* Furosemide 20mg :
* Lisinopril 2.6mg
3. PLAN OF CORRECTION (PQC) (Altach pages as necessary. Remember that you must sign angi date any altached pné,s)

Inolude steps 1o corfect the violalion dosorihed above and steps fo prevent a simifar violalion fror odourming agsin. If slepm annof be fdmpleted
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Violation Report: 1'44744 - 03/2¢/20,18 - MoConnell, Deb v ;

1. REGULATION §5 Pa.Code §2600 Humen Sarvices Licensing ;
2600.228(h) - The only grounds for discharge or transfer of & resident from a homeare for the following condii
{1) Ha resideqt Is a dangey to himself/herself or others.
(2) If the legal entity chooses fo voluntarily close the home, or a portion of the hofe. )
(3) I¥ahome determines that a resident's functional level has advanced or declingd so that the resident's ne
be met in the home. If a resilent or the resident's designated person disagrees with the home's decis%an to dig

transfer, consultation with an ap;'fropriate assessment agency or the resident's physician spall be madg to deteigni
resident needs ajhigher levellof Gare, A plan for other placement shall be made as soon as possible by the ednii
in conjunction with the reslde tabd the resident’s designated person, If any. If assistance
administrator shé}ll contact agpropriate local agencies, such as the area agency on
retardation program or drug and 'plcohol program, for assistance, The administratoy shall
personal care home regionaljoffice, . ‘
(4) If meeting the resident's needs would require a fundamental alteration in the Home's
would create an Undue firanglal or programmatic burden on the homoe. ~
(5) if the resident has failed to |pay aftor reasonable documented efforts by the hoyne to
(6) If closure of the home iB inltlated by the Department.
(7) Document Id' repeated|violation of the home rules.

pragram or building ¢

obtain paym:'Jant.

1
!
i
1
1

2a. DESGRIPTION OF VIOLAT{ON . i
Resident #6 was ldischarged ron the home on 2/6/18 against the resident's will. O 1/18/118, the home gave r
30-day notice of discharge. f.ccqrding to the home, the resident was given the notide due for repeated|violatio
home rules by not allowing the home to thoroughly clean his/her badroom once weekly. Héwever, the trome di
docurnent the violation or any attempt to counsel| the resident on the violation prior i$suing to the 30-da;/ nolice.

i
3. PLAN OF CORITEGTION {PQC) lAttach pages as necessary. Remember that you must sign ang date any attached pages.)

Include steps lo carract the violaljon desaribed abovg and sleps to prevent a similar viofallon from ockurring ggain. If sieps 8annot be bmplod
immediatsly, inclucre dales by which the steps will bé completod. i
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The above plan of|correction is apptoved as of - 714 12 Plan of carrection (mplementation statuj;; asof 7 7é )[/
H e)

(Date I

D Fully Implemented
Parttally Implemented|- Adequate Pfogress

4
Partially Implemented - Inadequate! Progress

The above plan oflcorrection was approved by
{Inifials)

D Not implemeni :d ’
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