pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL — RETURN RECEIPT REQUESTED
MAILING DATE: November 2, 2018

Ms. Melissa Hice
Executive Director
Barnes Aid OPCO LLC
2021 James Street
Latrobe, Pennsylvania 15650
RE: Barnes Place
Certificate #: 444880

Dear Ms. Hise:

As a result of the Department’s Bureau of Human Services Licensing inspection
on July 24, 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,

D bdom 6

Jon Kimberiand
Human Services Licensing Supervisor

Enclosure
Licensing Inspection Summary

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




VIOLATION REPORT

_ N PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 2
peh:Name: BARNES PLACE |Licanse Number: 44488
Address: 2021 JAMES STREET, LATROBE, PA 15650 County: Waestmoreland
Admlnlstmtor Mellssa che . . Reglon: WEST

 Legal Entity Nama: BARNES AlD OPCO LLC

Legal EnutyAddresl 2021 JAMES STREET, LATROBE PA 15850

Certiflcate(s) of Occupancy
C-2LP
06/26/1087
L&l

' Staffing Hours
Haatdant Suppoit: 0 Total Dafly Staft: 67 Waklog. Staﬁ' 50.

Type of Inspaction: Partial " EHA‘nuggqt}ﬁumhm_ ' ' " Notice: Unannounced

Reason(s) for Inspection(s)
_incldent

On-Site Inapections Dates and Department Representatives On-Site

B 7078 Gaorgoulla: Rereny Grazlancy Belinde -

Of{-Site Inspection Dates and Inspectors, if Applicable

07/26/2018: Georgaoulis, Karen
07/26/2018: Gecrgoulis, Karen

Other Details
Partlal or Full riggerst Randem Indicators: o
Reaident Bamographh: Data as of Inspnctlon Dates
Licensed Capacity: 68 Number of Rnsldentn who:
Number of Residents Sarved; 50 Raceive Supplamental Sacurity Incoma; O
{ Secured Dementla Care Unit In Home: No Are 60 Years of Age or Older: 50
Arad: . Have Mental fliness: {
Securad Dementfa Unit Capacity, If Applicabla: ] Have an Intellectual Disabliity: 0
- Number of Residents Served [n Socured Dementla Care Unit, : Hava a Mobility Nead: 17
if appticakio:
: Huve 1 Physlcal Disability: O
Number of Current Hosplce Residants: ?
Numbar of Hospice Rasidents in past yoar: 7
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"Vialation Report: 44488 -GHZa12078 - Georguulie; Rarer
_PGH Name: BARNES PLACE.

"4, REGULATION 55 Pa. Code §26{10
2600.23(a) - A home shall provide each resident with assistance with acfivities of daily living as indicated in the resident's
assessment and support plan.

“ESEBssoNt and-sUpport plan, 1ne resident ia

~2a, DESCRIPTION OF VIOLATION

Resident #1's assessment and support plan, dated 12/12/17 were updated to include:

* 6/26/18 Transferring infout of bed/chair with prompting and cueing and the plan to meet need with some supervision with
getiing out of bed. :
* 6/25/18 Tolleting —needing some physical assistance and plan io meet need assistance with getling on foff toilet and with |-
incontinence care. 1
* 5/30/18 & 6/25/18 Ambulating ~some physical assistance with mesting supervision need. Staff will escort resident to
meals.

* 6/25{18 Supervision and mability -minimal - resident requires staff supervision when ambulating. Direct care staff will
provide minimal supervision in and out of the community and minimal verbal cueing In order to have resident evacuste the
building during an emergency {o a safe place,

* 8/25/18 Frequent falls frequent checks and ask if she needs the bathroom; encourage fiuids, encourage use of call bell,
when paossible bring resident cut to commaon area for activities where staff can see her, .
*8/26/18 Home health PT/OT to evajuate and treal. Gait and strengthening.

* 711818 UT plan to administer medicalions as ordered, encourage fluids, assist with ambulation and ADL's as needed.,
report any pain, fever and decrease in urine output.

~The-home-did-not-provide-the proper-levelef supervision-or-assistance with mobility as-indicated-n the-resident's:

Griwitiessed IS Trom 625/ 8 W 71N B o Tholuae: '
* 6/25/18 — unwitnessed falt In bedroom, found between 6:30 am. to 7:30 a.m., seated in racliner In bedraom with a
laceration to right side of face by aye required 2 sutures and right knee brush burn. treated and released from Latrobe
Area Hospital,
* 6/28/18 - unwitnessed fall in bedroom, found around 6:30 a.m. hit head,
*7/9M8 - unwitnessed fall in bedroom, found st approximately 7:12 a.m. in bedroem face down with bruises on right side

:'3

| of face, Sent to Latrobe Area hospital discharged on 7/10/18.

*7/10/18- Unwitnessed fall in bedroom found in maerning with bruising on right side right lower leg.

1 *7/12/18- Unwilnessed fall found approximately 5:00 a.m. in bedroom on floor between recliner and TV stand holding
| head and erying. Blood at entrance of priv. bathroom doorway. Appears resident might have crawled or fell again face first
onto the floor by table. Had brulsing with bitstering on right handfwrist area and right kness was cozing/sesping.

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

Include steps tu comect the violalfon descrihed above and steps lo prevent a simitar viclation from occurring agafn, If steps cannot he completed
Immediately, Include dates by which the steps wiil be completed.

See Attached Plan of Correction. Page 2Aof 2

Repeat Vioiatlon: No Data(s) of PNVIUU! Viﬂhﬂnﬂfs) A // :

SIgnatum n( Lagal Enﬂty Represantati
: & EVERY_P: 8}

DEPARTMENT USE ONLY H{BMES _MAY NGT WRITE BELOW THIS L! El _

10/5/18
{Data)

 Tre above plan of correction Is approved as of Plan of correction implementation status as of 10/25/18
ate

|:] Fully Implementad
Partially Implemented - Adequate Progress 4

The above plan of correction was approved by : ; 4 D Partlally Implemented - Inadequate Pregress
als : :
j ) - [] Notimplemented
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Submission of this response and Plan of Correction is NOT a legal admission that a deficiency exists or,
that this Statement of Deficiencies was correctly cited, and is also NOT to be construed as an admission
agalinst interest by the residence, or any employees, agents, or other individuals who drafted or may be
discussed in the response or Plan of Correction. In addition, preparation and submission of this Plan of
Correction does NOT constitute an admission or agreement of any kind by the facility of the truth of any
facts alleged or the correctness of any conclusions set forth in this allegation by the survey agency.

2600.23(a)

o Resident #1 discharged to a secured dementia unit on 07/12/2018,

¢ Current residents have the potential to be affected by the alleged deficient practice

T THE TSV WS Tectrained on Updating the RASP {0 énsure that the omme 1§ praviding dssistance
to residents with ADL needs as indicated on the RASP, by Executive Director on 10/08/2018.

= The CSM is responsible for sustained compliance. The Executive Director and/or desighee will
audit care and records 5 residents/ week x 4 weeks to check that the home is providing
assistance to residents with ADL needs as indicated on the RASP, then 3 residents/week x 4
weeks, then 1 resident/week x 4 week. The audit results will be discussed in monthly QI
meetings. The QI Committee will determine if continued auditing is necessary based on 3
consecutive months of compliance. Monitoring will be ongoing.

¢ Completion date: 10/31/2018

10/25{18 %






