'pennsylvania

DEPARTMENT OF HUMAN SERVICES

wov g & 2018

TriM. Tran

Vice President, Treasurer and Secretary
Douglassville Aid I OPCO LLC

330 North Wabash Avenue, Suite 3700
Chicago, Hllinois 60611

RE: Amity Place
139 Old Swede Road
Douglassville, Pennsylvania 19518
License #: 226560
Dear Provider:

As a result of the Department’s Bureau of Human Services Licensing annual
inspection on September 7, 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:/f'www.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.

Enclosure
License Inspection Summary

Bureau of Muman Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 171281 717.783.3670 | F 717.783.5662 | www.dhs.pa.gov



VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa.Code Chapter 2600 Page 1 of 16

FCH Name: AMITY PLACE

License Numbar 22656

Address: 138 OLD SWEDE ROAD, DOUGLASSVILLE, PA 19518

County: Berks

Administrator: fohn McGovern

Raglon: NORTHEAST

Legal Entity Name: DOUGLASSVILLE AID Il OPCO LLC

Legal Entity Address: 330 N WABASHAVE SUITE 3700, CHICAGO, IL 60611

Certificale{s) of Occupancy
-1
02/15/2009
Arnity Township

Staffing Hours
Resident Support: 0 Tatal Daily Statf: 107

Waking Staff; 80

Type of Inspactlon: Full BHA Dociet Number:

Hotice: Unannatnced

Reasan{s) for Inspection(a)
Renewal

On-Site Inspections Dates and Department Representatives On-Site
08/07/2018: Harvey, Jason; Durnas, Gerald, Mendez Vanessa

OF-Site Inspection Dates and Inapectors, if Applicable

Other Detaila
Partiat or Full Triggers: Random Indicators:
Resident Demographic Data ag of Inspection Dates
Licensed Capacity: 100 Number of Reaidents who:

Number of Realdents Servad: 75

Socured Dementla Care Unit In Hame: No
Area:

Secyred Domantla Unit Capacity, if Applicabia:

Number of Resldents Served in Secured Demantia Care Unit,
if appHcabls:

Number of Current Hospice Residents: 3

Numbar of Hospice Residents in pastyear: §

Racelve Supplemantal Security Income: 0
Are 60 Yoars of Aga or Qider: 75

Have Mental liness: 0

Havo an Intellectual Disabliity: O

Have a Mobllity Need: 32

Have a Physical Disability: C
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Violation Report: 22656 - 09/4772018 - Harvey, Jasan
PCH Name: AMITY PLACE

1. REGULATION 55 Pa,Code §2800
2600.50(a) - Staffing shall be providad to meet the needs of the residents as specified in the resident's assessment and
support plan.

?a, DESCRIPTION OF VIOLATIGN

The home's letler from Fire Maranar-and 5121718 detarmines that residents should be evacuated from the home wilhin &
minutes and has 4 fire safe areas. On 9/7/18, there were 7§ rasidents present in the home. 32 of these residents have a mobility
need and acquires assistance in an evacuation,

Ot the residents that reside in the personal care home, thera are the following:

. The heme has 3 out of 4 wings were residents reside with mobility needs.

. 21 residents that require 1.1 physical assistance to transfer from their beds or chairs in order (0 evacuale in an emergency.

. 11 residents that require 2,1 physical assistance fram staff to transfer from their beds or chairs and evacuate the home in an
emargency.

On 9/4/48, 9/5/18 and 9/618 fram 11:00pm-7.00am, there were 2 staif working in the hame, Two staf cannot evacuate all residents
safely based on the resident’'s mobility needs.

3. PLAN OF CORRECTION {POC) (Ajtuch pages as nccessary, Remember that you st sign and date any altached pages )
inclida steps o correct the violalion described above and slaps to prevent 8 similar viclation from coourring again. if steps cannal be completed
immediately, mclude dates by which the sleps Wil be completsd.

Please see attached documention.

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

Signature of Legal Entity Representati
{Required on EVERY Page] WAMNV\(W

Printad Namo and Title of Legal Entity R{éresentat fve

BeauredonEVERYEael Bl e lyoveryt | Eg&cﬁmw Mf’éw o “Uo\l%

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is approved as of Mm Plan of correction implementation status as of 11-21-18
{Date) W
D Fully Implermented
[X] Partially implemented - Adequate Progress
The above plan of correction was appraved by mﬁ/‘ . [:] Partially lmplementad - Inadequate Progress
(Iniials) :] Not implementad
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2600.60 ;l

» On8/7/18 the administrator and CSM immediately reviewed the schedule to ensure
that no Jess than 3 caregivers were on the 3™ shift.

¢« Effective 9/12/18 the CSM, ACSM and scheduler meet weekly to review the staffing
schedule to ensure proper coverage.

s The Administrator is responsible for compliance. The CSM and/or designee will
review the schedule weekly at a minimum x 12 weeks to ensure compliance, The
reviews will be discussed in monthly Qf meetings. The Q! Committee will determine if
continued auditing is necessary based on 3 consecutive months of compliance.
Monitoring will be ongoing.

< f 11-21-18

Submission of this response and Plan of Correction is NOT a legal admission that a deficiency exists or, that
this Statement of Deflciencies was correctly cited, and is also NOT to he construed as an admission against
interast 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 dces
NOT constitute an admission ar 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.
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Violation Report: 226586 - 08/07/2018 - Harvey, Jasocn
PCH Nama: AMITY PLACE

1. REGULATION 55 Pa.Code §2600
2600.85(a) - San:tary conditions shall be maintained,

23, DESCRIPTION OF VIOLATION
Resident # t's glucometer contained dry bicod on the device.

3, PLAN OF CORRECTION (POC) {Attach pages 28 nzcessary. Remember that you must sign and date any atluched pages )

include steps lo correct the violation described above and slens o prevent & simifar violation from accurring agein. If steps cennol be completed
immediatefly, include dates by which the steps will be complelad.

Please see attached docurmention,

Repeat Violation: No Date(s} of Previous Violation(s}:
Signature of Legal Entity Reprasentative _

[Required on EVERY Paas) . zm C}ﬁ@%ﬁi

Printed Name and Title of Legal Entity f;ﬁ ntative Date | { 5 fg
{Required on EVERY Page) le éwfgﬁ EK-er:Ci’Ni bir‘aa e

GEPARTMENT USE ONLY - HOM&S MAY NOT WRITE BELOW THIS LIQE!

11-21-18
{Dals)

The above plan of correction is approved as of Plan of comection implementation status as of 11-21-18

{Date)
Fully implemented

Partially Implemenied - Adequate Progress

Partiailly Implemented - Inadeguate Progress

The above pian of correction was approved by ﬂlg
{litials}

DO

Not implermentad
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2600.85({a)

+ The glucometer for Resident #1 was immediately cleaned and sanitized.
= On 9/10/18 current resident glucorneters were checked to ensure they were clean and
sanitized,

» The CSM is responsible for sustained compliance. The ACSM and/or designee will
audit current glucometers weekly at a minimum x 12 weeks to ensure compliance,
The audits 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 angoing,

Submission of this response and Plan of Correction is NOT a legal admission that a deficlency exists or, that
this Statement of Deficiencies was correctly cited, and is also NOT to be construed as an admission against
interest by the residence, or any emplayees, 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
NQOT 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.

*The Admnistrator will oversee to ensure ongoing compliance. 11-21-18 A’ﬁ
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Violation Report: 22656 - 0B/07/2016 - Harvey, Jason
PCH Name: AMITY PLACE

1. REGULATION 55 Pa.Code §2680
2600.124 - The homea shall notify the local fire department in writing of the address of the home, tocation of the bedrooms

and the assistance needed to evacuaie in an emergency. Documentation of notification shall be kept.

2a. DESCRIPTION OF VIOLATION
The home's natification to ths loca! fire deparimant dated 7/30/18 did not include the total capacity of the home or the correct number

of residents with mobility neads.

3. PLAN QF CORRECTION {(POC) (Auuch pages as necessary, Remoember tial you must sign and daic any attached puges
Include steps to correct e viclation described above and steps to prevent 8 simiiar viclation from cccurring again i sleps cannot be complefed
immediately, include dates by which the sleps wil be comprersd

Please see attached documention,

Repeat Violation: Na Date(s) of Pravious Violation{s):

Signuture of Legal Entity Representath
{Required on EVERY Page) "’ﬁ‘f« mﬁ

Printed Name and Title of Legal Entity gepresenmuve Date )
i EVERY P :
(Required eq 242 t,\rm M( lﬁﬁ“*’fvh f; ‘E‘K.-C CJINVC bﬁ”(r’%ﬁ( R : L I {8

DEPARTMENT USE ONL‘;' HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is appreved as of —]jfi'—ﬁ———— Plan of correction implementaticn status as of 11-21-18
{Uste) el
m Fully Implemantad
P ?‘XS] Fanially Implemenied - Adequate Progress
Ths above pian of correction was approved by iz _— [:[ Partially Implementad - Inadsquate Progress
{Initials)
[:l Not Impiementad
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2600.124

»  On 10/24/2018 the Executive Director wrote a new letter to our Jocal Fire Chief, I
- that meats the requirements of the regulation {capacity and a brief
description of our residents mobility needs) and sent it certified mail {(attached). ves
Additionally, a professional diagram of our community was included [attached).

¢ Moving forward, the administrator, or designae, will be responsible for ongoing

compliance by notifying the fire department of any changes to this letter,
112118 Pt

Submission of this response and Plan of Correction is NOT a lega! admission that a deficiency exists or, that
this Statement of Deficiencies was correctly cited, and is also NOT to be construed as an admission against
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 agrezment 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.
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Violation Report: 22656 - 0%/07/2018B - Harvay, Jason
PCH Name: AMITY PLACE

1. REGULATION 55 Pa.Code §2600

2600,132{c) - A written fire deill record must include the date, time, the amount of time it took for evacuation, the exit route
used, the number of residents in the home at the tme of the drill, the number of residents evacuated, the number of staff
persons participating, problems encountered and whether the fire alarm or smioke detector was operative.

2a. DESCRIPTION OF VIOLATION

The home did net document the correct number of residents evacuated during the fire drilis held on the following dates: 1171417,
121317, 0125118, D2/20/18, 03/28/18, D4/24/18, 06114718, GB/21118, 07/25/18, end 08/22/18,
The wrilten Tire drili recard indicates:

89 residents in the home and 0 residents evasuated on 11/14/17

72 residents in the home and 29 residents evacuated on 1213117

£4 residents in the home and 25 residents evacuated on 01/25/18

58 residentis in the home and 22 rasidents evazuated on 0272018

73 residents in the home and 33 residents evacuatad on 03/28/18

75 residents In the home and 14 residents evaguated on 04/24/18

73 residents in the home and 17 residents evasuated on 05/14/18

71 residants in the home and 27 residents evacuated on 08/2118

71 residents in the home and 15 residents evacuated on Q7/25/18

73 residents in the home and 28 residents evacuated on 08/22/18

3. PLAN OF CORRECTION {PQC) {Attach pages as necessary. Remember that you must sign and date any attached pages.)
Includs steps to comrect the violetion dascribed above and steps (o pravent a similar vicletion from ogouming again. i steps cannot be complated
immediately, include dates by which fhe steps will be completed,

Please see attached documention.

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

Signature of Logal Entity Representati
{Required on EVERY Page) \V\AM

Printed Name and Title of Legal Eﬂn epresentahve Date | ?a :
Required on EVERY Paga . M C ‘uv(ﬁ‘iﬁ EK?{U e iff’t i Ig

1

DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS LfNE!

- 13.21-18
The above plan of correction Is approved as of —_—— Plan of correction implementation status as of 11-21-18

Fully Implemented
Fartially Implemented - Adequate Progress

Vi
The above glan of correction was approved by
{Initials)

Partially implemented - Inadequate Progress

OO

Nct Implemented
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2600,132(c)

» Foliowing our monthly fire drills on 9/27/18 and 10/30/18, the Maintenance Director
completed the DHS fire record which reflects that all 73 residents participated In the
dril] {(attached).

e Moving forward, the administrator, or designee, upon completion of the fire drilf will
review and initial the DHS record to ensure the record meets regulation #132, 112118 Af

Subrnission 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 against
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
carrectness of any conclusions set forth in this allegation by the survey agency,
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Violation Report: 22656 - 09/07/2018 - Harvey, Jasan
PCH Name: AMITY PLACE

1. REGULATICN 55 Pa.Code §2600
2600.132(f) - Aliernate exi{ routes shall be used during fire drills.

23, DESCRIPTION OF VIOLATION
The home's fire drill record indicates the home is not alternating exit routes during maonthly fire drills. The home fire drill log indicates
the home used the 108 wing door exit during monthly fire drilis on; D3/28/18, 04/24/18, and 05714718,

3. PLAN OF CORRECTION (POC) {Attach pages as necessary. Remember that you must sign and date any attached pages.)
includts steps 1o correct the violation described above and sfeps 16 prevent a similar vigfzuon from cocurring again. If steps gannot be completed
frmediately, include dates by which the steps will be completed

Please see attached docurmentian.

Repeat Violation: Yes Date(s} of Previous Viclation{s): 10/08/2017

Signature of Legal Entity Representative :

(Requirad on EVERY Page) T VA e di—

Printed Name and Title of Legal EnutyRepiQSentatw‘. S } o Date : é )
Leqllifﬁd gn EVERY Piga) \}Cll&h M [jﬁyerh EM(U“;"’{E Bif’éf( & ['t ig

k]

DEPARTMENT USE ONLY - HOMPS MAY NOT WRITE BELOW THIS LINE[

, L 11-21-18
The above plan of carrection s approved as of T, Plan of correction implementation status as of 11-21-18
{Darte) T
[] Fuliy lmplemented
Eil Parlially Implermented - Adequate Progress
The above plan of correction was approved by ﬁg D Fartially Implemenieq - Inadequate Progress
(iﬁmals} -
[:_J Nat implemented
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8

2600.132(f)

e Following our monthly fire drills on 9/27/18 and 10/30/18, the Maintenance Director
completed the DHS fire record which reflects that alternate exit routes were utilized
(attached),

» Moving forward, the Maintenance Director is responsible for sustained compliance.
The Administrator and/or designee will audit monthly fire records at a minimum x 12
weeks to ensure compliance. The audits will be discussed in monthly Q1 meetings.
The Qi Committee will determine if continued auditing is necessary based on 3
consecutive months of compliance. Monitoring will be ongoing.

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 against
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.

“The Administrator will oversee to ensure ongoing campliance. 11-21-18 ’qf
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Violation Report: 22658 - 09/07/2018 - Harvey, Jason
PCH Name: AMITY PLACE

1. REGULATION 55 Pa,Cade §2800
2600.141{a}{2} - The medica! evaluation must include the following: (1) through (10}

2a. DESCRIPTION OF VIOLATION
Rasident # 2's medical evaiuation dated 04717118 did nal contain DOB, height, weignt, puize rate, temp, bloed pressure, spesial health
or dietary needs, immunizations history, health status, or cognitive functioning,

3. PLAN OF CORRECTION (POC) {Attach pages a5 necessary. emember that you must sign and dale any attacked pages.)
nclude steps to comect the viclalion descrbed above and steps fo prevent a similar violation from eccurring again. If steps cannot be completad
immediafely. includa dates by which the steps will be complated

Please see attached documention,

Repeat Violation: No Date(a) of Previous Vioiation{s]:

Signature of Legal Entity Represantative '
{Reguired on EVERY Page) M{. }ﬁ DV YA

Printed Name and Title of Legal Entity Reé}esenmnve

{Raquirad on EVERY Page) f}{d%‘i Mﬁ- [’f@%f?*f?\ g}fff@‘fﬁ th.?z{w Date 1 ‘ ¢ {IS

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

T imin 7 11-21-18
The sbove plan of correction is approvedasof 2~ Plan of correction implementation status as of 11-21-18
(Cate} mm*
D Fully implermented
1all 1 - H
ﬂﬁ [Z} Partially Implemented - Adequate Progress
The above plan of correction was approved by D Partially Implemented - Inadectate Progress
{Initials)
[} Netimplemented
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2600.141(a){2)

* The missing items on Resident #2's medical evaluation were completed by the primary
care physician on 9/12/18 {attached). YES

e The CSM is responsible for sustained compliance. The ACSM and/or designee will
audit alt new DMEs weekly at a minimum x 12 weeks to ensure compliance. The
audits will be discussed in monthly QI meetings. The Qi Committee will determine if
continued auditing is necessary based on 3 consecutive months of compliance.
Manitoring will be ongoing.

“The Administrator will oversee to ensure ongeing compliance. 11-21-18 xﬁ’f

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 against
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 admissien or agreement of any kind by the facllity of the truth of any facts alleged or the
correctness of any conclusions set forth in this allegation by the survey agency.
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Vialation Report: 22658 - 09/07/2016 - Harvey, Jason
PCH Name: AMITY PLAGE

1. REGULATION 55 Pa.Code §2800
2500.162{c) - Menus, stating the specific food being served at each meal, shall be prepared for T week in advance and
shall be feliowed. Weekly menus shall be posted 1 week in advarice in a conspicuous and public place in the home.

2a. DESCRIPTION OF VIOLATION
The home's menus posted in the dinring recam did not centain the followings weeks menu.

3. PLAN OF CORRECTION (POC) fArtacl papes as pecessary. Remember that you must sign and dute any atiached pages )
Inclupda steps to correct the violation describad shove and sleps (o pravent & similar viclation fram oogurring agaln. if steps cannat be completsd
immedietely. include dates by which the steps wili be compieted

l Please see attached documention.

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

Signature of Legal Entity Representativesy | # {' _ '
{Required on EVERY Page} _ VMW

Printod Name and Title of Legal Entit resentative.
{Requirsd on EVERY Fage} \jﬁ T NC é’fi}?&sfé i E}(f{‘&fgﬁgf{ &{?2{%‘ Date ff 3

DEF’ARTMENT USE ONLY - HO"WES MAY NOT WRITE BELOW THIS LINE!

- . . 11-21-18 . .
fne above plan cf correction s approvedasof =~ Plan of correction implementation status as of 11-21-18

(Date) e
Fully implemented

Partially inipiemerted - Adequate Progress

The aibove plan of carrection was approved by A’é

{Initials)

Partiatly Impiemented - inadequate Progress

OO

Mot Inplemented




f
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2600,162(c)

s The administrator immediately posted the Weekly Menu for the following week.
o A photo taken on 10/25/18 refiects the glass cabinet display within our dining room
that houses these menus {attached). ves

¢ Moving forward, the Administrator is responsible for sustained compliance. The
Administrator and/or designee will audit current posted menus weekly at a minimum
x 12 weeks 1o ensure compliance. The audits will be discussed in monthly Q!
meetings. The Q Committee will determine if continued auditing is necessary based
on 3 consecutive manths of compliance. Monitoring will be ongoing.

“The Adminisirator will oversee to ensure angoing compliance. 11-21-18 f?ﬁ

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 against
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.
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Violation Report: 22656 - 09/07/2018 - Harvay, Jason
PCH Name: AMITY PLACE

1. REGULATION 55 Pa,Code §2600
2800.182(b} - Prescription medication that is not self-administered by a resident shall be administered by one of the
following:

(1) Aphysician, licensed dentist, licensed physician’s assistan:, registered nurse, certified registered nurse practitioner,
lcensed practical nurse or licernsed paramedic,

(2) Agraduate of an approved nursing program functioning under the direct supervision of a professional nurse who is
present in the home.

{3) Astudent nurse of an approved nursing program funclioning under the direct supervision of a member of the nursing
school faculty who is present in the home.

(4) Astaff person who has completed the medication administration training as specified In § 2600.120 for the
administration of oral; topical, eye, nose and ear drop prescription medications; insulin injections and epinephrine
injections for insect bites or other allergies.

2a. DESCRIPTION OF VIOLATION

Staff person A and B dd not complets tha initial medication adninistration fest. Solh test was net dated, or the medicaticn
administration observalions were not completed. Staff persar A and B routinely administers med:ications but is not properly trained to
do 50

3. PLAN OF CORRECTION {POC) (Autnch puges as necessary. Remembar thig you must sigs and date any atached pages )
{nciuce sleps to correct the viclation described above and steps fo praven & similar violation from coowrring again. ¥ steps cannat be completed
inmeaciatsly, inctude dates by which the steps will be compieled.

Please see attached documention.

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

Signature of Legal Entity Representativg] |
{Required on EVERY Page} F2N m ﬁﬂ‘%"—

Printed Name and Title of Legal Entsty éépresené;tive ) Date 6
{Required on EVERY Page) j Aifl ¢ (pevery | E:wm e 5? !‘(;}W { f/ [g

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

( - 11-21-18
The above plan of correction is approved as of 112118 Pian of carrection implementation status as of 11-21-18
{Dale) %{Date}

Fully Implemented
Partially Implemented - Adeguate Frogress

Tha above plan of correction was spproved by f Partially implemented - inadequate Progress

{Initials}

HUXO

Not Implemented




2600.182(b)

C;TA* p 9A of 16
—

Staff person A and B were immediately removed from administrating medications.
Medication Administration Observations for staff person A and B will be completed by
11/16/18 (staff are PRN).

CSM received DHS Trainer Certification (attached} and has audited the medication ves
training records to ensure that medication technicians have a dated medication
administration test.

Moving forward, CSM, or designee, will conduct quarterly cbservations.

The CSM is responsible for sustained campliance. The Administrator and/for designee
will audit medication fites for completed documentation of training within 3 days of
completing training and prior to being scheduled to work. Audit results will be
discussed in monthly Q! meetings. The Ql Committee will determine if continued
auditing is necessary based on 3 consecutive months of compliance. Monitoring will
be ongoing.

*The Administrator will oversee to ensure ongoeing compliance. 11-21-18 ﬂf

Submission of this response and Pian 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 against
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

carrectness of any conclusions set forth in this allegation by the survey agency.
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Violation Report: 22656 - 09/07/2018 - Harvey, Jason
PCH Name: AMITY PLACE

1. REGULATION 55 Pa.Cade §2800
2640,183(d) - Cnly current prescription, OTC, samptle and CAM for individuals living in the home may be keot in the home

2a. DESCRIPTION OF VIOLATION

The Medical Administration Record for resident #3 did not st the currert prescriplion for Mecizing, In resident’s MAR it is listed as
12.5 mg tab, 1 tab orally threse imes daily 25 needed for dizziness, In med car, two prescriptions were availatle including 12.5 mg {ab
and 25 mg tab.

3. PLAN OF CORRECTION {POC) (Altach pages us necessary. Remember thut you must segn and date any attached pages )

Includs steps fo correct the viciation described above and sfeps to prevent a sirmilar violation from pocurring apein. If steps cannct be completed
immedietaly, inclide dates by which the steps will be complated.

Please see attached documention.

Repeat Violation: No Date{s) of Pravious Violation{s}:
Signature of Legal Entity Représehtatf\'é ' oy
[Required on EVERY Page) i W S IErea
' T
Printed Name and Title of Legal Enu /ﬁ{esentatwe Date
[Required en EVERY Paga) Jt) kﬁ c ;:v:x fﬂ &(’ffi;ﬁ% é} ({,( /"8
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
. 11-21-18
The above plan of correction is approved as of Plan of corracion implementation stalus as of  11.21-18
{Date) —OaE
[[] Fully implemented
[X] Partislly Imptemented - Adeguate Progress
The abave plan of correcticn was approved by f » D Partially Implemented - Inadequate Progress
{Initials)
E:] Not Implemented
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2600.183(d})

¢+ ACSM immediately confirmed the medication order for resident #3 and updated the
MAR.

e The 25mg tablets were pulied from the cart and returned to the pharmacy on 9/7/18.

o Moving forward, weekly medication cart audits will be completed. This will officially
begin the week of 11/12/18,

e Moving farward, the administrator will monitor and be responsibie for ongoing
compliance.

¢ The CSM is responsible for sustained compliance. The ACSM and/or designee will
conduct weekly cart audits at a minimurn x 12 weeks to ensure compliance. The
audits will be discussed in monthly Q! meetings. The QI Committee will determine if
continued auditing is necessary based on 3 consecutive months of compliance.
Monitoring will be ongoing.

*The Administrator will oversee to ensure cngoing compliance, 11-21-18 Aff

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 against
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 alieged or the
correctness of any conclusions set forth in this allegation by the survey agency.
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Violation Report; 22556 - 03/07/20148 - Harvey, Jason
PFCH Name: AMITY PLACE

1. REGULATION 55 Pa.Code §2600
2600.186(a) - Each prescription madication must be prescribed in writing by an authorized prescriber. Prescription orders
shall be kept current.

2a. DESCRIPTION OF VIOLATION
Mezd:cal Administration Record did not have updated docter's grder for resident #3 concerning 25 mg tab Meaclizine,

3. PLAN OF CORRECTION (POC) (Altzch poges as nocessary. Remember tiat you must sign and date any attached pages.)

Include steps to comect the violation described above and siaps lo preven! a similar violation from oocurring again. If Steps cennct be compfeted
immediataly, include dsles by which the sleps will be completed

Please see attached documention.

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

Signature of Legal Entity Repras%ntatwc
{Required on EVERY Paga) A m (

Printed Mame and Title of Legal Ermty esentattve . Date / é / |
{Required on EVERY Page)
Required on EVERY Page Jéi;&z W, ég}%’f&’?ﬁ gxeru e b?ﬂ?c"#’ I i8
_ Foummanfa
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

- ; PO 11-21-18
The above plan of correction is approved as of Plan of correction implementation stalus as of 11-21-18
(Bate) ——
(Date)
[] Fully Implemented

£X] Partizlly implemented - Adequate Progress

- N , Nz .
The above plan of correction was appraved by [:] Partially Implemented - Jnadeguate Prograss
{Initials
} [} Hetimptemented
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2600.186(a)

¢ ACSM immediately confirmed the medication order for resident #3 and updated the
MAR.

e The 25mg tablets were puiled from the cart and returned to the pharmacy on 9/7/18.

» A review of the residents prescriptions was compieted to ensure that all current
doctor’s orders matched the MAR and the medications in the cart.

e Moving forward, the C5M is responsible for sustained compliance. The ACSM and/or

designee will conduct weekly cart audits at a minimum x 12 weeks to ensure

compliance, The audits will be discussed in monthly Qf meetings. The QI Committee

will determine if continued auditing is necessary based on 3 consecutive months of

compliance. Muonitoring will be angoing. P

“The Administrator wili pversee to ensure ongoing compliance. 11-21-18 f

Submission of this response and Plan of Correction is NOT a legal admission that a deficiency exists or, that
this Statement of Deflciencles was correctly cited, and is also NOT to be construed as an admission against
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 admisslon 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 allagation by the survey agency.
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Violation Report: 22658 - G9/07/2018 - Harvey, Jason
PCH Namaea: AMITY PLACE

1, REGULATION 85 Fa.Cods §2600
2600.1587{a) - A medication record shall be kept to include the following far each resident for whom medications are
administered:
{1} Resident's name,
(2} Drug aliergies.
{3) Name of medication.
(4} Strength.
(8) Dosage form.
(6) Dose.
{7} Route of administration.
{8) Frequency of administration.
(9) Administration times.
10) Durstion of therapy, if applicable,
1) Special precadtions, if appiicable,
12} Diagnosis or purpose for the medication, including pro re nata (PRN).
13) Date and time of medication administraticn.
14) Name and initals of the staff person administering the medication.

{
(1
(
(
{

2a. DESCRIPTION OF VIOLATION

The home did not properly maintain the Medication Administrator Record {MAR) of the indicated resident due to staff incorrectly
franscribing the blood glucese test rasulis in the individual glucemeter:

Resident #4- On 9/5/18 at 4:28pm the reading was 275 but was incorreetily transcrived as 147.

3. PLAN OF CORRECTION [POC) (Astach pages as accessary  Remember thai yau must sign and dutz any attached pages.)

include steps lo correct the violation cescribed ahove and steps to pravant a similar violation from vceurring again. if steps cannot be completed
immagiatefy, include dates by which the steps will be complated,

Please see attached documention.

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

Signature of Legal Entity Representatide © /. 5 o s
{Required on EVERY Page) A4 }yj 7 TPV R

Printed Name and Title of Legal Ent Represenmﬂva ' ' .
{Required nn EVERY Paga) Jo ﬁlfMﬁ é’@?‘i@’ﬂ EK&: v"h ve Af??c—ﬁ"’ Datg ///éﬁg
DEPARTMENT USE QNLY - HOMES MAY NOT WRITE BELOW THIS LINE!

+ X Himr e e 11-21-18
The above pian of correction is gpproved as of =" " Plan of correction implementation status as of 11-21-18
{Date) ~{Date]
D Fully implemented
P [X] Partially Implernented - Adequate Progress
The above ptan of correction was approved by 152 D Partiaily implemented - inadeguats Progress
(Initials)
[:] Not Implemented
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2600.187{a)

¢ The resident, family and PCP were immediately notified.
o The administrator completed and submitted an incident report to DHS (attached). YES
e The LPN was counseled and is no longer an employee.

e Moving forward, the CSM is responsible for sustained compliance. The ACSM and/for
designee will conduct weekly MAR audits at a minimum x 12 weeks to ensure
compiiance. The audits 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.

*The Administrater will oversee in order {o ensure ongoing compliance, 11-21-18 ﬁf

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 against
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 subrission 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.
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Violation Report: 22625 - 09/07/2018 - Harvey, Jason
PCH Name: AMITY PLACE

1, REGULATION 55 Pa.Code §2600
2800.187{d) - The nome shall follow the directions of the prescriber,

2a. DESCRIPTION OF VIOLATION

Cn 9/5/18 at 4:29pm, the blood glucose reading of resident #4 was 275, Per the prescribed siiding scale insulin parameters, the
rasident should have raceived 3 units of insulin bul ingtead recaived no unds of insulin dus te staff incorrectly decurnsenting the blgod
glucose level on the resident’s MAR.

3. PLAN OF CORRECTION (POQG) {Attach pages us necessary. Remember that you must sign and date any atiached pages )

cluds steps to compet the vielation degeribed above gnd steps (o prevent & similar viofation lrom coourring agsin. I sleps cannat be completed
immedigiely, inciirde dales by which the steps will be comgpletad.

Please see attached documention,

Rapseat Visiation: No Date(s) of Previous Violation{s):

Signature of Legal Entity Represantative ' '
[Required gn EVERY Page) % m %W_.-

Printed Name and Titie of Legal Entity Repridentative N Date ///éf
(Reguired on EVERY Pags} 2,/{9;?&?@& éﬁ?’@é’% E}Qf{’if{??’é ff? (rﬁ)_ /g

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

| I 11-21-18
The above pian of conection is approved asof " Plan of correction implementation status as of 11-21-18
(Date) T
D Fully Implemented
"’fz Partially Impleriented - Adequate Progress
The above plan of correction was approved by ___ & D Partially Implemented - Inadequate Progress
{Initials)
D Not imiplemented
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2600.187{d)

¢ The resident, family and PCP were immediately natified.
e The administrator completed and submitted an incident report to DHS {attached). YES
¢« The medication technician/LPN was counseled and is no longer an employee,

¢« Moving forward, the CSM is responsible for sustained compliance. The ACSM and/or
designee will conduct weekly MAR audits at a minimum x 12 weeks to ensure
compliance. The audits will be discussed in monthiy QI meetings. The QI Committee
will determine if continued auditing is necessary based on 3 consecutive months of
compliance. Monitoring will be ongoing.

*The Administrator will oversee to ensure ongoing compliance, 11-21+18 ﬁﬁ

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 1o be construed as an admission against
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 alieged or the
correctness of any conclusions set forth in this allegation by the survey agency.
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Violation Report: 22886 - 09/07/2018 - Harvey, Jason
PCH Name: AMITY PLACE

4. REGULATION 55 Pa.Code §2600
2600.224{a) - A determination shall be made within 30 days prior to admission and dosumented on the Department’s
preadmission screening form that the needs of the resident can ke met by the services provided by the home.

22, DESCRIPTION OF VIOLATION
The preadmission screaning in the record of resident #2 {dated 11/17/2016) did notindicate if the needs of the resident ¢an be met by
the sarvices of the home.

3. PLAN OF CORRECTION {POC) [Auach pages as twcessary. Romzmber thal you musl sign and date any altached pages. )
Include steps lo correct the victation descibed sbove end sleps to prevent 8 simwlar violation from oceurring agsin. If steps cannat be completed
immegiataly. include dates by which the steps will be complelad

Please see attached documention.

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

Signature of Legal Entity Representative  #73 _ . i
{Required on EVERY Paage) 7 " W( FLawo 8,

.3“

Printed Name and Title of Legal En ?;ty Rey antatwe Date
{Required on EVERY Page) (;:;gﬁg;{i’t E ?fﬂ:«}\?i i)t{?‘;ﬁ( A/é/g

DEPARTMENT USE ONLY - HOMES MAY NDT WRITE BELOW THIS LFNE!

ey i N 11-21-18
The above plan of correction s approved asof  _ Plan of correction implemantation status as of 11-21-18
{Date} “"""W
[ Fully tmplemented
P lg Partiafly Implamented - Adequate Progress
The above plan of correction was approved by f [:] Partially implemeanted - Inadequate Progress
(Initials)
[:] Not Implemented
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2600.224(a)

¢ The preadmission screen for resident #2 cannot be corrected due to the date of
admission.
¢ Moving forward, administrator is responsible for sustained compliance.

o The {5M and/or designee will review prior to admission.

« The CSM and/or designee will conduct weekly preadmission screening audits at a
minimum x 12 weeks to ensure compliance. The audits will be discussed in monthly
Ql meetings. The Q! Committee will determine if continued auditing is necessary
based on 3 consecutive months of compliance. Monitoring will be angoing.

*The Administrator will cversee to ensure ongaing campliance, 11-21-18 A’%

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 against
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,
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Viotation Report: 22656 - 09/07/2018 - Harvey, Jason
FCH Name: AMITY PLACE

1. REGULATIONM 55 Pa.Code §2600
2600,225(c) - The resident shall have additional assessments as follows:

{1) Annually.
(21 If the condition of the resident significantly changes prior to the arnual assessment.
{3} Althe request of the Department upor cause to believe that an update is required.

2a, DESCRIPTION OF VIOLATION
Resident Assessmant Support Plan for resident #2 and resident #5 were incomplete. The Personal Care Need and Behavioral or
Cognitive sactions were left blank.

3. PLAN OF CORRECTION {POC) {Atach pages az necessary. Remember that you must sign and date any attached pages )
nciude steps ta correct the vicletion descnbed sbovae and steps lo prevent a similar viclation from coourring again. if sleps cannot be sompleted
mmediately, include dates by which the stepa will be compiafed

Piease see attached documention.

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

Signature of Legal Entity Representativ
{Reguired an EVERY Page} g‘ﬁ%{m {'W

Printed Name and Title of Legal Entltgfepresentatave . ,
. Date
{Required on EVERY Page) \f{,‘im ‘&;c éaV?i’ﬂ fcng{*v'%?u't 9frf;ﬁ” ” é//g

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

. S e e 1121418
The above plan of correction is approved as of Plan of corraction implementation status as of 11-21-18
{Date} —————-—-——(Dme}
i:] Fully implamented
[}:ﬂ Partially Implemented - Adequate Progress
The above plan of correction was approved by ﬁ _ D Partizlly mplementcd - Inadequate Progress
{Inibaiz} -~
L HNot implamented
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2600.225(c)

¢ The CSM immediately updated both Resident #2 and #5's Resident Assessment
Support Plan’s to ensure that their Personal Care Need and Behavioral and Cognitive
sections were completed (attached]. vES

o The administrator reviewed regulation 225{c jwith the CSM and AC5M on 5/10/18
indicating the standard expectation that each resident have a current Resident
Assessment Support Pian at all times,

¢ The administrator will monitor and be responsible for ongoing compliance.

“The Administrator will oversee to ensure ongoing compliance. 11-21-18 x*‘?f

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 against
interast by the rasidence, or any employeas, agents, or other individuals who drafted or may be discussed in
the response or Plan of Correction. In addition, preparation and subrnission of this Pian 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 conciusions set forth in this allegation by the survey agency.
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Violation Report: 22655 - G9/07/2018 - Harvay, Jason
PCH Name: AMITY PLACE

1. REGULATION 85 Pa.Code §2600
2600.227(g) - individuals who participate in the development of the support plan shall sign and date the support plan.

2a. DESCRIPTION OF VIOLATION

The Residant Assessmend Support Plan for resident #5 dated Q2/08/18 was not signed by the resident nor was there any
cocumeniation of the resident’s inability or refusa! to sign the support pian.

The Residen! Assessment Suppett Plan for res:ident #6 dated 07/30/18 was not signed by the resident nor was thers any
documentation of the resident’s inability or refusal to sign the support plan.

3. PLAN OF CORRECTION {POC} (Aitach pages as necessary  Remweriber {hat you amsst sign and date any ttached pages )
Inciuds sieps lo carract e viclalion gascrnbed above and steps to preveni e simviar vicdation from ocournng agamn. I stups cannot be complated
immedigtaly, include delss by which the steps wifl be compleled.

Please see attached documention,

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

Signature of Legal Entity Representative ‘. ¢ .
(Required an EVERY Pagel %@% 71/1 /j»ﬁ}&w

Printed Nama and Title of Legal Entity Reprégema{ive

{Reguired on EVERY Page) ) Ch"'} Me (jsva !’ﬂf E}&gf‘;h.\!g_ ﬁfﬂf*ﬁi’ Date g'! /é /{ 5

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

11-21-18
{Date}

The above plan of coraction is approved as of Plan of correction implementation status as of 11-21-18

{Date}

Fully implemented
ﬁf Partially impleinented - Adequats Progress

{imikials)

The above plan of correction was approved by Fartially Implemanted - Inadequale Progress

RGN

Not Implamented
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2600.227(g)

¢« The CSM immediately updated both Resident #2 and #5's Resident Assessment
Support Plan’s to ensure that their Personal Care Need and Behavioral and Cognitive
sections were completed {attached). YES

« The administrator reviewed regulation 225{c Jwith the CSM and ACSM on 9/10/18
indicating the standard expectation that each resident have a current Resident
Assessment Support Plan at all times.

» The administrator will monitor and be responsible for ongoing compliance.

11-21-18 ﬁé—’
7

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 against
interest by the residence, or any employees, agents, or other individuals who drafted or may be discussed in
the response or Plan of Correction. |n 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.






