pennsylvania

DEPARTMENT OF HUMAN SERVICES

Sent via e-mail toW
MAILING D . Marc ,
Ms. Stacey Meyer

Assistant Secretary

Emeritus Corporation

6737 West Washington Street, Suite 2300
Milwaukee, Wisconsin 53214

RE: Brookdale Grayson View
29 Grayson View Court
Selinsgrove, Pennsylvania 17870
License #: 227930

Dear Ms. Meyer:

As a result of the Department’s Bureau of Human Services Licensing inspection
on February 1, 2019 of the above facility, the citations with 55 Pa. Code Ch. 2600
(relating to Personal Care Homes) specified on the enclosed violation report were
found.

All citations specified on the enclosed violation report must be corrected by the
dates specified on the violation report and continued compliance with 55 Pa.Code Ch.
2600 must be maintained.

Sincerely,

/b /[Aoﬂ(JCJ/‘?/L

Michele Moskalczyk
Human Services Licensing Supervisor

Enclosure
Violation Report

Bureau of Human Services Licensing
100 Lackawanna Ave., Room 330 | Scranton, PA 18503 | P 800.833.5095 or 570.963.3209 | F 570.963.3018 | www.dhs.pa.gov
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VIOLATION REPORT

PERSONAL CARE HOMES - 56

Pa.Code Chapter 2600 Page 1 of 5

PCH Name: BROOKDALE GRAYSON VIEW

License Number: 22793

Address: 29 GRAYSON VIEW COURT, SELINSGROVE, PA 17870

County: Shyder

Administrator: Lennie Boop

Region: NORTHEAST

Legal Entity Name: EMERITUS CORPORATION

Legal Entity Address: 6737 W. WASHINGTON STREET, MILWAUKEE, WI 53214

Certiflcate(s) of Occupancy
C-2LP
01/19/2000
L&

Staffing Hours
Resident Support: 0 Total Daily Staff: 103

Waking Staff: 77

Type of Inspection: Partial BHA Docket Number:

Notice: Unannounced

Reason{s) for Inspection(s)
Complaint

On-Site Inspections Dates and Department Representatives On-Site
02/01/2019: Deluca, Amy

Off-Site Inspection Dates and Inspectors, if Applicable

Other Details
Partial or Full Triggers: Random Indicators:
Resident Demographic Data as of Inspection Dates
Licensed Capacity: 95 Number of Residents who:

Number of Residents Served: 86

Secured Dementia Care Unit in Home: Yes

Area: Clarebridge Hall

Secured Dementia Unit Capacity, if Applicable: 16

Number of Residents Served in Secured Dementia Care Unit,
if applicable: 14

Number of Current Hospice Residents: 3

Number of Hospice Residents in past year: 24

Receive Supplemental Security Income: 0
Are 60 Years of Age or Older; 86

Have Mental lliness: 1

Have an Intellectual Disabliity: 0

Have a Mobility Need: 17

Have a Physical Disability: 1




Brookdale Grayson View

Plan of Correction

The following is the Plan of Correction for Brookdale Grayson View in regard to the Starement
of Deficiency dated 03/04/2018 for incident follow-up inspection on 02/01/2019. The Plan of
Correction report is not to be construed as an admission of or agreement with, the findings and
conclusions in the Statement of Deficiencies, or any related sanction or fine. Rather,itis
submitted as confirmation of our ongoing efforts to comply with statutory and regulatory
requirements. In this document, we have outlined specific actions in response to identified
issues. We have not provided a detailed response to each allegation or finding, nor have we
identified mitigating factors. We remain committed to the delivery of quality health care
services and will continue to make changes and improvements to satisfy that objective.
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Violation Report: 22793 - 02/01/2019 - Deluca, Amy
pPCH Name: BROOKDALE GRAYSON VIEW

1. REGULATION 55 Pa.Code §2600
2600.181(c) - A resident who desires to seif-administer medications shall be assessed by a physician, physician's assistant
or certified registered nurse practitioner regarding the ability to salf-administer and the need for medication reminders,

2a. DESCRIPTION OF VIOLATION
Rosident #1 was admitted to tha home on the evening of 11/15/2018. The resident was parmitted to store medications in their room
and to self-administer medications on 11/16/2018. The resident’s Documentation of Medical Evaluation (DME) form dated 11/8/2018

indicates the resident cannot self-administer any medications.

3. PLAN OF CORRECTION (FOC) (Anach pages as necessary. Remember that you must sign and date any attached pages.}
Include staps to correct the violation described sbave and steps fo pravent a similar violation from occurring agein. If steps cannof he completed
immediately, include dates by which the steps will be complated,

smmedlately, 11/16/18- Resident #1’s medications were removed from her room.
Farnily was notified, Care staff started to administer medications.

2/2019 - An audit was completed of all DME’s on seif-}nedicating residents to ensure it .
indicated that they were able to self-madicate per the assessed physician, Physician’s
assistant or certlfied nurse practitioner. Al residants noted on this audit wers retested

on their ability to self-medicate by designated clinical staff.

3/14/201% and ongoing - Appropriate clinical staff were re-aducatad by the Chinical
Specialist on the community policy regarding DME orders on abillty to self- medicate
corresponding to rasident ability to self-medicate following review and documentation
of their ability to perform this task.

2/14/2019 and ongoing. Clinical associates will continue to review the DME and
conduct our in-hause self-medicating reviews prior to all new admissions who want 1o
self— administer when Indicated. Self-medicating residents will receive a monthly In-
house audit for 3 months then quarterly to verify they are in compliance with the
community pollcy regarding self-medicating. Residents will continue (o be reviewad as
needed, monthly at collaborative care review meetings and quarterly at quality
assurance meetings. The Heaith and Weilnass Director witi determine if any further
action is warranted.

Evidence: Staff Training, Self-medication Audit
Completion Date: 3/14/2019

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

Signature of Legal Entlty Repressntative
{Required an EVERY Page} (%D
Printed Name and Title of { egal Entity Rg sentative L
~ , Date g._ [
(Reguired on EVERY Page) { nre /- &( 2 Smiorfiec. Niecoh- /¢ Ao /9

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

i

The above plan of correction s approved as of 31519 Plan of correction implementation status as of 3-15-19
(Dste) | BLEEE
D Fuily Implemented
M M m Partially Implemented - Adequate Progress
The above plan of correction was approved by D Partially Implermented - Inadequate Progress
{initialz)
[] Notimplemented
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Violation Report: 22792 - 02/01/2019 - Deiuca, Amy
pCH Name: BROOKDALE GRAYSON VIEW

1. REGULATION 55 Pa.Code §2600
2600.185(a) - The home shall develop and implement procedures for the safe storage, access, security, distribution and

use of medications and medical equipment by trained staff persons.

2a. DESCRIPTION OF VIOLATION

The glucometers for residents #2 and #3 were not calibrated to the correct date of time.

Resident #2 receives bload glucose monitaring 4 times per day and as needed. On 1/22/2019 the reading in the resident’s glucometer
was 128 but was recorded as 128, On 1/18/2019 the reading in the resident's glucometer wag 142 but was recorded as 148.

3. PLAN OF CORRECTION {POC) (Anach pages &s necessary. Remember that You must sign and date any attached pages.)

Include steps ta correct the violation dascribed above and steps to prevent a similar violation from occurring again. If steps cannot be completed
immediately, include dates by which the steps will be completed.

immediately- 21l giucometers were recalibratad to reflect the correct date and time,

2/2018 - the same glucometer devices were purchased for ail residenis reguiring
glucose monitoring 0 provide ease in clinical staff usage of the meters,

2/2018 - Clinical staff were retrained on the community peficy on use and
documentation of glucose maters by the Clinical Specialist,

2/2019 - Cinical associates will audit glucometers and documentation to ensure proper
usage as well as ensuring they are calibrated daily for 1 month then waekly thereafter,
Audits will continue to be raviewed as negded, monthly at collaborative care review
meetings and quarterly at quality assurance meatings- The‘HeaIth and Wellness Director
will determine if any further action is warra ntad.

Evidence: glucometsr receipts, Staff Training, glucometer audits
Campletion Data: 3/1/2019

Repeat Violation: No - Date(s) of Previousxiolation{s):

Signature of Legal Entity Representative

{Reguired on EVERY Page)

Printed Name and Title of Legal Entify Repre entative 4

{Raguired on EVERY Page) l  Goior xec ;D’Y ccfor Date g_ /L/— ’Q 0 /C,"

4
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of 31519 Plan of carrection implementation status as of  3-15-19
{Date) —Oate)

[:l Fully Implemented
g Partially Implemented - Adequate Progress

MM

(Initials}

The above plan of correction was approved by

D Partially Implemented - Inadequate Progress
D Not implemerted
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folation Report: 22783 - 02/01/2019 - Deluca, Amy
peH Name: BROOKDALE GRAYSON VIEW

1, REGULATION 55 Pa.Code §2600
2600.187(a) - A medication record shall be kept to Include the following for each resident for wham medications are
administered;
(1) Resident's name,
(2) Drug aflergies.
(3) Name of medication.
(4) Strength.
(5) Dosage form,
{6) Dose.
(7) Route of administration.
(8) Frequency of administration.
(8) Administration times.
(10) Duration of therapy, if applicable.
(11) Special precautions, if applicable.
(12) Diagnosis or purpose for the medication, including pro re nata (PRN).
(13) Date and time of medication administration.
(14} Name and initials of the staff person administering the medication.

73, DESCRIPTION OF VIOLATION :

During the 3rd shift on 1/27/2019 and 1/129/19 resident #4's medications were administered by a nurss hired from an outside agency
ta fitt in. The resldent’s electronic Medication Administration Recard (EMAR) indicates that staff person A Initialed medications as
administered at 8:00pm on 1/27/19 and 1/28/19, Staff did not include a note in the EMAR 10 indicate that an agency nurse had
administerad those medications.

3. PLAN OF CORRECTION (PQC) {Attach pages a3 necessary, Remember that you must sign and date any afached pages.)
Include steps to correct the viclation descriped above end staps to prevent a similar violation frem occurring again. If steps cannot be complated

immediately, include dates by which the steps will be completed.
03/14/2019 - Appropriate clinical staff were trained by the Clinical Specialist on EMAR/gaper documnentation pertaining to outside
agency nursing staff,

03/01/2019 - In the evenT that an outside nurse from agancy Is required to pass medication, Grayson View staff wilf add the paper MAR
10 the resident chart and make 2 documented note the agency nurse completed to refer to paper MAR.

8/201% - In the event an agency nurse is utilizad, clinical managers or designees will review papar MARs and EMARS to ensure
documentation is accurate daily. Agency MAR docurmentation will be reviewed as neaded, monthly at collaborative care review meetings
and quarterly at quality assurance meetings. The Health and Weilness Director will determing if any furthar action is warranted,

Evidence: Staff Training
Complation Date: 3/1/2019

Repeat Violation: No Date(s) of Previous ’\#‘olation(s):

signature of Legal Entity Representative ;
{Raguired on EVERY Page) , ngb

Printed Name and Title of Legal Entity Reﬁesentative - / i '
(Required on EVERY Page) o nic. € four, Senior bxec: Ditecfr | 2 S~/Y-A0/9
- 7

DEPARTMENT USE ONLY - HOMES MAY NOT WR!TE BELOW THIS LINE!

The abave plan of carfection is approved as of i%mm Plan of correction implementation status as of  3-15-19
(Dats) (Date)

D Fully Implemented
M Partially Implemented - Adsguate Progress
The above plan of correction was approved by MM I:] Partially implemented - Inadeguate Progress
(Initials}
[] Netimpiemented
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Viclafion Report: 22793 - 02/01/2018 - Deluca, Amy
PCH Name: BROOKDALE GRAYSON VIEW

1. REGULATION 55 Pa.Code §2600

2600.188(b) - A medication error shall be immediatsly reparted to the resident, the resident's designated person and the
prescriber.

Za. DESCRIPTION OF VIOLATION

Resident #1 was allowed t0 self-administer medications on 11/16/2018, the day after the resident moved into the home. A Nursing nate
documented at 1:50pm on that day indicates the resident gave conflicting information about whether she was abte to take her morning
madications and then staff noticed at that time that all the resident's medications for that day were still in their packaging. A nursing
noto documented at 3;11pm indicated that the resident was found 1o be attempiing to take a handful of medications. Staff removed all
the resident's medicationg from her room at that time. Through staff interview it was determined that the home did nat notify the
residant's dogtor that the resident did not teke several medications scheduled to be taken at 8:00am on 11/16/2018,

3. PLAN OF CORRECTION (POC) (Arach pages as ncoessary. Remeinher that you must sign and date any attached pages.)

Inclirde steps to correct the vialatlon described aheve and steps to prevent a similar violation from occurring again. If staps cannot be completed
immadiately, inciude detes by which the staps will ba eompleted.

2/2019 - An audlt was completed of all DME's of salf-medicating residents to verify ,if
indicated, that they are able 1o self-medicate par the physician, Physician’s assistant or
cartified nurse practitionar.

3/14/2019 and ongoing - ApPO priate clinical statf ware re-aducated by the Health and
Wellness Director on the community palicy regarding notificatlon of the physician of any
missed medication doses.

3/14/2019 and ongeing. Clinical associates will continue o review the DME and
conduct our in-house seif-medicating evaluations monthiy for 3 months and then
quarterly thereafzer. Self-medicating residents will receive a monthly self-medication
raview to verify they are in compliance with the community policy. Inthe eventa
medication omission happens, we will contirue 1o reportto the resident, resident’s
designated persan and the prescriber. Medication errors wlil be reviewed as neaded,
monthly at collaborativa care review meetings and quarterly st quality assurance
meetings. The Executive Director will determine 1f any further action is warranted,

Evldence: Staff Training, Self-medication Audit
Completion Date: 3/14/2019

[——

Repeat Violation: No Date(s) of Previous Violation(s):
Signaturs of Legal Entity Representative g
{Raquired on EVERY Page) M\_ c Jg
Printed Name and Title of Legal Entity Ré;resantatlve Date
(Required on EVERY Page} /(E’I’)ﬂfe, z z S:e or 5 ' Z acdor &v / é/ . % /7

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

The above plan of correction is approved as of ;E%%%_ Plan of correction implementation status as of 3-15-19
a ————
(Pale)

D Fuily Implemented
M Partially Implemented - Adequate Progress

MM

The above plan of correction was approved by
{Initials)

D Partially Implemented - Inadequate Progress

' D Net Implemented
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