pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFICATE OF COMPLIANCE

This certificate is hereby granted to _CLARKS SUMMIT AID li@gggo LLC
To operate WILLOWBROOK PLACE

HAME CF FACHEETY O AGERCY

Located at _150 EDELLA ROAD, CLARKS SUMMIT, PA 18411

COMPLETE AQDRESS OF FATILITY OR AGENGY}

AQDRESS OF SATLLLTE G ADORESE OF SATELUTE 50E

ADURESS GF BATELUTE Site ADGRESS OF SATELLITE SITE

ADDRESE OF SATELLITE BITE ADDRESS QF SATELLIVE 5iTE

Restrictions:

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

55 Pa.Code Chapter 2600: Personal Care Homes

CRANUAL NUMBER AND TITLE OF REGULATIONE}

and shall remain in effect from _July 12, 2019 untll Japuary 12, 2020
unless sooner revoked for non-compliance with applicable laws and regulations.

No: 226591

- st K Eltisn
Bent £ o Cntp K

TEEUING GFFICER DEPUTY SECRETARY

NOTE; This certificals (5 issued for the above stals) only and 15 not fransferabie
and shoutd be posted in a conspicucus place in the faciity HS 628 — 21 Bese




CERTIFIED MAIL — RETURN RECEIPT REQUESTED
MAILING DATE: July 12, 2019

Tri M. Tran

Vice President, Treasurer and Secretary
Clarks Summit AID Il OPCO LLC

330 North Wabash Avenue, Suire 3700
Chicago, lllinois 60611

RE: Willowbrook Place
150 Edella Road
Clarks Summit, Pennsylvania 18411
Certificate #: 226591

Dear Provider;

As a result of the Department's Bureau of Human Services Licensing annual
inspection on January 25, 2019, March 26, 2019 and May 31, 2019 of the above facility,
the citations specified on the enclosed violation report were found.

Based on violations with 55 Pa. Code Ch. 2600 (relating to Personal Care
Homes), your current license # 226590 dated May 3, 2019 to May 3, 2020 is
REVOKED. A FIRST PROVISIONAL license is being issued. This FIRST
PROVISIONAL license replaces all previously issued licenses and is effective for six
months from the date of issuance. The license dated May 3, 2019 to May 3, 2020 is
NOT reinstated upon expiration of this FIRST PROVISIONAL license. This decision is
made pursuant to 62 P.S. 1026(b)(1) and 55 Pa.Code § 20.71(a)(2) (relating to
conditions for denial, nonrenewal or revocation.) Your FIRST PROVISIONAL license is
enclosed.

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.

If you disagree with the decision to issue a PROVISIONAL license, you have the
right to appeal through hearing before the Bureau of Hearings and Appeals, Department
of Human Services in accordance with 1 Pa.Code Part [, Chs. 31-35. If you decide to
appeal your PROVISIONAL license, a written request for an appeal must be received
within 10 days of the date of this letter by:

Bureau of Human Services Licensing
6125 Forster Street, Room 631 Harrisburg, PA 171201 717.783.3670 | F 717.783.5662 | www.dhs.pa.gov




Tri M. Tran 2

Shivani Patel, Enforcement Manager
Human Services Licensing

Department of Human Services

Room 631, Health and Weilfare Building
625 Forster Street

Harrisburg, Pennsylvania 17120

This decision is final 11 days from the date of this letter, or if you decide to
appeal, upon issuance of a decision by the Bureau of Hearings and Appeals.

Enclosures
License
Violation Report




VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa.Code Chapter 2600 Page 1 0of6

PCH Name; WHLLOWBROOK PLACE

Lieenss Number, 22659

Address: 150 EDELLA ROAD, CLARKS SUMMIT, PA 18414

County: Lackawanna

Administrator: Christopher Murray

Raglon: NORTHEAST

Legaf Entity Name: CLARKS SUMMITAID {l OPCO LLC

Legal Entity Address: 330 N WABASH AVENUE SUITE 3700, CHICAGO,

iL 80611

Certificatefs) of Occupancy
C-2LP
£6/10/1598
Pa Deplt. of L&

&t

Statfing Hours
Resident Support: 0 Total Dally Stafh: 67

Waklng Staff; 50

Type of Inspaction: Parlial BHA Dacket Numbern

Notige; Unanngunced

Reason(s) for Inspectien{s}
Complaint

On-5ite Inspections Dates and Department Representatives On-Site
01/28/2015: Valence, Buane

Off-Site Inspection Dates and Inspectors, if Applicable

02/0572018: Valence, Duane
02/15/2019: Valence, Duane
02/19/2019: Valence, Duane

Cther Detalls

Fartial or Full Triggers: fRandom indicators:

Resident Demographic Data as of inspection Dates

Liconsed Capacity: 80 Number of Regidents who!

Humber of Residents Served; 54

Saclired Demontla Care Unit in Home: No
Araa:

Secured Dementia Unit Capacity, if Applicable;

Humbzar of Resldents Served in Secured Dementia Care Unit,
if applicable:

Number of Current Hospice Resldents: §

Number of Hospice Resldents in past year: 15

Receive Supplemantal Sacurity Income: §
Are 60 Years of Age or Oider: 54

Have Mental liiness:

Have an Inteifectual Disabifity: O

Have a Mobllity Need; 13

Have a Physlcat Disabiiity: 1

s

O N

> Chaes Mouuang ¥l ‘g Ia
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Page 3of 6

Violation Repaort: 22659 - 01/25/2010 - Valence, Duare
PCH Name: WILLOCWBRQOK PLACE

1. REGULATION 55 Pa.Code §2600

2600.18{c} - The home shali repon the incident or congition to the Department’s persoral care homa reglonal office or the
personal care home compiaint hotline within 24 hours in a manner designated by the Depariment. Abuse reporiing shall
alsc follow the guidelines in section 2600.15 (relating to abuse reporting covered by law),

2a, DESCRIFTION OF VIOLATION

The home failed to submit an incident report to the Department's Norineastern Regienal Licensing Office based on a
Report of Need for Profective Services on Resident # 1 and an investigation of suspected abuse conducted by the
Lackawanna County Area Agency on Aging on 1/14/2019. The heme failed to submit a writlen incident report within 24

hours @s reauirad by this reguistion,

3. PLAN OF CORRECTION {POC) {Atiach puges as accessary. Remember thal you must sign and daie any attached mages.)
Inclutte steps to corect the violation described above and sieps fo prevent a similar viglation from occurring again. if sieps cannot be compleled
immediately, include dates by which the steps will be compietad.

{Sg@ etRedn e@>

Repeat Viclation: No Bate(s) of Previous Viclation(s):

Signature of Legal Entity Reprasergativ . a ‘

{Regulred on EVERY Pagg}(fm- . ’/\/\ N \..! h 4] -
/ v

i
Printed Name and Title of Le a\i M&pmsentatéue

'L" te 7" \
{Reguired on EVERY Page| ,\(L;:{-\ V\{\u\njmq \I Cf Q}{zw Da \f)

g9

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

The above ptan of correction is approved as of M_ﬂ_____S«(Ig;l? Plan of correctien implementation status es of ¢y 7.
e __ﬁ_[J).Z..LS_
Data)

Fully Implemented

Partaily implemented - Adequate Progress
A5
The above plan of carrection was approved by 7 Partially Imp.emented - Inadequate Progress

(Initials)

OO

Not implemented




P3Aof6

2600.16(c)

Resident #1 no longer resides at the community as of January 10, 2019,

The Executive Director was re-trained on the requirement on Aprit 29, 2019 by Anne Graziano,
DHS, through phone call and email, dated April 28, 2019; that if a protective service investigator
identifies themselves to staff in the building, the assumption must be made {correct or not) that
there has been an aliegation of a need for protective servicas (abuse, abandonmert, neglect or
exploitation).

Current staff was educated on May 2, 2019 regarding immediately reporting suspected abuse in
accordance with the older adult protective act.

The Executive Director is responsilie for sustained compliance.

The ED, and/or the Designee, will review reports of alleged abuse to ensure the home has
reported immediately in accordance with the older adult’

s protective act every three months, monitoring will be ongoing.

Submitting an incident report to the Department’s North East Regiona! Office to be included

with this POC.

The Adminisirator will alsc provide a training to all staff on the other 18 events that are reportable and ensure that there is a process to submit Incident
Reperis to the Regional Office within the 24 hour timeframe as required. The tralning should take place within 15 days of the receipt of this Approved Plan
of Correction. The Administrator will provide a copy of the fraining material and a copy of the Employee Sign In sheet following this training. 6-17-19

Vi
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Violation Report: 22658 - 01/20/2019 - Valence, Duane”
1 PCH Name: WILLOWBRCGK PLACE

1. REGULATION 55 Pa.Code §2600
2800.23(=) - A home shall provide each resident with assistance with activities of daily living as indicated in the resident's

assessment and support plan.

2a. DESCRIPTION OF VIGLATION
The Description of Services Nead in Resident # 1's Assessment and Support Plans dated 1/1/18 and 12/19/18 indicatss

that showers are providad 2 x weekly by Direct Care Staff. The home failed to provide this identified service even though
Resident #1 refusad showers. The home offered no addilional assistance or services following these refusals.

3. PLAN OF CORRECTION {POC) {Astach pages as negessary, Remember that you mast sign and dale any attached pages
include steps fo correct the vinfation described above and steps to prevent a simifar violation from occurring again. If steps cannot be completed
immadiately, include datas by which the steps wili be completed.

Q{g{@ Wr%l\@)

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

Signature of Legal Entity Repressiitgtive—m

{Reguifed ‘on EVERY Pade} S

Printed Name and Title of Leg Loty .Ep.resenaf..e. | .
NN ;W@% q:if} S \":%(\ \9

(Reguimd on EVERY Page) |
. DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

[ oo

The above plarz C’f CO”“"CW“ iz appraved as of -5-1%30'-%%«-- Pian of correction implementation status as of 6-17-18
) — o

(] Fully Impiemented
D Partiafly implemented - Adequate Progress

I
The above plan of correction was approved by f Partiaily implementad - Inadequate Progress
Initials -
( ) D Nat Implemented




<

2600.23(a)

s Resident #1 no longer resides at the community.

« Current staff will be trained on offering additional assistance when a resident consistently
refuses services and notifying the resident’s responsible party with consistent refusals for
services by April 18, 2019 by the Lead LPN and Executive Director (ED}; and on the four elements
of Eider Abuse {Abuse, Abandonmaent, Neglect, and Exploitation} by May 2, 2018 by Executive
Director.

* The Care Services Manager is responsible for sustained compliance. The Executive Director
and/or designee will audit the RASP and documentation for residents refusing services x three
months to ensure compliance. Monitoring will be ongoing.

see 15¢

The Administrator wili ensure that the Wellness Team understands how information is fo be gatherad and subsequent care is provided based on
Resident's Resident Assessment and Support Plan (RASP}. The Administrator will oversee the organization and flow of information regarding
resident carg neads from the direct care staff up to supervisors and manangement. The Administator wilf also over see information moving from
Management and the Supervisors to the Direct Care Staff. The administrator will ensure that the process put inte place ensures that each resdie
will have their needs met and how to meet them, alon with a communication system to refay rphlems or concerns with care. 6-17-19

7




Page 50f6

Vielation Repart: 22658 - 01/25/2018 - Valence, Duane
PCH Name: WILLOWBROCK FLACE

1. REGULATION 55 Pa.Code §2600
2600.42(h) - A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected ta corporal

punishment or disciplined in any way.

2a. DESCRIPTION OF VIOLATION

Upon Resident # 1's admission to Geisinger CMC on 1/10/2019, they presented with Stage 2 decubiti on the sacral area.
From 12/13/18, when Resident #1's PCP identified a decline, until the resident’s admission (e the hospital on 1/10/19, the
home neglected to render necessary care due to an absence of assistance with showers ar observation to ensure the
resident's skin integrity. Resident #1 was diagnosed with stage 2 decubiti on the sacral area upon admission Lo the

hospital on 1/10/19,

3. PLAN OF CORRECTION {POC} {Attncls pages as necessary. Remember that you must sige and date any altached pages.)
include staps to correct the vioiation described above and steps lo prevent a similar violation from occwring again. if steps cannot bg compisted
immediately, include dates by which the steps will be completed.

@Sge /i\e*t’rﬁeif\e(b

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

Signature of Legal Entity Représejifati ) .
[Required on EVERY F’aq&%g— QLQ‘ )

1
Printed Name and Title of Le J nti epr {aiIVE Date .
{Required on EVERY Page) @D 6 1 C:f
t

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

The above plan of correclion is approved as of  _5-13-19 Plan of correction implementatian status as of 8-17-19
{Date} TTiDatel

[] Fully implemented )
ﬁ% D Partially Implementad - Adequate Progress
The above plan of correction was approved by Partially Implemented - Inadequate Progress

[Initials
( } [T] Notimplemented




2600.42(b)

« Resident #1 no jonger resides in our commumty . _ T
The Willowbrook Place has a zera tolerance for any act or f'anlure to e(_:_t__t_het cau._f._e_s harm to a

regident,

« The home will train statt to identity methods to
of the home, or harm resulting from fallure to act by the home or agents of the home bv

initiating the use of skin care audit forms weekly on shower days for all current resld_e_nts and
also notifying the Doctor and the faml!y when a res;dent refuses a shower ‘more tha . two times

avoid neglect related to acts by staﬂ’ or agents

per week. .
s Current statt will be educated regardmg the u5e of these 10rms and ¢
providing care needs by May 2, 2013 by Lead LPN and ED and on the four elements of Elder :

Abuse [Abuse, Abandonment Neglect and Explottatton} bv the Executw Dlrector '
Current licensed statt will also be educated regardmg documentmg skm integrlty prfo

our community by May 2, 2019 by Lead LPN and ED.. _
The home will ensure strict communncatlon between staff and the home and the LPN £ CSMiand

hecking skin Integfity Wh_&ie"

. .EDin meeting the needs of the resndents S
-« The Care Service Manager is respcnslble for sustamed compllance The E
review resident records for resldents who Ieave the commumty to ensure comphance forthre

D and/or designe

months. Monttormg will be Dngoing

' The Admlmslrator will ensure that lhe aspects of abuse abandcnmen.t n i '

_ egtect or exploitation ar
) gngLésdt f:lglligtfetrt?eltieﬂgseﬁ gn;] ;er;uesals o:; service(s). The Information provided bypt..he Lackaw‘;r?r::agot:fnstﬁdA%lg Eggﬁ'c;"fﬁ:?m ti%fggre
._5_17 19 provides. Queshons or.conems should be addressed o the iocal aging office or the' ReglonasllOﬁ“ce




Page 6 of 6

Viplation Report: 22659 - 01/25/2019 - Valence, Duane
PCH Name; WILLOWBRQOK PLACE

1. REGULATION 55 Pa.Code §2600

2600.227(d) - Each home shall document in the resident's support plan the medical, dental, vision, hearing, mental health
or other behavioral care services that will be made available to the resident, ar referrals for the residant to outside services
if the resident’s physician, physician's assistant or certified registered nurse practitioner, determine the necessity of these
services.

2a. DESCRIPTION OF VIOLATION
The home's RASP completed on 12-18-18 failed to reflect the PCP's assessment in the resident record on 12-13-18 in the

following areas:

Transferring infout of bed/chair
Ambulating

Degree of Supervision

Mobility Status
Behavioral/Cognitive Care Needs
Summary and Determination

3. PLAN OF CORRECTION {POC}) {Auach pages as necessiry. Remember that you must sign and date any sltached pages.)
include stepa to correct the viclation described above and sfeps lo prevent a simifar viclation from occurring again. If steps cannct be completed
immediately, include dates by which the steps will be completed.

Seo MM\-&/_D

Repeat Vislation: No Date(s) of Previous Violation{s
Signature of Legal Entity Repm& ,

{Required on EVERY Page) w/% G&O

Printed Name and Title of Leg yﬁ)epresent tive Date \}ng
{Required on EVERY Page} !\,@Rﬁ% Ll‘; {1 4 @Q \ Q

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEE

The above plan of correction is approved as of  9:13-18 Pian of correction implementation status as of  &-17-18
{Date} BT

D Fully Implernented
D Partially Implemenied - Adequate Progress

The atbove plan of correction was approved by ’7? Fartiaity Implemented - Inadequate Progress
inilials
( } [:] Not Implementad




e

2600.227{d)

= The home’s RASP completed on 12-18-18 cannot be corrected as the resident no longer resides
at the community.

& The Executive Director and the Care Services Manager will be re-trained regarding the
requirement for documenting in the resident’s suppert plan referrals for the resident to outside
services if the resident’s physician, physician’s assistant or certified registered nurse
practitioner, determine the necessity of these services by April 15, 2018 by The Regional
Director of Care Services. In addition, current staff will be in serviced on appropriate lines of
communication directing staff who and how to report changes or concerns in a resident’s
condition, and on reviewing updated RASP’s to ensure resident care needs are met.

e The Care Services Manager is responsibie for sustained compliance.

e The Executive Director and/or designee will audit physician orders and/or documentation to
identify any referrals for current residents, and updates to the RASP are completed, to ensure
compliance x 3 months, Monitoring will be ongoing.

The home will put into piace a comprehensive cormmunication system to share information from direct cate staff to management and back in th
other direction when reporting problems, providing skills or approaches in providing care to residents, and properly being able fo recognize anc
;\e{:{aact Zc(!1 a charég$701rgecilne in the resident's conditicn and how the home will respand. These efforts will be documented on the RASP
endums. 6-17-
e




VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 10
£CH Name: WILLOWBROOK PLACE License Number: 22659
Address: 150 EDELLA ROAD, CLARKS SUMMIT, PA 18411 County: Lackawanna
Administratar Christopher Murray Region: NORTHEAST
tegal Entity Nama: CLARKS SUMMIT AID il OPCO LLC
L 60611

Legal Entity Address: 330 N WABASH AVENUE SUITE 3700, CHICAGO,

Certificate(s) of Occupancy
C-2LP
06/10/1998
L&}

Staffing Hours

Resident Support: 0 Total Dally Staff: 61

Waking Staff: 48

Type of Inspection: Fuil BHA Docket Number:

Notlce: Unannounced

Reason(s} for Inspection(s)
Renswsl

On-Site Inspections Dates and Department Representatives On-Site
03/26/2018: DaVries, Kristin; Valence, Duane

Off-Site Inspection Dates and Inspectors, if Applicable

Other Detalls
Partial or Full Triggers:

Random Indicators:

Resident Demographic Data as of inspection Dates

Licensed Capacity: 80

Number of Residants Served: 54

Secured Dementia Care Unlt in Home: No
Area:

Secured Demantia Unit Capacity, if Applicable:

Number of Residents Served in Secured Dementia Care Unlt,
if applicablo:

Number of Current Hospice Residents: G

Number of Hosplce Residents In pastyear: 12

Number of Residents who!

Raceive Supplemental Security Incoms: G
Are 60 Years of Age or Older: 54

Have Mental lliness: O

Have an intellactual Disablity: 0

Havae a Mobllity Need: 7

Have a Physical Disability: 1

o

(e Moo
Zere cudnveDinectyr

0| 13 |1




Page 2 of 10

Violation Report; 22658 - 03/26/2019 - DeVries, Kristin
PCH Name: WILLOWBROOK PLACE

1. REGULATION 55 Pa,Code §2800
2500.88(a) - Fioors, walls, ceflings, windows, doors and other surfaces must be clean, in good repair and fres of hazards.

2a. DESCRIPTION OF VIOLATION
The nose of each step located in the “B" side of the building stairwell leading from the second fo the first loor were covered with yeliow

tape that was loose of torn on each step leading from the sacond to the first- fleor exit. The loose yeliow taps could cause a slipping or
trinaing hazard for residents using the stairs in this ared of the hame.

3. PLAN OF CORRECTION {POC) {Attach pages as neoessary. Remember that you must sign and date sey attached pages.}
Includs steps to comect the violation described above and steps to prevent a similar viclation fram occurring again. If steps cannot be completed
immediately, inciude dates by which the steps will be compleled.

Repeat Violation: No Date(s} of Previous Violation{s}:
Signature of Legal Entity Rep@ C>\/~\/W Q@

{Requirad on EVERY Page) /><ZZZ? y .

Printed Name and Title of Le ilr ntity\{g@ sentative . ) L/Eat: ‘ }

{Required on EVERY Paqﬁ)(g j’\ﬁﬁgﬁ %»W; %M[ &w\m (0 [3 ! EQ’;

T

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

The above plan of correction is approved as of 5:1419 Plan of correction implementation siatus as of §-14-19
{Date} (Date}

] Fully Implemented
g Parlizlly Implemented - Adeguate Progress
D Partially implemented - Inadequate Progress

MM

The above plan of correction was approved by
{Initials}

D Not Implemented




Qe

Willowbrook Place — Plan of Correction for Annual.

Submission of this response and plan of Correction is NOT a legel 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 of 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 facifity of the truth of any
facts alfeged or the correctness of any conclusions set forth in this allegation by the survey agency.

2600.88(a)

s This was immediately fixed at the time of inspection. The yellow tape that was loose on the B
side stairwell steps leading from the second to first floor was removed as to not cause a slipping
of tripping hazard for residents using the stairs in this area of the home.

¢ Yellow tape was aiso removed from all side stairwells at this time 10 avoid a tripping hazard.

s Maintenance Manager is responsible for sustained compliance.

» ED/Designee with monitor for compliance.

6-14-19

MM
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Violation Report: 22559 « 03/26/2018 - DeVries, Kristin
PCH Name: WILLOWBROOK PLACE

1. REGULATION 85 Pa.Code §2500

2600.61 - Telephone numbers for the nearest hospital, police department, fire department, ambulance, poison control,
local emergency management and personal care home complaint hatline shall be posted on or by each telephone with an
putside line.

2a, DESCRIPTION OF VIOLATION

Thera were no emergency telephone numbers required by this regulation pested on or near the landline telephone located in Resident
#1's bedroom 126. There were no emergency telephone numbers posted on or near Resident #2's living roam landline phone in
bedroom 203.

3. PLAN OF CORRECTION (POC) (Atach pages as necessary. Remember that you must sign and date apy attached papges.)

Include steps fo comrect the violation described above and steps to prevent a similar viglation from cecliring again. If steps cannot be completed
immadiately, include dates by which the steps will be completed.

e o

Repeat Violation: No Dateis) of Previous Viclation(s):

Signature of Legal Entity Represep
(Required on EVERY Pagal

<D,

Printed Mame and Title of L?ggt Entity Rg‘ N?gtntive %ﬁ@% Date ¢ k
{Required on EVERY P:mEIk m i i ‘Uﬁ;ﬁfg('{i{ m%ﬂ?fj M (Q g i } Gi

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

The above plan of correction is approved s of 51418 Pian of correction implementation status as of  §-14-19
{Date} {Date}

[[] Fully implemented
@ Partially Implemented - Adequate Progress

MM

The above plan of correction was approved by [:} Partially implemented - Inadequate Progress
(Initials}
D Not Implemented




2,

2600.91

¢ This was fixed at time of inspection,

s Emergency telephone numbers were immediately replaced for the bedroom phone of reom 126
and the living room phone of 203 as required by this regulation,

¢  Ali current resident phones were re-checked for these numbers as well.

+ Housekeepers and RCP’s were re-trainad at our staff meeting on 5/30/2019 to watch for these
emergency phone number tags, that they are not removed by the residents, (See Attachment
#1)

¢ Housekeepers and RCP's wiil ensure sustained compliance as they enter the current resident’s
rooms.

¢ Housekeeping Manager and LPNs and/or designee will monitor for this compliance ongoing.

6-14-18

MM




Page 4 of 10

Violation Repart: 22658 - 03/26/2019 - DeVries, Kostin
PCH Name: WILLOWBROCOK PLACE

1. REGULATION 55 Pa.Code §2600
2600.95 - Furniture and equipment must be in good repair, clean and free of hazards.

2. DESCRIPTION OF VIOLATION

The single laver sink faucet located in the bathroom of resident room 212 neads repair or replacement. The faucet laver in the hot
position allowed very little hot water to flow from the faucet. The Maintenance Director who was present at the time indicated the faucet
may nesd a new mixing cariridge or the faucet needs (o be replaced.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
inciude steps to correct the viclation described above and steps fo prevent a simitar vioiation from accurring again. If steps cannof be completed
immediately, include dates by which the steps will be completed.

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

Signature of Legal Entity Repre e

{Required on EVERY Pageg)

Printed Name and Title of Lﬁj:;lity\ﬂep sgntative @f 277 1
Reguired on EVERY Page) . f e p
(Readle P & Hmf’bﬁf«f (Jineegu

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

The above plan of correction is approved as of 61418 Pian of sorrection implementation status as of 6-14-19
{Date} ~{Date]

D Fully Imglemented
g Partially Implemented - Adequata Progress
The above plan of correction was approved by MM [T] Pantially implemented - inadequate Progress
{Initials}
D Not implemented




U

2600.95

e Maintenance Manager, Rob Naro checked the single sink faucet located in the bathroom of
resident room 212 on the day after the inspection, He indicated that it did need a new mixing
cartridge. He replaced the mixing cartridge at this time,

¢ Malintenance Assistant and Maintenance Manager then tested the flow and temperature from
the faucet to ensure compliance.

e Maintenance Manager will continue to ensure sustained compliance going forward.

e« ED and/or Designee will monitor as well,

6-14-15

MM




Page 5 of 10

Violation Report: 22658 - 03/26/2019 - DeVries, Knstin
PCH Name: WILLOWBROOK PLACE

1, REGULATION 55 Pa.Code §2600

2600.100{a} - The exterior of the building and the building grounds or yard must be in good repair and free of hazards.

2a. DESCRIPTION OF VIOLATION

The cinder block stairs located cutside of the back gats from the rear patio and designated smoking araa exis to grade, There is one
cindar block paver cracked on a step and a second cinder block paver which is loose and flipped when siepped on. These damaged
cinder biock pavers creale a hazardous situation for residents or staff who may use the cinder block stalrs to exit the building.

3. PLAN OF CORRECTION [POG) (Allach pages os pecessary. Remember that you must siga and dute any attached pages.}
include steps to carrect the viciation described above and steps fo prevent a similar victation from cccinring again. if steps cannot be completed

immediataly, include dates by which the steps will be completed.

(Sxe

Repeat Violatlon: No Date{s) of Previcus Violation(s):

Signature of Legal Entity Representalive |-
(Required on EVERY Page) ——

1<978)

Printed Name and Title of Lefel ntity Reggr ehtative

: .
[Required on EVERY Page) %ﬂ E E | WL{ 5

L3

o1 () /3! 19

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

The above plan of correction is approved as of 6-14-
(Date}

MM

(Initials}

The above plan of correction was approved by

Pian of correction implementation status as of  §.14-19
Date]

D Fully Impiemented

@ Partially implemented - Adequate Progress
D Partially Implemented - Inadequate Progress
D Net Implemented




5

2600.100(a)

¢ Our Maintenance Assistant and Maintenance Director, Rob Naro, evaluated the cinder block
stairs outside the back gate from the rear patio for safety on March 28, 2018, two days after
inspection. They indicated that two steps did need replacing to ensure safety for the residents
or staff who may use those stairs.

s They replaced the two steps on March 29, 2019 to avoid any further hazardous situations with
the paver steps.

s Maintenance Manager is responsible to ensure ongoing compliance.

¢ ED and/or designee will monitor as well,

6-14-19

MM
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Viclation Report: 22659 - 03/26/2018 - DeVres, Kristin
PCH Name: WILLOWBROOK PLACE

1. REGULATION 55 Pa.Code §2600
2600.121{a) - Stairways, hallways, doorways, passageways and egrass routes from reoms and from the building must be

unlocked and unobstructed.

2a. DESCRIPTION OF VIOLATION
Two wicker chairs were obsarvad off to the side of the front entrance of the home. These two chalrs were positiored in front of 2
stairway feading from a basement emergency exit. These chairs were obstructing an egress from the building.

3. PLAN OF CORRECTION (POC) (Attach pages ns necessary. Remember that you must sign and date any attached pages.}
Include steps to comect the violation described above and steps to pravent a simifar violation from occcurring again, If steps cannot be complaled
immadiately, include dates by which the steps will be complated.

g;@ﬁwﬁﬁi%

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

Signature of Legal Entity Represenia
{Raquired on EVERY Page)

Printed Name and Title of Le ntity R entative %\tﬁ £ i ,i’gatg '
(Required on EVERY Page} ﬁiﬂm 5 u;{im Jd M@ﬁ(y{, éﬂ /{3 4 Gﬁ
‘ i E ; 7 % Wk

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

The above plan of comrection is approved as of 81413 Pian of correction imptementation status as of  §.14-19
{Date} MHW

Fully Implemented

M/l// Partially implemented - Adequate Progress

{Initials}

The above plan of correction was approved by Fartially Implemented - Inadequate Progress

OO0

Not Implemented




A

2600.121(a}

e This violation was immaediately fixed at the time of inspection. The two wicker chairs that sit on
our front porch were moved away from the basement stair gate and put back with their seton
the side of the porch.

¢ The residents and staff were reminded that if a resident moves one of the wicker chairs for their
liking, that they must be put back to their original spots to avoid obstructing a possible egress
from the building.

o Al staff is responsible for sustained compliance as they enter and exit the building.

s Ed and/or designee will monitor as well,

6-14-19

MM
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Viclation Report: 22659 - 03/26/2018 - DeVries, Kristin
PCH Name: WILLOWBROOK FLACE

1. REGULATION 55 Pa.Code §2600

2600.132(d) - Residents shall be abie to evacuats the entire building to a public thoroughfare, or to a fire-safe area
designated in writing within the past year by a fire safety expert within the period of time specified in writing within the past
year by a fire safety expert.

2a. DESCRIPTION OF VIOLATION
The letter from the fire safaty expert dated 9-8-2018 doss not indicate where residents are to svacyate to In the granted time of 10
minutas, either to the cutside of the bullding or to the home's fire sale sreas.

3. PLAN OF CORRECTION (POC) {Attach pages as necessary, Remember that you must sign and date any atiached pages.)
include steps to correct the viclation described above and steps to prevent a similar viciation from occurring again, If steps cannot be completed
immediately, include dates by which the steps will be completed.

Sse Qﬁ:muﬁ}

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

Signature of Legal Entity Representay]

(Required on EVERY Page) —ey QJJO .

' d Title of Legal Entity R L L L 1
s e i et | oegeliing o () izl 19

]

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

Tha above plan of correction is approved as of 1419 Pian of correction implemeantation status as of £.14-19
{Date} T Date)

(] Fully impfemented
,@ Partially Implemented - Adequate Progress
The above pian of correction was approved by MM D Partially Implemented - Inadequate Progress
{Initials}
{:] Not Implemented




1k

2600.132{d)

e Qur fire safety expert, Chief Connolly, was attempted to be reached at the time of inspeaction
ahout his incompletion of the fire letter. He was unable to be reached.

e« 0n3/27/2019, Chief Connoliy stopped by to accurately completa the missing item on his current
letter dated 9/6/2018. He admitted to failing to circle “fire safe areas”.

e The letter was correct as of 3/27/2019 and re-entered into our Survey Ready Binder. (See
Attachment #2)

o Maintenance Diractor, Rob Naro, who contacts the chief on an annual basis will be responsible
for ongoing sustained compliance.

¢ Ed and/or Designee will monitor as well,

6-14-19

MM




Page 8 of 10

Violation Report: 22658 - 03/26/2018 - DeVnes, Kristin
PCH Name: WILLOWBROOK PLACE

1. REGULATION 55 Pa.Code §2800
2600.141(2)(2) - The medical evaluation must include the following: (1) through {10}

2a. DESCRIPTION OF VIOLATION
The Documented Medica! Evaluation for Resident #3 dated 10/17/2018 was incomplete, Resident # 3's temperature reading under
section (1) General Physical Examination was blank,

The Documented Medical Evaluation for resident #4 dated 3/7/2019 was incompiete. The Height listed for Resident #4 under section
{1} General Physical Examination was not completed,

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

Include steps fo correct the violation described above and sfeps to pravent a similar viclation from occuring again. if steps cannot be completed
immediately, include dates by which the steps will be completed.

(See

Repeat Violation: No Datefs) of Previcus Violation(s):

Signature of Legal Entity Representatiye™ |
{Requirzd on EVERY Page}

Printed Name and Title of L. Entity Re r&st}\tmwe é\.ﬁ e ; L[)age ! i
{Required on EVERY Page( % 1 Lg uqu in pﬁ}'p'f&f’i—" @ /3 ;

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

Tne above pian of correction is approved as of ~ 61419 Pian of correction implementation status as of .
{Date] Date)
Fully Implemented
% Partisily implemented - Adequate Progress
The ahiove plan of correction was approved by MM [j Partially Imptemented - inadeguate Progress
(Initats) D Not implemented




faly

2600.141{a}(2}

» The Documented Medical Evaluation for Resident #3 dated 10/17/2018 was missing her
temperature reading under section 1 when it was returned from the PCP. Lead LPN, Wendy
Sebolka, filled this in on 3/27/2019 after calling the PCP for accurate documented information.
Alse, The Documented Medical Evaluation for resident #4 dated 3/7/2019 was missing her
height under section 1 when it returned from the PCP. Lead LPN, Wendy Sebolka, also filled this
inon 3/27/2019 after doing the same.

¢ Lead LPN notified both PCP's independently reminding them that ali items on the DME must be
filled out prior to them returning to the facility in order to be in state compliance.

e Lean LPN and or CRM and or Designee will ensure proper ongoing compliance by double
checking each DME that is returned from a doctor’s office before filing into the resident’s chart.

¢ CSM/ED and or designee with monitor for continued compliance.

6-14-19

MM
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Violation Report: 22658 - 03/268/2018 - DeVries, Kristin
PCH Name: WILLOWBROOK PLACE

1. REGULATION 55 Pa.Code §2600

2600.144{c)4) - Proper safequards inside and outside of the home to prevent fire hazards involved in smoking, including
providing fireproof receptacles and ashtrays, direct outside ventilation, no interior ventilation from the smoking room
through other parts of the home, extinguishing procedures, fire resistant furniture both inside and outside the home and

fire extinguishers in the smoking rooms.

2a. DESCRIPTION OF VIOLATION

The homa has an oulside smoking erea located to the back of the facility adjacent to the back outside patic. Saveral cigarette butts
were ochszrved on the ground of the smaoking area and were not disposad of in the two smoke towers available in the smoking area for
disposing of cigareties. Cigaretie bulls ware also ohserved in muich autside of the exit gate from the smoking areas.

3, PLAN OF CORREGTION [POC) {Attach pages as nccessnry. Remember ihat you miest sign and date any attached pages.)
Inciuda steps to comrect the visiation described above and sfeps to preven! 3 simitar viofation from occurring again. If steps cannol be completed
immediately, includs dates by which the steps will be completed.

Vpo ahtecled)

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

Signature of Legal Entity Representalivé
{Reguired on EVERY Pagel .

Printed Name and Title of L j;;tity Represantative % ec («-»‘6’;& .
Required on EVERY Paqge a muﬁ'{hlu; _ g.,s,k_‘g;g Qb (_Q L:% \ q
i

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

The above plan of correction is approved as of 6-14-19 Plan of correction implementation status as of §-14-19
(Date] W{Daie}

E:! Fully implementad

Partially Implemented - Adequate Progress

{Initials}

The above plan of correction was approved by MM [:] Partially Impiemented - inadequale Progress

Not Implementad




G

2600.144{c)(1)

e This violation was immaediately fixed and the time of inspection when all cigarette butts were
picked up and disposed of properly, Two proper cigarette disposal towers are present at each
end of our smoking area, however these butts were still found on the grounds.

s Qurtwo resident smokers that use that area were reminded that their cigarette buits must be
disposed of in the proper towers and re-shown where they are located.

e Maintenance Assistant and Maintenance Director will be responsible for continued sustained
inspections of this area for compliance going forward.

¢ Any new resident that smokes will also be taught of this disposai procedure.

¢ Ed and or designee will monitor as well for compliance.

6-14-19

MM




Page 10 of 10

Violation Report: 22558 - 03/26/2018 - DeVries, Kristin
PCH Name: WiL.LOWBROOK PLACE

1. REGULATION 55 Pa.Code §2600
2500.187(a) - A medication record shall be kept to inciude the following for each resident for whom medications are
administered:
(1) Resident's name,
(2) Drug allergies.
{3y Name of medication.
(4} Strength.
(5) Dosage form,
(6) Dose.
(7} Route of administration.
(8) Freguency of administration.
(9y Administration times.
(103 Duraticn 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.

2a, DESCRIPTION OF VIOLATION
Resident #4 has a 20mg Furosemide prescription; the directions on the medication record (MAR] state "Take 1 40mg tab by mouth
every day.” These directions are incorrect, as the resident must take 2 20mg tablets, to equaf a 40mg dose.

Resident #4 has 2 PRN arder for Tramadol. The home's narcotic count sheet indicates that this madication was administered fo the
resident on 3-4-18 at 8:00pm. The resident's MAR was not compieted to indicate this medication was administered and who

administerad it.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.}
include steps to comect the viofation described above and steps to prevent & similar violation from occurring again. if steps cannot be completed
immediately, include dates by which the steps wilf be completed.

See otttk

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

Signature of Legal Entlty Representative

{Required on EVERY Page) ) N TN @O
. l B
Printed Name and Title of Legal.Entity Repredeniative %&P@ . Date N
(Reguired on EVERY Page) /Xf\a / (:Q B i @
A L] { ool U

I
E "
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is approved as of L1418 Pian of correction implementation status as of  §-14-19
{Date) —TSate;

D Fuily Impiemented
Partiaily Implamented - Adaguate Progress

MM

{Initials)

The above plan of correction was approved by Partially Implementad - Inadequate Progress

OO

Net Implemented




o

2600.187(a)

@

Residant #4 directions on the MAR for the Furosemide match the doctor’s order for such. The
20mg tablet bubble packs were sent back to the pharmacy to obtain the correct mg tablets to
match the doctor’s order and the MAR,

Lead Med Tech and or LPN will monitor this going forward for sustained compliance that the
milligrams sent from the pharmacy exactly match the MAR and MD order.

CSM and or LPN will aiso monitor for compliance.

Resident #4 PRN for Tramadol was administered to the resident on 3/4/19 at 8:00pm. The Med
Tech failed to fill out the MAR appropriately, however did document it on the narcotic log sheet
correctly.

Med Tech was re-trained on the proper procedure to document on the front and back of the
MAR and on the Narcotic Sheet Log as well, each time a narcotic is given,

Lead Med Tech and or LPN will ensure continued sustained compliance for the narcotic
praocedure,

CSM and or designee will also monitor for ongoing compliance.

6-14-19

MM




Violation Report

Facility Information :
Mame: WILIOWBROOK PLACE License Mumbher: 226550

Address: 150 EDELLA ROAD, CLARKS SUMMIT PA 18417
County: LACKAWANNA Hegion; NORTHEAST

Administrator | - e L 2 .
Name: Christopher Murroy Phone: 5705856028 Email: &L F TTOM

| . muge Sl ivanr dom
Legal Entity '

Mame: CLARKS SUMMIT AID It OPCO LIC
Address: 330 N WARASH AVENUE SUITE 3700, IL, 60617

Certificate(s) of Ocewpancy .
Type: C-2 LP Date: Issued By:

Resident Support Staff: o Total Paily Staff: g (Q Waking Staff45" (/ £

dnspection o c -
Type: Partial BHA Dacket #; Notice: Unannounced
Reason: [nterim  Plan of Comecticn Verification

Inspection Dates and Department Representative

05/37/2019 - On-Site: Josen Harvey, Dugne Valance

License Capacity: 60 Residents Served: & t{¢

 Secured Dementia Care U L _
In Home: No Area: Capacity: Residents Served:

Current Residents: 8

Mumber of ﬁestéentswm e R R :
Receive Supplemental Securaty Income ] Are 60 Years of Age or Qlder: 50
Diagnosed with Mental lliness: 0 Diagnosed with Inteliectual Disability: 0
Have Mobllity Need: 10 Have Physical Disability: 7

Mo Mo W\/& lyle

05/31/20189 ‘7>
\GéC,uJH\J?«
O eet




WILLOWBROOK PLACE

... 226590

2600,
60.a. Staffing shall be provided to meet the needs of the residents as specified in the resident’s assessment and

support plan.

Description 'ﬁ'f"‘a.ffb'la:tiibgé T

The homes letter from Fire Marsha! Neal dated $/6/78 determines that residents should be evacuated from the
home within 10 minutes. The home has 3 fire safe area’s but two of the fire safe area cannet accommodate all the
wheel chairs in the homz. The home has a total of 50 resident’s in house.

Qf the residents that reside in the persanal care home, there are the following:

» 5 residents that require 2:1 physica! assistance to transfer from their peds or chairs in order to evacuate in an
emergency.

+ 5 residents that require 1:1 physical assistance from staff to evacuate the home in an emergency.

* 3 resident that requires continuous verbal cueing from staff to evocuate from the home in an emergency.

On 5/28/1% from 11.00pm-7.00cm, there were 3 stoff persons working in the home. three staff persons cannot
evacuate oll residents safely based on the resident’s mobility needs.

On 5/253/15 from 11:00pm-7:00am, there were 3 staff persons working in the fiome. Three stoff persons cannot
evacuate all residents safely based on the resident’s mobility needs.

{(Aktach pages as necessary. Remember that you must sign and date any aftached pages. Includs steps to comect the violation descibed abeve and steps o
pravent a simifar violadon from sccuming sgain. [f steps cannot be completed immediately, ncluds dates by which tha rteps will be complated )

@% ATACK e@}

‘Legal Entity Representative

Printed Name and Title Date

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE IN THIS BOX!

The above plan of carrection is approved as of  6-18-18  Plan of correction implementation status as of  _§-18-19

{Date) (Date)
™ Fully implemented
, ™ Partially Implemented - Adequate Progress
The above plan of correction was approved by ﬁg) [XPartially implemented - Inadequate Progress
(ng7t ™ Not imglementad
e . . 5 of s
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Willowhreok Place - Plan of Correction for june 12, 2019 Violation Report

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 olso 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 of 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
focts alfeged or the correctness of any conclusions set forth in this allegation by the survey agency.

2600.60 (a)

+ Staffing shali be provided to meet the needs of the residents as specified in the resident’s
assessment and support plan.

¢ Current residents were re-evaluated by LPN, Wendy Sebolka, with assistance from our Enlivant
Regional Nurse, Angei Lyles, to re-evaluate and update our immobile residents properly. {See
Attachment #1}

* The results which were fewer in number then Wendy had originally understood to explain
properly to the inspectors in Chris’s absence, were immediately updated on the resident’s RASP
and DME to reflect the correct changes.

+ Based on 9 immobile residents, our state required hours would be 58/day with a current total of
49 residents. We are currently running an average of 115/hrs. per day in the facility. This is well
covering our state requirement. (See Attachment #2)

+ Given the findings on the day of this investigation, we will now staff an equivalent of four full
time staff members on our overnight shifts {11-7), seven days a week. This is starting
immediately. This at times may include fully trained housekeeping and dietary staff if needed.

= |n addition, Willowbrook Place has a Fire Safety training program in place with Genesis Rehab,
located in our facility to do guarterly Fire Safety Evaluations of all current residents to express
change in needs to our CSM, LPN or designee. This not only aides in confirming maobility, but
also in possible new therapy candidates at that time. This will ensure compliance going forward
as well.

« (SM, LPN, and or Designee will also be responsible for sustained updates and compliance.

e ED/Designee with monitor for compliance as well,

6-18-19 ~ %




1323 Mcnthly Fire Drfii

Reguiatmns ke

2600
132.3. Anunanngunced fire drill shall be held a¢ least once a month,

E‘Eesmptwn ‘of Vsolat:an : E.:":5 R e

Based on residents interviews a st aﬁperson annoynsed o ftre drz!! to the residents bﬂf@fe the glarms soundsd
during the fire drill held on 5/28/15.

Plan of Correction (P0C)

{Amtach pages as neceszary, Remember that you must sign end dale any alached pages. Include seps to comert the violaten deseribed above and steps o
prevert a similar viokition from occuming again. [f steps cannot be completed immediately, Inclida dates by which the steps wil be completed )

@%@ Qﬂ@d@ﬁa)

Legal Entity Representative - 0

uf,._@l) b ILDL

: nted Name and Title

sammmm usg cmw HQM ES MAY m‘; wam f!\i THIS soxe T

The abave plan of correction is approved as of _EJZ_'}E_“ Plan of correction Implementation status as of 8.17-19
(Date} {Lrate]
" Fully Implemented
) ,qrf £ Pardally Implemented - Adequate Progress
The above plan of correction was approved by ”(];it'iafsﬂj' [~ Partially Implemented - inadequate Progress

I Notimplemented

05/31/2{”9 e e e e : g




Page 3AcfS

2600.132. (a}

An unannounced fire drill is beld at least once a month in our facility,

Unfortunately there was no fire drill in our facility on 5/28/19 as noted on the report. It was
held on 5/29/19 by our Fire Safety Expert, Rob Naro. (See Attachments #3 & H4)

in addition, reporter mentioned, (resident #4) has only been a resident since 5/28/2019 and has
a diagnosis of Dementia as well as many others to be considered in taking her report as valid. |
am including her DME to confirm. {(See Attachments #5, 4 pages)

The other reportar mentioned was her husband, who is a resident of the nearby Skilied Nursing
Center, who also could not report accurately on our procedures,

Also, as mentioned by the inspectors of a tall blonde announcing this driil on the incorrect day;
there was no tali blonde working on 5/29/19. We do however have a tall blonde demented
resident that resides on the second floor where the report was taken, that does confuse herself
as a staff member and may have been mistaken as an employee making these announcements,
but she would never have any idea when a drill would be done.

Our Fire Safe expert and Maintenance Director, Rob Naro, will ensure sustained compliance of
not announcing any fire drill to the staff or residents as he runs these drills monthly.

ED and or designee will ensure continued compliance as well.

6-17-19
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WILLOWBROOK PLACE e e 226590

132h - Deszgnated Meetmg F‘Ia:e

Reguiatsans

2600.
132.h. Residents shall evacuate to a designated meeting place away from the building or within the fire-safe grea
during each fire drill

Description of Vi’nia“ti':‘j’,’;:

Based on resident’s interviews ond admission from z‘he home’s odministrotor the residents are not evocuoting to
fire safe area or outside the building during fire drills when the weather is cold outside, residents meet in the lobby
of the bullding for fire drilis, Bassd on the home's fira safety letier dated 6-8-18, the tcbby has not been Identfied a3 a firo safe area.

Pian af Carrecﬁmn (PQC}

(Attach pages ax necessary, Remember that you must sign and date any sttached pages. [nclude steps to comect the viclation described above and swps to
prevent 4 similar viclation from gcouming again. If steps cansot be completed immediataly, include dates by which tha steps will be comgpletad ]

Smmw}

o Chudlgedy, 20 4119

Prmted Mame an

DEPARTMENT USE ONLY - HOMES Miﬁ‘l NOT WRITE IN THIS 80X -

The above plan of correction is approved as of  ° 1 '°  Plan of correction implementation status as of ~ 6-17-19
{Date} {Date)
™ Fully implemented
) p X Partially Implemented - Adequate Progress
The above plan of correction was approved by (iértééfé)m [ Pardally Implemented - Inadequate Progress

™ Not Implemented
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2600.132 (h)

Residents shall evacuate to our designated meeting place away from the building or within the
fire safe areas during each fire drill.

As previously discussed in our Annual Renewal POC, our chief never circled wheare we should be
evacuating to on each monthly fire drill. He since corrected that letter and circled “fire safe
areas”. {See Attachment #6)

What the reporter probably was referring too was that they are usually evacuated through the
fobby and out to the front porch outside. This reporter’s identity was not discussed by the
inspectors, but had it been the same as previous discussion, It would not be valid either.

After an educational discussion with Anne Graziano from the office, we decided to implement
evacuating to the designated meeting place which is the farthest parking spot in the lot, each
and every drill to ensure sustained compliance and have no confusion for the residents.
Maintenance Director will alse paint @ colorful marking on that spot to clearly designate this
area, ance the weather permits him to do so. This will aide in resident and staff clearly knowing
where 1o evacuate to.

If our floor staff at the time of this drilf only had residents evacuate to the tobby, our Fire Safety
expert and Maintenance Director, Rob Naro would have made them proceed out the door to
the proper designated meeting place.

Maintenance Director and Fire Expert, Rob Naro will continue to enforce this regulation when
he pulls unannounced fire drills monthly to ensure sustained compliance going forward.

ED and/or Designee will monitor for compliance as well.

8-17-19
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WILLOWBROOKPLACE 226590

2600,

227.d. Each home shall document in the resident’s support plan the medical, dental, vision, hearing, mental health
or other behavioral care services that will be made avaliable to the resident, or referrals for the resident to
outside services if the resident’s physician, physician's assistant or certified registered nurse practitioner,
determine the necessity of these services. This requirement does not require a home to pay for the cost of
these medical and behavioral care services.

Description of Violation o
The ossessment for resident #1, dated 2/18/18, indicates the resident has o need for wound care. The resident’s
support plan, dated does not document how this need will be met.

The assessiment for resident #2, dated 3/7/13, indicates the resident has a need for physizal therapy The residents
support plan, doted does not document how this need will be met.

The assessment for resident #3, dated 7/18/18, indicotzs the resident has a need for physical therapy ond
occupational therapy. The resident’s support plan, doted does not document how this need will be met.

Plan of Cofrection (POC)
(Afrach pager af necessary. Remember Biat you must sign and date any atiached pages. Inciuds steps to romect the viclation deseribed above and steps to
prevent a simiiar violaton fom eccuring again. if steps cannot be cemplemed immediately, include dates by which the steps wil be completed)

See ofzeled)

Printed Name and Title

! — - ChasWluzas 90 (14|19

DEPARTMENT USE ONLY - HOMES MAY NOTWRITEINTHIS BOX! =7 0 o0 o

The above plan of correction is approved as of  8-17-18 _ Plan of correction implementation status 25 of e1rie
{Date) (Date)
I~ fully Implemented
. 7 I™ Partially Implemented - Adequate Progress
The above plan of correction was approved by dniti !_ K~ Fartially Implarnented - inadequate Progress
i) ™ Not Implementad
5¢t5
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2600.227 {d)

e Resident Assessments must indicate all the resident’s needs and or services and notations must
be made timely as noted in the 3 examples given on the violation report.

» The updated RASP addendums for each of the resident’s #1, #2 and #3 are attached with the
correct and updated notations as required. {See Attachments #7 ((3 pages)), 48, #9({ 2 pages)))

+ PN, Wendy Seboelka, who has been filling in with the absence of an RN or Director of Nursing,
was re-trained on this compliance issue by Regional Nurse, Angel Lyles, during our annual
internal Enfivant scorecard on £/4/19.

¢ Weekly meeting our now set in place with internal Genesis Rehab/Angel’s Touch HH, for
updating and notating onto the RASP for each current resident being seen,

s RCP's and Med Tech’s are aiso encouraged to report up to the LPN's or CSM any and all needs or
concerns of a resident to keep communication flowing both ways. This is done at our daily
stand up meetings held at the change of each shift.

¢ Asa double chack, we Implemented a Skin Audit form this year, completed by the RCP's, once
weekly during the resident’s shower that documents any new findings on the resident, Thisis
brought to the LPN or €SM for their attention and review,

¢  (SM/LPN is responsible to ensure sustalned compliance.

» ED and/or designee will monitor for compliance as well,

The Adminsitrator will work with the weilness team {o ensure that all aspects of care are reviewed in the RASP and there is a
plan to assess and plan for the delivery of all resident needs. The wellness team will ensure that communication flows both
upwards to the supervisors and management team and well as in the reverse in identifying areas of concerns, new or changing
resdient needs, and a plan to meet them, including who is responsible for what.

As changes occur, the home will doccument these updates on the Assessment Addendums (see model form on the Departmer

website.
if the staff need training in order {o meet a resident's needs, the home will ensure that the training occurs and is specific to the

rasdient. 11-17-19
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