pennsylvania

DEPARTMENT OF HUMAN SERVICES

Sent via e-mail gary.achilles@hcr-manorcare.com
Sent via e-mail licensure-support@hcr-manorcare.com
March 31, 2020

Mr. Gary Achilles

Executive Director

Arden Courts Warminster of Hatboro PA, LLC
333 North Summit Street, 16th Floor

Toledo, Ohio 43604

RE: Arden Courts of Warminster
779 West County Line Road
Hatboro, Pennsylvania 19040
License #: 129960

Dear Mr. Achilles:

As a result of the Pennsylvania Department of Human Services, Bureau of
Human Services Licensing, (Department) review on October 22, 2019 of the above
facility, we have determined that your submitted plan of correction is fully implemented.
Continued compliance must be maintained.

Sincerely,

Saudna Weoters

Sandra Wooters, MHS, ACG
Human Services Licensing Supervisor

Enclosure
Licensing Inspection Summary

Bureau of Human Services Licensing/ /Southeast Regional Office
1001 Sterigere Street, Room 161, Building 2 | Norristown, Pennsylvania 19401 | 610-270-1137 | F 610-270-1147 | www.dhs.pa.gov
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Violatlon Report
Facility Information
Name: ARDEN COURTS OF WARMINSTER Licenze Number: 12996
Address: 779 WEST COUNTY LINE ROAD, HATBORO, PA 19040
County. BUCKS Region: SOUTHEAST

Administrator

Name: Gary Achllles Phonae; 2159575142 Erall:
LICENS URE—SUPPDRT@HCR-MANDRCARE_CCJM

Legal Entlty

Name: ARDEN COURTS WARMINSTER QF HATBORO PA LLC
Adelress: 333 NORTH SUMMIT § T. 16TH FLOOR, TOLEDO, QH, 43604

Certificate(s) of Ocgupancy

Type: C-2 1P Date: 03/29/2000 lssued By: Dpt. of L&/
Staffihg Hours

Resldant Support Staff: 0 Total Dally Staff: 47 Waking Staff: 35
Inspection

Type: Full BHA Docicet #: Natica: Unannounced

Reaseh, Renewa!

Inspection Dates and Dapartment Representative
10/22/20189 - On-Site: Davld C arrion, Youn Hig Chung

Resident Demographic Data as of Inspection Dates

'

Genaral Infprmatign

License Capacity; 50 Residents Served: 46
“Sacured Dementla Care Unit
In Home: Mo Area; Capaclty. 50 Residents Served: 46
Hospite

Current Reslelents 5

Number of Resldants Who:

Recelve Supplemental Securlty income: 0 Are B0 Years of Age or Older; 46
Diagnosed with Mental llness; 7 Diagnosed with Intellectual Disability: O
Heve Mobility Need: Hava Physica| Disability: 0
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ARDEN COURTS OF WARMINSTER 12996

425 - Privacy

Regulations
2600, .
42.s. A resident has the right to privacy of salf and possessions, Privacy shall he provided to the resident during

bathing, dressing, changing and medical procedures,
Description of Vialation

On 10/08/18, at 2:00 pm, the Ombudsman observed a staff person pull down a residents pants and adjust the
residents underwear in Berry Ridge Unit hallway.

Plan of Correction (POC)

(Attheh pages as necessary, Rumember thal yeu must §ign and date any aitached pages. include staps 1o corract the violation deserlbed above A0 §teps to
prevent a similar violation Trgn) veeurtng again, If steps canngy he complated immedintely, Inchede dates by wiich the steps wil be complatad )

(loace . aec tlr bl

‘ Lag'al Entity Reprasentative
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Slgnatura Printed Name and Tlile Date

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE IN THIS BOXI

The above plan of corraction I¢ approved as of  3/31/2020 Plan of correction Implemantation status as of ~ 3/31/2020

(Date) (Date)
L. Fully tmplemented
9&/1/“ l%artially Impletmented - Adeguate Frogress
Onitials) L} Partlally Implemented - inadequate Progress
t') Nat Implemanted

The above ptan of corraction was appraved by
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425

¢ Prior to the exit conference, the Ombudsman spoke privately to the survey team. Arden
Courts staff was not present for this exchange. Following the exit conference, the
Ombudsman conflrmed the date of her ohservation, described below, as Septamber 16, 2019,
We are not aware of details surrounding an incident on Qctober 10, 2019.

= On September 16, 2019, our community’s Ombudsman observed a resident, who was just
showered and dressed, exit the shower room while disrobing in the hallway. The
Ombudsman shared her observations with the ED. In turn, later that same day, the ED met
with the caregiver working with the resident to discuss the Ombudsman'’s feedback, The
caregiver reported that she immediately pulled up the resident’s continence praduct and
pants which were already around his knees and ankles at the time. We believe the caregiver's
actlons were resident centered, approprlate and swift. Her actlons prevented a possible fall
from happening, while preserving the resldent’s privacy and dignlty at a moment’s notice.

»  The staff of Arden Courts of Warminster appreciates its relationship with our local
Ombudsman and always weorks with the Ombudsman in a spirit of coaperation and
partnership to better serve our mutual residents. In this sltuatlon, we do not agree that a
violation be assessed to the community by the survey team, approximately 5 weeks after the
fact, for something that was neither witnessed or investigated by them or brought to the
attentlon of the Department at the time of the occurrence.

*  We respectfully ask that violation 2600.42s be removed for the above reasons,

UPDATE:

= Following the community's immediate Investigation and actions taken above, in-services were
held with all staff to review resldent rights. Please see attached.

» Additionally, manthly meetings with direct care staff will be held in April, May and June 2020
with the Executive Director and/or the Resldent Services Coordinator to review and discuss
regulation 42s. An agenda Item for each of these meetings will include discussion concerning
a resldent’s rlght to privacy of self and possessions, including the privacy to be provided
during bathing, dressing, changing and medical procedures.

¢ To confirm staff compliance and staff awareness of this regulation, random ohservations will
be made by the Executive Director and/or RSC, with real-time training provided when needed.

¢ Ohservations and follow up will be discussed during the quarterly Quality Management
meeting.
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ARDEN COURTS OF WARMINSTER | 12996

ghe - 12 Hours Anhiial Training

Regulations

26b0.
65.e. Direct care staff persons shall have at least 12 hours of annual training relating to thelr job duties.

1. Staff person orientation shall be ircluded in the 12 hours of tralning far the first year of employiment.
2, %} LZ?I£¢Ob trainlng for direct care staff parsons may count for 6 out of the 12 training hours required
Deseription of Violation

Direct care staff person A received only 10.5 hours of annual tralning In tralning year 2018.

Plan of Correction (PQC)

(Auach pages os necessary, Remamier that you must sigh and date any atlached pages. Incluele steps 1 conect the vielatlon descrlbed above and sTeps Uy
prevent o similar violatian from occurring agaln. H #leps cannat be completed nmediately, include dates by which the steps will he completac,)

‘ﬂé &L, Mee Ma"ﬁ&@

Legal Entity Representative

Printed Name and Tltle Date

y@,@a@_, CHL AOeiss  EXoe oTTVE e iDL prgr-i9
Signatur

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

The above plan of carrection is approved as of  3/312020  Plan of carrection implementation status as of ~ 3/31/2020
{Date) {Date)
L) Fully implemented
sl WV Partially Implemented - Adequate Progress

The above plan of correction was approved by wte ool
(Initials) | Partially implemented - nadequate Prograss

|1 Not iImplemanted
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In February 2019, a routine audit of 2018 team member tralning records was conducted by
Romayne Higgins, Administrative Services Coordinator. It was determined that team member
A received 10.5 hours of tralning, excluding the following topics which were made up on
February 20, 2019:
1. Flre Safety
2. Infection Control and General Principles of Cleanliness and Hyglene Assoclated with
Immobhility, such as prevention of decubltus uleers, incontinence, malnutrition and
hydration and safe management technlques.
To make sure team member A has all mandatory tralnings for 2019, the above tralning
sessions were completed agaln on November 21, 2019 for the 2019 training year. Please see
attached,
Durlng the week of November 4-8, 2019, an audit of 2019 mandatory tralning records for all
team members was conducted by Romayne Higgins, Adminlstrative Services CoordInator.
One additional team member was identlfled as not completing all mandatory training
sesslons. The second team member’'s tralning was completed as well. Please see attached.

UPDATE:

* In addition to the above immediate actions taken, a systematic approach to monitaring
and tracking 12-hours of annual training compllance will be Instituted. Golng farward,
seml-annual audits will be conducted by the Administrative Services Coordinator in the
second and fourth quarters of the calendar year. The Executive Director and/or designee
will verify the audits for compllance,

» Direct care staff annual tralning records will also be audited by the Executive Director
and/or designee randomly throughout the year to maintain compliance with regulation
65e, with real time training provided to the Adminlstratlve Services Coordinator as
needed.

* Inthe event training is found to be missing, applicable tralning will be provided and
documented accordingly.
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65f - Training Topics
Regulations
2600.

5
6.
7.

651 Training topies for the annual tralning for direct care staff persons shall in¢lude the following:
1.
2,

Medication self-administration training,

Instruction on ineeting the needs of the residents as described in the preadmisslon screening form,
assessment tool, madical evaluation and support plan.

3. Care for resldents with dementia and cognitive impalrments,
4.

Infection eontrol and general principles of cleanlinass and hygiene and araas associated with
Immobility, such as prevention of decubitus ulcers, incontinence, malnutiition and dehydration,

Personal care service needs of the resident,
Safe management technlgues.

Chare;_lfor residents with mental fliness or sn intellectual disabiity, or bath, if the population Is sarved in
the home.

Description of Violatlon

Direct care staff person A did nat receive trainlng in infection control ancl general principles of cleanliness and
hygiene and areas associated with immobllity, such as prevention of decubitus ulcars, Incontinence, malnuttition
and dehydration, safe management techniques during tralning ysar 2018,

Plan of Correstlon (POC)

(Attach pages as nacasenry. Remembar that you midt £fgn and date any ertoched pagag, chide staps to conact the violation described above ong Tlaps o
Fravent a £lmilat vialation frein eceuring again. If steps cannat he complacad Immediztely, inchurle dates by whigh the steps will 3o complaled)

“/Q@Mf Alee ﬁ/é@gﬂff,,(

Legal Entity Representative

ﬂﬁ(/ A ltm | CREE foav el FRECUTIOET NLECTDL, 12 ?
Signature

Printed Name and Title Date

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

The above plan of cotrection is approved as of 3312020 plap of correction implementation status as of  3/31/2020

The above plan of correction was approved by

U7 bare ! /Z/&M_/ue,_

(Date) {Date)
) Fully implemented
M Wnrthally Implemantad - Adegquate Progress
(inltials) [ 1 partially implamented - Inadequate Progress
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In February 2018, a routine audit of 2018 team member tralning records was conducted by
Romayne Higgins, Adminlstrative Services Coordinator. It was determined that team member
A recelved 10.5 hours of training, excluding the followlng toples which were made up on
February 20, 2019;
1. Fire Safety
2. Infectlon Control and General Principles of Cleanliness and Hygiene Associated with
Immobility, such as prevention of decubltus ulcers, incontinence, malnutrition and
hydration and safe management techniques.
To make sure team member A has all mandatory tralnings for 2019, the above training
sessions wera completed again on November 21, 2019 for the 2019 training year. Please see
attached,
During the week of November 4-8, 2019, an audit of 2019 mandatory training records for all
team members was conducted by Romayne Higgins, Administrative Services Coordinator,
One additional team member was identified as not completing all mandatory training
sessions. The second team member's tralning was completed as well. Please see attached,

UPDATE:

* In additlon to the above immedlate actions taken, a systematic approach to monitoring
and tracking annual tralning topic compliance will be instituted. Going forward, semi-
annual audits will be conducted by the Administrative Services Coordinator in the second
and fourth quarters of the calendar year. The Executive Director and/or designee will
verify the audits for compliance.

e Direct care staff annual tralning records will also be audited by the Executive Director
and/or designee randomly throughout the year to maintain compliance with regulation
65f, with real time training provided to the Administrative Services Coordinator as
needed.

« |n the event tralning is found to be missing, applicable training will be provided and
documented accordingly.
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ARDEN: COURTS OF WARMINSTER 12996

&3¢ - Annual Training Content .

- Regulations . |

2600
65.9. Dlrect care staff persons, ancillary staff persons, substitute personnel and regularly scheduled volunteers
shall be trained annually in the foliowing areas:

1. Fire safety completed by a fire safety expert or by a staff person trained by a fire sefety expert. Videos
prapared by a fire safety expert are acceptable for the training If accompanied by an onsite stalf
person trained by a fire safety expert.

2 EI%?&I; ghn!icy preparedness procedures and recognitian and response to crises and emergency

’

Description of Violatlon

Staff person A did not receive training in fire safety completed by a flre safaty axpert ar by 8 staff person tralned by
a fire safety expart, Videos prepared by a fira safety expert are acceptable for the training if accompanled by an
onsite staff person trained by a fite safety expert, emergency preparedness procedures and recognition and
response to crises and emergency situations during training year 2018.

Plan of 'Clnr‘l'e:c:tlon (POG)

{Allach pages as necessary. Remember that you must sign and dale my atlached pages, include steps to correct the vinlation described above and stapsg to
prevent a slmilay vislation from occurding ayaln. W steps connet be completed immediataly, Includa dates by whien tha staps will be completag)

ﬁ&dbmd’ ALLL Md&ﬂ_

Legal Enﬂty,R‘apresuntativa

'5'9"5“”' Printed Name and Title Date

,Q{g%/ yéﬁfng—ﬁ é’tﬁé«f' APHCLED R T& BidE €T =27 )]

DEPARTM’E.NT'USE ONLY - HOMES MAY NOT WRITE IN THIS BOX!

The above plan of correction s approved as of  3/31/2020 Plan of correction implementation statug as of  3/31/2020
(Date) {Data)

(] Fully Implemnented
sl */Partially Implementsd - Adequate Progress
(nitafsy 1 Partially Implemented - Inadequate Progress

—¥“ 4//‘95/‘}725',{ /f LA g Nle i, ¢ | Not Implemented

AN Coart. o 5
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The above plan of correction was approved by
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In February 2019, a routine audit of 2018 team member training records was conducted by
Romayne Higgins, Adminlstrative Services Coordinator. It was determined that team member
A did not complete the 2018 Fire Safety training, which was made up on February 20, 2019.
To make sure team member A completed Flre Safety training for 2019, team member A
attended Fire 5afety training November 21, 2019. Please see attached.

During the week of November 4-8, 2019, an audit of 2019 mandatory training records for all
team members was conducted by Romayne Higgins, Adminlstrative Services Coordinator,
One addltional team member was identified as not completing Fire Safety training. The
second team member’s training was completed on November 21, 2019 as well. Please see
attached.

UPDATE:

In addition to the above immediate actlons taken, a systematic approach to monitoring and

- tracking annual training content compliance will be instituted. Going forward, semi-annual

audits will be conducted by the Adminlistrative Services Coordinator in the second and fourth
guarters of the calendar year, The Executive Director and/or designee will verify the audits
for compllance,

Direct care staff annual training records will also be audited by the Executive Director and/or
designee randomly throughout the year to maintain compliance with regulation &5g, with
real time tralning provided to the Adminlstrative Services Coordinator as needed.

In the event training is found to be missing, applicable training will be provided and
documented accordingly,
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85a - Sanitary Conditions

Regulations

| 2600,
B%.a. Sanitary conditions shall be maintained.

Description of Vielation -

On 10/22/19, at 2:30 pm, faces was observed on the floar and smeared on the toilet of bedroom #16 In
the Cloverfield Wing, The sheets were soiled with hrown substance.

Plan of Correction (POC)

{Attach pages ay mcassary. Remember that you musl sign and date any attached pages. Inclucle steps to carrect the vielatlon deserlbed above and stops 1o
prevent a similar violation tram oeeuring again. If steps cannot be comptgtet) iImmadintaly, Include dates by which the steps will be campleted,)

: P& Repg Aee ﬁ*&é" GJ&*Q

. Lagal Entity: Representativa

Pﬁ‘ﬁm Gt Alaeres  Soeumve BeECrvd. -39

Signature Printed Name and Titla Date

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

The above plan of correctlon is approved as of  3/31/2020 Plan of cortaction Implementation status as of ~ 3/31/2020
(Date) (Date)

yully implemented
The above plan of corraction was approved by g,[w., Partially Implementec - Adequate Progress

{Initials) {. ) Partially Implemented - Inadequate Progress
| ) Not Implemented
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85a

Room 16 was Immediately cleaned an October 22, 2019 by Caregiver, Tramllah Johnson.
Please see attached.

Bullding Services Coordinator (Bill McDonald) and Housekeeping staff {(Elizabeth Thome and
John Camp) were provided in-service training on October 29, 2019 cancerning 2600.85a,
Please see attached.

The Deep Cleaning Checkllst Is belng used as the audit tool for properly cleaning the Room 16,
Please see attached,

Starting October 28, 2019 through December 30, 2019, Room 16 will be cleaned 2 times per
week and documented using the Deep Cleaning Checklist.

Resldent’s RASP was updated on October 29, 2019, via RASP Addendum, to reflect continence
care monitoring, room cleanliness and communication batween care staff and housekeeping
staff in the unlikely event of a continence aceldent In Room 16. Please see attached.

UPDATE;

In addition to the abave immediate actlons taken, a systematlc approach to monitoring and
malntaining sanltary conditions has been instituted. Every occupied resident room is being
thoroughly cleaned on a weekly basis by trained housekeepers. A Resident Room Deep
Cleaning Checklist has been instituted to standardize sanitation consistency community-wide.
Going forward, the Building Services Coordinator or designee will complete random room
checks to ensure compliance and sign the checklist as well. Please see attached.

Fram the perlod February 7, 2020 through Mdy 31, 2020, The Executive Director or deslgnee
will make random rounds of the community to ensure compllance with regulation 85a. is
belng maintalned. Please see attached,

Starting February 7, 2020, all staff are belng In-serviced on regulation 85a by the Executive
Director or designee. In-servicing Is underway and projected to conclude on April 15, 2020,
Please see attached. In-servicing Includes a general overvliew of what constltutes sanltary
conditions and a general overview of what constitutes unsanitary conditlons Including fecas,
uring, bodily fluids such as blood, mutus, vomit or semen, rotten or spoiled foods, the
presence of mold or mildew, pungent odors and generally unclean surfaces,

626{(?« Jé bl Spocetmn jﬁgo@;
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ARDEN COURTS OF WARMINSTER : 12996

183d - Presenption Current

Regulations

2600,
183.d. Only eurrant prescription, OTC, sample and CAM for Indlviduals living in the home may be kapt in the home,

Description of Violation

On 10/22/19, Raloperldol Oral Solution .25 m presctibed for rasident #1, was In the home's madication cart;
however, the medication was discontinued on 05/24/19.

Plan of Carroction (POC)

(Altach pages Bs necasssry, Remember thal yeu must Bigh and date any atiached pages. iclus slaps Wa carrdel ia violation deseribed above aod steps 1o
pravent @ slmllir vialation flom accuiving again, | steps cannot be complited numaiately, Include dates by which the steps will be complatad,)

ﬁé-dﬁ-ﬂe os el

Legal Entlty Representative

/é (ALY ARICLES EXeewTive Didée P -y ¥
Slgnatufﬁé Printed Namae and Titla Date
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE |N THIS BOXI
The abave plan of correction is approved as of /312020 pjan of carrection implementatlon status as of  3/31/2020
(Date) {Data)

) Fully implarmented

The ahave plan of carrection was approved by S/&/l/’ %artlally Implemented - Adequate Progress
(nitials)  [J Partially Implemented - Inadequate Progress

L.} Not Implemented
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183d

* Adiscontinued medication was found in one of the med carts. It was immediately removed
from the med cart at the time of the survey. Please see attached.

¢ On October 24, 2019, the discontinued medication was properly disposed of and documented.
Please see attached.

* Beginning November 5, 2019, all med carts are being audited weekly by the RSC or designee to
ensure that discontinued medications are belng removed in a timely manner. Please see
attached,

¢ Med techs and licensed nurses were in-serviced on November 19, 2019 by David January
RN/Quality Assurance Consultant for HCR ManotCare and Arden Courts on Regulation
2600,183d. Please see attached.

UPDATE:

¢ In addition to the above immediate actions taken, a systematic approach to monitoring
MARs for accuracy has been instituted. A nurse completes the weekly Medication Cart
Audit attesting to each of the following: the Med|catlon Observation Record was reviewed
for completeness; Expired or discontinued medications were removed and reordered if
needed (routine and PRN), medications are availabla as ordered/labeled carrectly
(routine, PRN and OTC), and infection control has been conducted (bottles are clean, meds
are kept in labeled baggies and separated accordingly). Going forward, the Resident
Services Coordinator or designee wlll attest to the accuracy of the MedIcatlon Cart Audit
by completing random audits and signing the audit tool as well. Please see attached.

* Additionally, the above process will be Incorporated as part of the final MAR to
Medicatlon Cart Audit at the time of the monthly recaps.
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183e - Stor.ihg Madlications

Requlations

2600.
183.e. Prescilptlon medications, OTC medications and CAM shall be stored In an organized manner under proper
conditions of sanltatlon, temperature, moisture and light and in accardance with the manufacturer’s

Instructions.

Description of Viclation

There were 8 unidentified loose pills found In the County Hall medication cart

. Plan of Carrectlon (POC)

{Attacl pages as necessary. Remembar thal yau must 5ign and dote any attached pagas. Include ataps to correct the violation deserlbad above and steps to
preverd a similar vigliation from ocourring agale, if steps cannot be coimpleted immediately, Include dates by which the sraps will be campleted.)

ﬁém woe 2t el

Legal Enthy Representative

)2%‘3’. J@é&égﬁ__—-—j éﬂ‘fi‘( AoHell€ S éﬂj{‘:mg‘g DL ECTEL D,a,«-uy rot§
ate

Signature Printed Name and Title

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

The above plan of corraction is approved as of  3/31/2020 Plan of carrection Implemantation status as of  3/31/2020
(Datw) (Date)

[} Fully Implermented
m JPartfally Implemanted - Adequate Progress
| ) partally (mplementad ~ Inadequate Progress
[ Not Implemented

The ahove plan of correction was approved by
(Initialz)
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183e

» Loose pllls were Immediately removed from the med cart at the time of the survey. Please
see attached.

« Beginning November 5, 2019, all med carts are being audited weekly by the RSC or designee
to ensure that loose pills are belng removed In a timely manner. Please see attached.

¢ On November 7, 2019, RSC spoke to the owner of Horsham Pharmacy about the packaging
Issue. The owner of Horsham Pharmacy has In-sarviced his staff on sealing the medication
packages more securely,

¢ Med techs and licensed nurses were in-serviced on November 19, 2019 by David January
RN/Quality Assurance Consultant for HCR ManorCare and Arden Courts on Regulation
2600.183e. Please see attached.

UPDATE:

¢ OnlJanuary 16, 2020, the Executlve Director and owner of Horsham Pharmacy discussed
additional steps to Institute a systematlc approach to prevent plils from belng dislodged from
their packaglng, Including:
1. Pharmacy staff being re-in-serviced about packaging protocols.
2. Med Techs and Nurses will contact the pharmacy if they find a weak blister pack for
immediate pick up and repackaging.
3. Pharmacy providing one addltlonal medlcation cart to allow for additional
medication storage space.
These measures have been very successful, with no loose pills found In the
medication carts since the weekly audit conducted on March 6, 2020 to date,
Please see attached.
» Going forward, the Resident Services Coordinator or designee will attest to the accuracy of
the Medication Cart Audit by completing random audits and signing the audit tool as wall,
Please see attached.
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185a - Implament Storage Procedures

Regulations
2600.

185.2. The home shall develop and imlplement procedures for the safe storage, access, security, distribution and
use of medications and medica aquipment hy trained staff persons,

Descriptlon of Vidlatlan

On 10/22/19, resident #2's glucameter was not calibrated to the correct date and titnme,

Plan of Correction (POC)

(Attach pages as nacessary. Ramentber that you must slgn and dats By attached pages. include staps to earvact iz viglation described abova and ateps to
prievant 2 similar violatlan frem oceurmng agas. H staps cannot be completed immedlaraly, Include dates by which the steps will be carmplotau,)

: / j@ tng Qan AU CRL

Legal Entity Representative -

Jé{éﬂm—s Gt fonrcds | ExeeoTir Mescrel. M-gr-,9
Slgrature

Printad Name and Title Date
DEPAR'_I'MENT USE ONLY - HOMES MAY NOT WRITE IN THIS BOXI

The above plan of correetion is approved ag of  3/31/2020 Plan of correction implementation status as of  3/31/2020
' (Date) (Date)
L) Fully Implemented
The above plan of correction was spproved by S/&/V“ Partially mplemented - Adequate Progress

(initialsy | 'Partially Implemantad » inadequate Progress
t.! Not Implamented
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185a

A glucometer was determined to be reading glucose levels properly; however, the date/time
function was not properly callbrated.

On Dctober 24, 2019, the glucometer in questlon was properly calibrated for date/time.
Please see attached.

Effective November 5, 2019, the RSC or designee now checks weelly for proper glucometer
calibration of date/time. Please see attached.

Med techs and licenses nurses were in-serviced on Novemher 19, 2019 by David January
RN/Quality Assurance Consultant far HCR ManorCare and Arden Courts on Regulation
2600.185a, with emphasls to llcensed nurses on carrect calibration of glucometers, Please see
attached,

UPDATE;

In additlon to the above immediate actions taken, a systematic approach to monitaring
glucometers for accuracy has been instituted,

All glucometers are checked for proper callbration of date/time, documented weekly via the
ahove referenced Diabetlc Monltoring form, and signed off by the nurse performing the audit.
Please see attached.

Going forward, the Resident Services Coordinator {RSC) or designee will also randomly check
glucometers for accuracy and sign the audit tool as well. Should a discrepancy be noted, the
RSC will immediately rectify the situation and in-service the nurse as needed.
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187k - Date/Time of Madication Admin.

Regulations
2600.

187.b. The information In subsection (2)(13) and (14} shall ba recorded at the time the medication is administared,
Daescription of Vialation

Resident #2 is prescribed Docusate Sodlum. Resident 2's October 2019 medicatlon administration recard does not
include the Inltials of the staff parson who adminlstered Docusate Sodium an 10/22/19 at 1:00 pm.

Resident #2 Is prescribed Novaleg 100 unlts . Resident 2's October 2019 medication administratlon record does not
Include the initials of the staff person whe administered Novolog 100 units on 10/08/19 at 5:00 pm.

Plan of Correction (PQC)

{Avtach pugun is iccessary, Retnembar (hat yeul Imust sign wnd dote aoy atlached pages. Includo ttepe ks eoreact the
pravent a similar vialtion fram occurring agoln, i $tepy canngt bp comgplated medlalely,

Ploaie ee aklcted

violntion deseribiod above ond naps o
include dotes by which the steps will be eomyplatsd,)

Legal.Entity Represantatlve

" %Mﬁéﬂ‘r ATl S, Frecorer Bus eTon.
ighature

i Bl Ay ‘?
Printed Name and Title

Date
DEFARTMENT USE ONLY - HOMES MAY NOT WRITE IN THIS BOXI

The above plan of correction is approved' asof  3/31/2020

Plan of carrection Implementatlon status as of  3/31/2020
(Date)

(Data)
P Fully mplemented

The above plan of correction was approved by sl Wartially Implemented - Adequate Progress

(nitials) [ ] Partislly Implemented - Inageguate Progress
l I Not Implemented
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187h

¢« Two medicatlons were administerad that were not properly documented in real time on the
MAR,

¢ Beginning October 30, 2019, all MARs are heing audited weekly by the RSC or designee to
ensure that proper documentation Is in place. Please see attached.

s Maed techs and licensed nurses were in-serviced on November 19, 2019 by David January
RN/Quality Assurance Consultant for HCR ManorCare and Arden Courts on Regulation
2600,187b. Please see attached.

UPDATE:

In addition to the above immediate actions taken, a systematic approach to monitoring MARs
for accuracy has been instituted. A nurse completes the weekly Medication Cart Audit
attesting to the following: the Medication QObservatlon Record was reviewed for
completeness; Expired or discontinued medicatlons were removed and reardered if neaded
(routine and PRN), medications are avallable as ordered/labeled correctly (routine, PRN and
OTC), and infection control has been conducted (bottles are clean, meds are kept In labeled
haggles and separated accordingly). Going forward, the Resident Services Cocrdinator or
designee wlll randomly attest to the accuracy of the Medication Cart Audit by completing
random audits and signing the audit tool as well. Please see attachad.

Additionally, the above process will be incorporated as part of the final MAR to Medication
Cart Audit at the time of the monthly recaps.

The Shift Change MOR Review tool has been implemented. Please see attached.
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187d - Follow Prescriber's Orders

Regulations

2G04,
187.d. The home shall follow the directions of the prescriber.

Dascription of Violation
Resldent #2's glucometer has no blood sugar raadings on 10/8/19 at 9:00 pm.

Resident #3's is prescribed Lorazepam 2 mg twice daily, On 10/6/19, resident #3 was administered Lorazepam 2 g
3 times.

Plan of Carraction {POC)

(Atsach pADAE a5 necessary. Remarmilavr that you must sign e date any artached pages. Include staps 10 carrecy the violation described above and steps tv
prevent a similar viefalion fram occurnng again, if steps cannot be complatad mmedlataly, Inciude dates by which he staps will b eompliieg)

flrer v ath stn

Legal Entity Representative

Sighatul Printed Name and Titla Date

%ﬁéM EHY fownces. ERecvTior DiceTol P 7oy

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

The above plan of correction |z approved as of  3/31/2020 Plan of correction implementation status us of ~ 3/31/2020
{Date) (Date)

(. Fully Implemented

The above plan of carrectinn was approved by sl (lPartlally Implemented - Adeguate Prograss
' (nitialsy (1 Partiglly Implemented - inadequate Progress

L) Not Implemented
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One accu-check on October 8, 2019 was not documented on the MAR and one additional dose
of Lorazepam was given on October 6, 2019,

Beginning October 30, 2019, all MARS are belng audited weekly by the RSC or designee to
ensure that they are complete, accurate and compliant. Please see attached.

On October 23, 2019, the nurse who provided the additional dose of Larazepam was provided
additional educated by the RSC, Additlonally, on November 25, 2019, the nurse was also
counseled by the ED around performance improvement relative to medication administration
and following PCP orders. Please see attached,

Med techs and licensed nurses were in-serviced on November 19, 2019 by David January
RN/Quality Assurance Consultant for HCR ManorCare and Arden Courts on Regulation
2600.187d. Please see attached.

UPDATED:;

In addition to the above immediate actions taken, a systematic approach to monitoring MARs
for accuracy has been instituted. A nurse completes the weekly MedIcatlon Cart Audit
attesting to the following: the MedIcation Observatlan Record was reviewed for
completeness; Expired or discontinued medications were removed and reordered if needed
(routine and PRN}, medicatlons are available as ordered/labeled carrectly {routine, PRN and
OTC), and infection control has been conducted {hottles are clean, meds are kept In labeled
baggies and separated accordingly). Going forward, the Resident Services Coordinator or
designee will randomly attest to the accuracy of the Medlcation Cart Audit by completing
random audits and signing the audit tool as well. Please see attached.

Additionally, the above process is will be incorporated as part of the final MAR to Medication
Cart Audit at the time of the monthly recaps.

The Shift Change MOR Review tool has been implemented. Please see attached,
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234b - Support Plan Needs Elements . '

Requlations

2600,
234.b. The suppert plan must Identify the resident's |2hysical, medical, soclal, cognitlva and safety needs.

Destription of Violation

The suppert plan, dated 12/08/2018, far restdent #4 does not address behaviorsl problems of resident lifting heavy
objjects, moving them throughout the home and sustaining (nurles.

Plan of Correction (POC)

(AtLich poges as necessary, Remgimber thal ot vl algn dlrdl date any atlached pages. Inglyde stupn 1o corract tha vialaton described above ond Slaps Lo
prevent 4 similnr vialitlon from ecurting agaln, IF steps cannot he complargd limmedintuly, Include dates by which the steps will be comphetad)

p«& AT fﬂ’%t'cﬂﬂ—f

Legal Entity Representative

v %’”/)éé&’) BB Mt S SREeaTidE NEEcTEA /=07 19
Signatur

Printed Name and Title Date

DEPARTMENT USE QNLY - HOMES MAY NOT WRITE IN THIS BOXI

The above plan of correctlan is approved as of  3/31/2020 Plah of correction implementatlan status as of  3/31/2020
(Date) (Datm)

L1 Fully Implemented

The above plan of correction was approved by 5,&,1}( V‘Partlally implemented - Adeguate Progress
(Initlals) L) Partlally lmplemented - Inadeqguate Prograss

{-) Not Implemented

X [ PIATE ¢ /ﬁ Ll AOLE, ,ﬁ% el
/Q&i/ 74‘5’;@@;3 Gty A LEST

& N8 Crg A rie )/-«Lc!c.,.(éz.bf/ 550 et A n

10/22/2009 I ' o B " 120813



03/30/2020 MON 13:34 Fax ]045/053

234b

In February 2018, Resldent A started demonstrating Increased behaviors as noted by the staff,
An updated DME was completed to reflect the change In conditlon. A corresponding RASP
addendum to reflect the care being provided to address the ldentlfled needs was not in the
record. On October 28, 2019, Resident A’s RASP was updated, via addendum, to ldentify the
occasional behaviors expressed by the resldent and the care strategles performed by the staff
to address the resldent’s needs. A support plan meeting was held on October 29, 2019 with
the resldent’s husband/POA, Executive Director, Resldent Services Coardinator and Program
Services Coordinator to discuss the dementla process, the resident’s progression within the
dlsease, typlcal behaviors demonstrated by the resident at times, and the care strategies
provided by the staff to address her expressions of need. Please see attached.

The 2019 flles of all residents present in the community on the date of the annual survey were
auditad to ensure that Change in $tatus DMEs also have corresponding RASP updates to
reflect the care belng provided to address the Identifled needs. Three flles were Identified
with Change In 5tatus DMEs. All three resident flles had carresponding RASP addendums in
place to reflect the care strategies being performed by the staff to address the changas.
Please see attached,

On October 28, 2019, all Coordinators were in-serviced on regulation 2600.234b. Please see
attached.

To expedite the process, effectlve October 28, 2019 changes in a resldent’s condition are being
discussed at morning meetings, with corresponding RASP addendums completed within five
calendar days.

The reviews and updates wlll be documented on the RASP update log and kept for review by
the Department.

Update:

In additlon to the above Immedlate actlons taken, a systematic approach for addressing
behavioral changes has been Instltuted,

On February 10, 2020 and March 2, 2020, all CoordInators and nurses were in-serviced on
regulation 2600.234b. Please see attached.

Addltionally, monthly meetings with direct care staff will be held In Aprll, May and June 2020
with the Executive Director and/or the Resldent Services Coordinator to review and discuss
regulation 234b. An agenda item for each of these meetings wlll Include discusslon
concerning the process to immediately address changes In behavlor, Including: 1. When
changes in behavlor are identifled, the observer notifles one or more of the following:
Resident Services Coordinator (RSC), nurse on duty, caregiver, coordinator or adminlistrator of
his/her observatlons; 2. Should the resident require immediate attention, the RSC, nurse on
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duty, caregiver, coordinator or administrator will Immediately intervene and discuss strategies
that would benefit the resldent for implementation by the care and/or other appropriate
staff; 3. Resident changes are also communicated to the PCP to determine medical
interventions (if deemed necessary) and next steps; and 4. The POA Is also notifled.
Behavloral changes and interventions to be Implemented will be discussed with the POA and
approprlate staff.

* Changes In resident condition are reviewed at daily stand up meetings, with corresponding
RASP addendums completed within five calendar days. Care plan updates are recorded on a
tracking log and filed in both the medical chart and administrative file. Please see attached.
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233d - Records Audit/Litigation

Regulations
2600,
253.d. Records reuired undar this chapter that are not part of the resident records shall ba kept for a minimum of
3 years or until any audit or (tigatien is resolved,
Description of Vialatlon

Med Tech traihing records for 2018 wers accidantly disposed,

Plak of Correction (POC)

(Attnch pdgay a5 neceseary. Remambser that ¥ou miust sigh and date any attached pages. iciude staps ta correct the violation described absve nnd steps to
prevent a similar violation frajm aeclirving again. If steps canpat be completed immediataly, neluda dates by which the gtaps will ba completed)

/) leove wu abarBed

Legal Entity Representative

5’%{ Mﬁ FHAY BeHeet£S  Elicorde MeecTor.  mar-9
11

Signan Printed Nare and Title Date

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE IN THIS ROX|

The abave pign of corvection Is approved as of  3/31/2020 Plan of corraction implementation status as of  3/31/2020
(Date) (Date)
U1 Fully lmplaimented

The above plan of corregtlan was approved by S/&/V‘ VFartlalIy implemented - Adequate Prograsg
(Initials) (' Partlally Implemented - Inadequate Progress
[ Not (mplementad
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253d.

During the annual survey, the Executive Director, Gary Achilles, communicated to the survey
team, that the 2018 Med Observation records were accidentally shredded.

All Coordinators were In-serviced on Regulation 2600.253d on October 23, 2019. Please see
attached.

All staff members will be in-serviced on Regulatlon 2600.253d on or before December 31,
2019, Please see attached.

Update:

In additlon to the above immediate actions taken, a systematic approach for addressing
records that are not part of the restdent records has been Instituted.

A binder has been created to house all required documentation of the medication
administration course requlrements now located In the Executlve Director Office for
safekeeping.

The Iron Mountain shredding bins are now located In the Administrative areas of the
community, thereby preventing Immediate access to shredding documents.
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