pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFICATE OF COMPLIANCE

This certificate is hereby granted to_NORTH WALES 1089 MC BG OPCO LLC

LEGAL EMTITY

To operate PARK CREEK PLACE - MEMORY CARE

HAME QF FACILITY R AGENCY

Located at _1989 HORSHAM ROAD, NORTH WALES, PA 19454

COMPLETE ADDRESS OF FACILITY OR AGENGY)

ADDRESS OF BATELLITE SITE ZODRESS OF SATELLITE S1TE

APDHRESRS OF SATELLTE B0 AULHRESS OF SATELLITE 81TE

ADORESS OF SATELLITE BITE ADDRESS OF SATELLITE 8T8

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

{REANUAL NUMBER AND TITLE OF REGULATIONS)

and shall remain in effect from Nevember 7, 2019 until _May 7,
uniess sooner revoked for non-compliance with applicable laws and regulations.

No: 142561

P i

Aoterd F Aobieron ( Srys7

IREUANTS GFE LR, DEPUTY SECHETARY

ROTE: This cortificate is issued for the above sie(s} only and is not ransferatile
ard should be posted in a conspicunus place inthe faciliy. HS 628p ~ 719




pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL — RETURN RECEIPT REQUESTED
MAILING DATE: November 7, 2019

Mr. Matthew Coleman

Authorized Signatory

North Wales 1089 MC BG OPCO, LLC
330 North Wabash Avenue, Suite 3700
Chicago, lllinois 60611

RE: Park Creek Place — Memory Care
1089 Horsham Road
North Wales, Pennsylvania 19454
Certificate #: 142561

Dear Mr. Coleman:

As a result of the Department’s Bureau of Human Services Licensing inspection
on April 16, 2019, April 17, 2019, May 16, 2019, July 1, 2019 and July 9, 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 # 142560 dated November 1, 2019 to November 1, 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 November 1, 2019 to November
1, 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.

Pursuant to 62 P.S. 1085-1087 and 55 Pa.Code 88 2600.261-268 (relating to
enforcement), the Department intends to assess a fine for the following violation(s)
unless fully corrected on or before the mandated correction date.

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 17120 | 717.783.3670 | F 717.783.5662 | www.dhs.state.pa.gov



Mr. Coleman 2

55 Pa.Code Class Fine Calculated Mandated

Chapter 2600 of Census at Perresident Fine Correction Date

Section no. Violation Inspection X Per day = Per day (to avoid Fine)

65a I 42 $5 $210 5 calendar days from
mailing date of this letter

65f 1l 42 $3 $126 15 calendar days from
mailing date of this letter

187d I 42 $5 $210 5 calendar days from
mailing date of this letter

227¢g 1l 42 $3 $126 15 calendar days from

mailing date of this letter

A fine will be assessed on a daily basis beginning with the date of this letter and
will continue until the violation is fully corrected, and full compliance with the regulation
has been achieved. If the violation is fully corrected, and full compliance with the
regulation has been achieved, by the mandated correction date, no fine will be
assessed. You must notify the Department’s Regional Human Services Licensing office
in writing as soon as each violation is fully corrected and submit written documentation
of each correction. The Department will conduct an on-site inspection after the
mandated correction date, and within 20 calendar days of the date of this letter. If one
or more violations is not fully corrected and full compliance with the regulation has not
been achieved, you will periodically receive invoices from the Department’s Bureau of
Human Services Licensing with payment instructions. The fines will continue to
accumulate until the violation is fully corrected and full compliance with the regulation
has been achieved.

No fine is being assessed at this time; therefore, you may not appeal any fine at
this time. If a violation is not corrected and full compliance with the regulation has not
been achieved by the mandated correction date, a fine will be assessed and an invoice
will be mailed. This invoice will contain the right to appeal the fine.

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 Il, 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:



Mr. Coleman 3

Shivani Patel, Enforcement Manager
Human Services Licensing

Department of Human Services

Room 631, Health and Welfare 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.

Sincerely,

Kevin Harcock
Deputy Secretary
Office of Long-Term Living

Enclosures
License
Violation Report



Facility Tnformation =
Name: PARK CREEK PLACE MEMORY CARE
Address: 1089 HORSHAM ROAD, NORTH WALES, PA 12454
County: MONTGOMERY

“Legal Entity.

Violation

Reglon: SQUTHEAST

Report

License Number; 142560

Mamae: Monica Bera Phone: 27155400520
Name; NORTH WALES 1089 MC BG OPCO LIC
Address: 330 N WABASH AVENUE SUITE 3700, It, 60611

“Gertificatels) af Ocedpancy

Type: C-2 LP Date:

“staffing Hours

Residant Support Staff: 0 Total Daily Staff: 80

- Inspettion . "

v

| 04/16/2019

Type: Partial BHA Docket #:

Reason: ncident

“inspéction Datés and Depdrtment Represenitative.

04/16/2019 - On-Site: Denise Gillespie, Joseph Eveges
04/17/2019 « On-Site: Denise Gillesple, Joseph Eveges

'Res[dent DemOQFE’PhiC Data asof Inspection Datesfw o

L:cense Capac}ty.d&

- s Sécured Détentia Carglnit: - #0

Area: The whole building

In Home: Yes

HaplE T TR
Current Residents: 10
“Nuiriberof Residerits Whe: - 70 i

Recelve Supplemental Securlty Income: 0
Diagnosed with Mental Hlness: 0
Have Mobility Need: 40

Are 60 Years of Age or Older: 40

Emalil: rwinslow@enlivant.com

Issued By!

Waking Staff: 60

Notice: Ungnnounced

Residents Served: 40

Capa city 48

Residents Served: 40

Diaghosed with intellectual Disability: 0
Have Physical Disability: 78

S




142560

PARK CREEK PLACE MEMORY CARE

“Regulations

2600.
42.b. A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected to corporal

punishment or disciplined In any way.

Desciiption of Violation | 5
On-3/21/19 Resident #1 eloped from the home in the morning around 9:05 AM. and crossed a 4 lane
highway before a Staff Member C found the resident at the corner of Hartman Road and Horsham-Road. The
resident was able to elope because the exit door was not reset following on overnight fire drill on 3/21/18 ot 251
AM. The resident was exit seeking nurmerous times during that morning. The resident set off the door alarm 15

times before successfully exiting. Staff were aware Resident #1 was exit seeking because they heard the alarm each
time Resident # 1 touched the door. Staff should have responded each time the alarm went off and redirected the

resident ta prevent the elopement.

Plan of Correction (POC}

{Attach pages as necessary, Remember that you must slgn and dale any attached pages. Inclade steps to comect the violation described above and steps to
prevent a simifar violation from occuring again, If steps cannot be completed intmedlately, inclade dates by which the steps will be completed}

-Resident #1 elopement risk assessment reevaluated on 3/21/19, Enlivant leveling tool/
assessment updated on 5/1/19, support plan updated on 6/20/19. -~

- Elopement training completed 3/27/19; attendance sheet attached (page 1a and 1b)

- Elopement drills conducted on each shift during the week following incident as additional
training/practice for staff. Conducted 8 elopement drills through 3/27/18 on both shifts.

- residents assessed quarterly for ¢lopement risk.
-high risk elopement residents in binder at front desk.
-Flopement drills to be conducted at least monthg on alternating shifts by ED or designee,
monitoring ongoing, compliance to be determined thru QA process. '

Please see attached.......

_Legal Entity Representative .

y 4 A/%/ o Riched M Wuslow AED ‘g{ig)l‘n

Printed Name and Title

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

98241? Plan of correction implementation status as of 08‘ _24 19
(Date) {Date)
" Fully implemented
SP J Fartially iImplemented - Adequate Progress
I~ partially implemented - Inadequate Progress

[~ Not Implemented

The ahove plan of correction is approved as of

The above plan of correction was approved by
(Initials}

' 04/16f2019—__“" “ T : RS C e 2ofi!



2600.42b

Home did provide verification that elopement training was conducted with staff members on 03-27-19,
Within 30 days receipt of POC all residents elope risk assessments will be updated and documented in
RASP. Ali memory care doors will always be locked. Administrator or designated person will perform
daily walkthroughs of facility to ensure doors are locked and functional. Staff will respond to alarms
whenever they are activated to ensure resident safety.

SP 08-24-19

Documentation of the daily walkthroughs shall be maintained for Department review.S74210/18/19



PARK CREEK PLACE MEMORY CARE | . 142560

CRegulations T A e e
2600. '
54.a. Direct care staff persons shall have the foilowing quatifications:
1. Be 18 years of age ar older, except as permitted In subsection (b). _
2. Have a high schoal diploma, GED or active registry status on the Pennsylvania nurse aidg registry.

3. Be {ree froni a medical condition, including drug ot alcohol addiction, that would fimit direct care staff
persois fram providing necessary personal care services with reasonable skill and safety,

"nurse aide registry.
" l';"ix'arf“b'f.(."ér_re;:t:ié;i. (POC)

{Atach pages as necessar) Remember that you must sign and date any attached pages. Inckide steps to comect the violallop descibed above and steps o
prevent 3 sienitar violatien from occuring again, If steps cannol be completed Immediately, Include dates by which the steps will be completed)) :

-Staff person A diploma filed in employee file.

.- current employee files audited 5/6/19 for high school diploma, GED or current registry on the PA

nurse aide regjstiy, see attached employee file audit (page 2c). :
- Employees without diploma or current registry on the PA ntirse aide registry removed from schedule,
“not permitted to work until documentation obtained. Updated employee file audit attached (see page 2d) -
- Adminlstrator trained on regulation on 4/26/19 by Penn State. ,

-Business office manager trained on regulation 2600.54a by Administrator on 7/10/19, see attached
‘training record {page 2a and 2b). ) _

.- Business office manager to audit potential new hires prior to offer to ensure polential employse

s cornpliant with regulation 2600.54.a See attached Pre Hire Checklist {page 3) to be completed by
Business office manager or designee on potenial new hire applicants.

-~ Monitoring to be ongoing; compliance to be determined thru QA process,

Please see attached......

I:egal Entity. Representative

Richerd 11 Lmslew AED .7}1.:1}:&?

Printed Name and Title Date

" DEPARTMENT USE ONLY “"HOMES MAY NOT WRITE IN‘THIS BOX! . ™

o 08-24-19 ) 08-24-19
The abova plan of correction is approved as of  Plan of correction implementation status as of i
{Date) - {Date)
" T fully nplemented -
SP « Partfally lplemented - Adequate Progress
I Partially Implemented - Inadequate Progress

I” Not Implemented

The above plan of correction was approved by
: {Initials}

.. 04/—1672—019 : _ C L e e . e o e




2600.54 a

The administrator or designee will review all current direct care staff records to ensure all direct care
staff persons meet the qualifications in accordance with regulation 2600.54(a}, within 30 days receipt of
this POC. Documentation will be kept in the staff records for Department review. Only those staff
persons who meet the direct care staff qualifications will provide direct care services. Home did provide
verification of Staff member A’s qualifications.

SP 08-24-19




PARK CREEK PLACE MEMORY CARE

Wi ey w4 tes b

Je00,
65.a. Prior to or d_uriﬁ? the first work day; alt direct.care staff petsans.including andlllary. stafl persons, substitute

ersohnet and yo

unteers shall havé an orientatlon in general fire safety and emergency preparedness that

ncludss the following:

1.
2,

3.

-~ oh vt b

Evacustion pracedures.

Staff duties and responsibilities during fire drills, as well as during emergency evacuation, transportation -

and at an emergency lotation if applicable. £

}]’he designated meeting place outslde the building or within the firesafe area in the event of an actual
re,

. Smoking safety procedures, the home’s smoking policy and tocation of smoking areas, if app'licable.
. The loéation and use of fire extingulshars, :
. Smoke detectors and fire alarms.

. Telephone use and notification of emergency services,

Deseription of Violation

Staff person B, whose first day of werk was 7/18/18, and staff person C whose first day of work was 12/19/18, did -
not recelve orlentation on the following toples: '

1. Evacyation procedures 2. Staff duties during fire drills 3. Daslgnated meeting place

4. Smoking safety procedures 5 The location and use of fire extinguishers.

6. Smoke detectors and fire alarms.
P'iarjfo‘f’ Gorrection (POC)

{Attach Ppages as necessay. Remexnb£;ﬁxat you must sign grd dats any altached pagos, Inckide steps to corect the viohton descabed above and steps to
prévent & sknilarviolaion fom aceuning again. I steps cennot bz completed Inimediately, include dotes by vhich the steps vill by completed} '

-staff person B and C trained 6/18/19"‘: . ‘
- current employee files audiled; see attached ermployee fite audit (page 2¢), employees trained

on topics in regulation 2600.65a. See attached sign in record (page 4a-h). Employee file audit updated, see attachea

{page 2d}

i
1
4

_ current administrator trained on this requirement on 4/26/2018 by Penn Stgjte. _ _ _

_Administrator or designee will review new employee files for compliance prior to completion of orientation process; see attached new
* employee file audit (page 5) i ‘ '

- Monitoring will be ongoing; compliance to be determined in QA process. __Please see attached...... |

_ Legal Entity Representative Lo S
T

I,

Signature

repeat violation 08/1:3/18%: .~

'. Rihoed £ Uinsew he0 2l

% “Printed Name and Tifle bate

*DEPARTMENT USE ONLY -'HOMES MAY NOT WRITEIN.THIS BOXE & 1. . .° i il o

08-24-19 08-24-19

The above plan of correctionfs approved as of —_—_— Plan of correction Implementation status as af L.

The abova plan of cotrection was approved by

“oaries019

(Date} (Date)
I Fully Implemented

gp I™_Partially Implemented - Adequate Prograss

" (riials) Partially Implermented - Inadequate Progress

7 Not Implemented .

4ot




2600.65 (a)

Administrator or designee will ensure all direct care staff persons including ancillary staff persons,
substitute personnel, and volunteers have a general fire safety and emergency preparedness training
that covers all the aspects of 2600.65(a) prior to their first day of work. Record of training to be kept by
home and made available for Department review, Home provided verification Satff persons B and C
did receive training in 2600.65 a. Audit of all staff members records to be completed within 30 days
receipt of POC to ensure alf training complete.

SP 08-24-19




PARK CREEK PLACE MEMORY CARE 142560

“Regulations
2600.

65.d. Direct care staff parsons hired after April 24, 2006, may not provide unsupervised ADL services untit
completion of the following:

1, Training that indudes a demonstration of job duties, followed by supervised practice.

2. Successful completion and passing the Department-approved direct care training course and passing of
the competency test,

Direct care Staff Person A, hired on 5/21/18, began providing unsupervised ADL setvices on 5/21/18. However, the

staff person did not complete and pass the Department-approved direct care training course and pass the
competency test,

"“Plan of Correction (POC)

! (Attach pages as necessary. Remember thet you must sign and dale any attached pages, Include steps to conect the viclation descibed above and steps to

; pravent a siraflar violation from accuiring again. If steps cannot be completed immadiately, incude dates by which the steps vl be completed.}

|- 'Staff porson A completed department-approved direct care training course and passad on 4/18/19, copy in file,
.- current employee files audltad 5/6/19, see attached employeé file audit {page 2¢) ‘

‘. current smployses who have not completed the Department -approved direct care lraining course and passed
: the competency test have been removed from the schedule until documentation provided. Employea fralning file-
; audit updated, see altached (page 2d). _

i~ current administrator trained on this requirement oh 4/26/2019 by Penn State

.- Administrator or designee to audit new hire files, see attached new employee training audit (page 5)

]— monitoring to be ongaing; compliance to be determined In the QA process,

i Administrator or designee will ensure all direct care staff persons have training that covers all the aspects off
12600.65(d) prior to providing unsupervised ADL services. Record of training to be kept by home and made
 available for Department review. Home provided verification Satff person A did receive training in 2600.65 d.

! Audit of all direct care staff members records to be completed within 30 days receipt of POC to ensure all ;
! training complete.  SP 08-24-19 :

"Legal Entity-Représentative

Signiatur Printed Name and Title ‘Date

%{/”Z@_/W o Richocd 11 Ehslon AED 7)1 -

| DEPARTMENT.USE.ONLY - HOMES MAY NOT:WRITE'IN THIS BOXI "

08-24-19
The above plan of correctionis approved as of

A Plan of corraction implementation status as of 08-24-19
(Date) (Date)
™ Fully Implemented
I~ Partially Implemented - Adequate Pragress

Partially Implemented - Inadequate Progress
I™ Not Implemented

The above plan of correction was approved by ‘_SP_
{Initials)

o4/16/2018. L ' | o ~ 50f11



lPARK, CREEK PLACE MEMORY CARE , L ' 142560
1418.1:10 Medical Evaluation Informiation . ., - L

“Hegulations

2600, ' i
141.a, A resident shall hava a medical evaluation bgf a physlclan, physiclns assistant or certified registered nurse
' ractitioner documented on a forin specified by the Department, within 60 days prior to-admission or within
50. days aftar admisslon, The evaliration must biclude the followlng: o ‘ C
1. A ganeral physical exemination by s physiclan, physician’s-assistant or nurse practitoner. £
2. Medical diagnosis including physicat or mental disablitles of the résident, If any
3, Medical infaymation pertinent to diagnosis and treatment in case of an emergency.
4, Speclal health or dietary needs of the resident.
5. Allergles, o
6. immunization history. . , .
7. Medication reglmen, contraindicated medications, medkatlon'side effects and the abflity to self- _
adrminister medications. ~ : l
8, Bqdr positloning and movement stimulation for residents, if appropriate. . :
9. Heaith status, : :
10. Mobility assessment, updated annually or at the Department's request,

_Description, of V[Qlatii‘m. N . .
Resident # 1's medical evaluation dated 12/07/18, did not Include the residents ability to administer

medications. ,
Restdent # 2% medical evaluation dated 02/09/19, did not Include the date the resident was evaluated gnd the

second page of the form,

Pl of Correction (PGG) 1", -, .

. ! . {Athich peges g5 necessary. Remember that you must sign end date any aiached pages. Inchede steps to comect the vlalation descibied above and steps to
| praventa similar violation fram oceuring agatn. If steps cannot he completed Immediately nclude dates by which the steps will be complated)

- Resident #1 OME corrected via verbal order from physician; resident may not self administer medications.
-Resident #2 is no longer a resident at Park Creek Place Memory Care. = -

- current resident files audited; as of May 30, 2019 current residents compliant with regulation. See attached audit/tickler file maintained by CSM {page
6d and 6e})

- Current Administrator trained on requirement on 4/26/2G19 by Penn State.

- CSM trained on regulation 2600.141.a on 7/10/2019 by Divisional Care Services Specialist. {See page 6a,b,c)

-Administrator or designee to audit new admissions. for proper DME completion; see attached Admission Audit (see page 7). Menitoring will
be ongeing, compliance will be determined thru QA process. _ ‘ please see attached ..

 ‘Legal Entity Representative .. et e repeat violation 08/13/ pg T S

H

z s e

Richod M Winslow  pED ilwlm

“Printed Name and THie Date ,

" DEPARTMENTUSE ONIY - HOMES MAY NOT-WRITEIN THIS BOXL [« ¥i2

. ' 08-24-19 08-24-19
The above plan of correctionis approved asof ___ . Plan of correction Implementation status as of |
{Date} {Date)

™ Fully lmpfementéd
sp \y Partially tmplemented - Adequate Progress
(nitials) I~ partially inplemented - Inadequate Progress
™ Notimplemented :

The ahove plan 'of correction was apptoved by

0471672019




2600.141 a

Within 30 days receipt of POC, the administrator or designated staff person will review all current
medical evaluations to ensure medical evaluations are completed timely, accurately and in their entirety
to include a medication regimen. Any incomplete medical evaluations will be returned to the physician
for com p!etlion or new in-persan medical evaluations will be scheduled and completed.

SP 08-24-19




PARK CREEK PLACE MEMORY CARE 142560

487a.: Medication Record
‘Regulations, = mi N oy st
2600. !

187.a2. A medication record shall be kept to include the following for gach resident for whom medications are
administered:

1. Resident’s name,

2, Drug allergies.

3. Name of medication.
4. Strength.

Description of Viclation

Resident # 1 is prescribed morphine sulfate solution. However, Resident # 7 medication administration record
daes not include this medication.

. Plan of Co;réction (POC)

{Attach pages as necessacy, Remermber that you must sign and date any attached pages. Include steps to conect the vioktion descriied above and steps to
¢ preveni a similar violation from accuming again, If steps cannot be completed Tmmediately, include dates by which the steps wil be completed)

- i-Resident #1 order for Morphine discontinued on 4/22/19 by physician,

.~ Medication techs.and nurges inserviced regarding appropriate medication administration on 5/23/16;
i see attached training récord (page 8a,b c), g

| Medication Order Audit began 5/29/18 to enstire orders written are transcribed and checked by 2
 staff members, (Seé aftached page 9? . .

-CSM responsible for sustalned compliance; CSM and ACSM wilf continue Medication Order Audit.

| Monitoring will be angoeing, compliance will be determined thru QA progess.

; Immediately: A staff person qualified to administer medications will conduct an initial and monthly review of
i all current resident MARs and prescriber’s orders to insure all prescribed medications are documented on the

resident’s MAR’s in accordance with regulation 2600.187(a). Home did provide verification med techs and
' nurses were trained on medication administration records on 05-23-19,

P 08-24-19

-’Legal Eiitity Representative L e

i

Tl Rined MLhndow AED_ gy
" Slgnature : Printed Name and Tille Date :
DEPARTMENT USE ONLY - HOMES MAY NOTWRITEANTHIS BOXY - =+ . 7 7
08-24-19 08-24-19
The above plan of correction is approved as of _ Plan of correction implementation status as ot
(Date) {Date)

I™ Fully Implemented
Sp ™ Partially Implemented - Adequate Progress
Partially [mplemented - Inadequate Progress
I Not implemented

The above plan of correction was approved by .
{Initials)

© 04/16/2019 ' R ©ToftT




PARK CREEK PLACE MEMORY CARE _ o - 142560

S3ds Srrendmission Screen Form

“Ragulations -

" 2600,
224.a. A determination shall be made within 30 days fprim to admisslon and documented on the Department’s
preadmisslan screening form that the needs of the resident can be met by the services provided by the
nome,

{Atach pages as necessary, Reinember that you must sign and date any atiached pages, Inclide steps to comact the vickhition described shove and steps to
prevent a similar viclaton from occuming again. H steps cannot be compleled immediately, tichide dates by which the steps vl be completed)

- Resident #2 no longer resides in the community.
- Resldent records audited for prescreen completion on 6/19/19, see attached audit (page 10s). :
- CSM was trained on regulation 2600.224a on 5/13/19; (ses attached training record page 10a,b,c,d)’
-CSM is responsible for sustained compliance. The administrator or designee will audit for the

' preadmission screening form to ensure completion prior to move in; see attached Admission Audit.

- (See page 7) - R : .
- Monitoring will be ongoing, conipliance to be determined thru QA process,

Monitoring and audits of prescreen completion to be maintained by home and made available for
Department Review. Administrator or designated staff person will ensure all new residents have a
preadmission screening form completed within 30 days prior to admission. Home did provide verification
of audit on 06-19-19 and training on 05-13-19.

SP 08-24-19 repeat violation 08/13/18

Legal Entity.Representative -

e == '
, T, g .
45%’?’”%/7771 Toheed 1. Woslews AEO 2)iefiq

ature ST T T Printed Name and Title Dats

. DEPARTMENT USE ONLY - HOMES MAY NOT WRITEINTHIS BOX: - 7 .© . ~hooi

08-24-19 - , 08-24-19
" Plan of correction implementation status as of .
{Date) (Date)
™ Fully fmplemented ‘
‘ Sp Partially Imptemented - Adequate Progress
The above plan of correction was approved by 21 I Partially implemented - Inadequate Progress

Initials
¢ ) I™ Notimplemerted

The above plan of correction is approved as of

0471672019 | S ~ 8of11



PARK CREEK PLACE MEMORY CARE

142560

2253 - Assessment 15 Days .,
“‘Regulations’
2600,

225.a. A resident shall have a written Jnitial assessment that is documented on the Department's assessment foren

within 15 days of admission. The administrator or designee,-ar a human service agency may complete the
Inltial assessment. .

Description of Vilation = ,
Resident # 1% assessment, dated 12/22/18, does not include puges 3,4, 5,6, 7. 8, 9, 10, and 11.

{Attach pages as hecussary. Remembar that you must sign and dete any attached pages. Incde steps to camect the violation desciibed above and steps to
prevent a similar violation from occuring again. If steps caanct be completed knmedlately, Inchida dates by vihich the steps will bs completed.)

-Resident #1's partially implemented RASP can not be altered or completed. Resident #1 has a
completed RASP on filed as of 5/20/2019. ,

-Active resident charts audited for assessement and support Fians (RASPs). RASPs completed on
current residents as of May 30th. See attached aydittickler file maintained by CSM (page 6d and 8e).
~CSM trained on proper completion of RASP on 5/13/19; see attached training record (page 1ta-11d)
-« Administrator trained on regulation on 4/26/19 by Penn State, '

-Admission audit began 5/22/19, see altached (page 7); completed by Adminisirator of designee,
* .monitoring to contintte, compliance to be determined via QA process.

- Administrator or designee will ensure all Resident Assessment Support Plans (RASP), are completed withiin
; timeframes specified in 2600.225a. Within 30 days receipt of this POC all RASP will be audited to ensure they
- are updated to reflect residents needs. Home did send in verification CSM was trained on RASP 05-13-19.

- Documentation of all trainings, audits, and monitoring will be maintained by home and made available for
- Department review, |

i

'SP 08.24.19 ‘ repeat violation 08/13/18

Legal Entity Representative . . .2

“Signature

_Qicl"?c-f‘r} ’\_II U‘,”ﬁ‘)"“’ uﬁgﬁw 7liehy

Printed Name and Title Date

'DEPARTMENT USE ONLY - HOMES MAY NOT WRITEAN THIS BOXI S

: 08-24-18 : 08-24-19
The above plan of correctlon Is approved as of ~__ Plan of correction implementation status as of

(Date) . {Date)
™ Fully Implemented
Sp y Partially Implemented - Adequate Progress
{I_mtla-l:s) ™ Partially Implemented - Inadequate Progress
I™ Not Implemented

The above plan of correction was approved by

04_/1 612019 e e e e : : . , o 1




142560

PARK CREEK PLACE MEMORY CARE

‘233¢- Key-Lotking Devices-

Regulations . .
2600.

233.c, If key-locking devices, electronic cards systems or other devices that prevent immediate egress are used to
lock and unlock exits, directions for their operation shall be conspleucusly posted near the device.

- The directions for operating the home's locking mechanism are not conspicuously posted near the south wing door
to the Secure Dementia Care Unit (SDCL),

. \

Plan 8 Coirection (POC)
{Attach pages as necessary. Remember that you must sign and date any attzched pages. Inchude steps to comrect the viclation desciibed above and steps lo
prevent a simifar viokilion from eccuming agaln, If steps cannot be completed immedlately; inelude dates by which the steps vid be completed)

- walk thru performed; directions replaced to South Wing door and to front lobby door key pad areas,

- Current administrator rained on'regulation 4/26/19 by Penn State, . :
- Program Manager tralned on regulation 2600.233.c by Administration on 7/10/19, see attached (page

"13a, band o),
.~ Daily walk thtu rounds to be completed by Program Manager to ensure compliance to be
rcommunicated during daily stand up meeting with £D and administrative team.

' The administrator or designated staff person will monitor the SDCU at least weekly to ensure the directions
for the operation of the keypad system are conspicuously posted near the device. '

SP 08-24-19

Legal 7El_'-l!:‘i,t][ Representative . " .7

: / - ‘ ; :
/W@ /&f/ S wﬂ?)c)?arJ M /Jnu}dw,./ggo . ?g{,(/z}?m

Sigrature Printed Name and Title

©:DEPARTMENT-USE ONLY - HOMES MAY.NOT WRITE [N THIS BOX!
: 08-24-19 08-24-19
The above plan of correction is approved as of . .. Plan of correction implementation status as of . __
(Date} ‘ . {Date)
&Fully Implemented
Partially Implemented - Adequate Progress
The above pfan of correction was approved by SP I™ Partially Implemented - Inadequate Progress

Initial
(ritials) I™ Not Implemented

“051167?619“ O RO : o . o T




Violation Report

Facility Information

Name: PARK CREEK PLACE MEMORY CARE . License Number: 742560
Address: 7089 HORSHAM ROAD, NORTH WALES, PA 19454
County: MONTGOMERY Reglion: SOUTHEAST

Administrator 7
Name: .Rl‘chard Winslow Phone: 2155400520 Emalil: rwinslow@enlivant.com

Lagat Entity

Name: NORTH WALES 1089 MC BG OPCO LLC
Address: 330 N WABASH AVENUESUITE 3700, IL, 60611

Certlificatels) ‘of”-O(:cupanc'y

Stafing Houts .

Resident Support Staff: 0 Total Daily Staff; 84 Waking Staff:63
Inspestion 3 R
Type: Partial BHA Dacket #: : Motlce: Unannaunced
Reason: Interim

(nspéction Datés and Department Reprasentative. -
05/06/2619 - On-Site: Michele Swisher

‘Residaiit Demographic Data s of Inspection Datés "o

-.-jg@ng;a[,mfgii‘};;ﬂgh- R RIS TN e
License Capacity: 48 Residents Served; 42
- Soelie DeRERU CarUARE 7 DT T e e e
tn Home: Yes Area; Entire Home Capsacity: 48 Resldents Served: 42
Habplee. 0 0 S e TR ey T
Current Resldents: nm
Nomber of ResidaritsWho: - SR RN
Receive Supplemental Securily Income; 0 Are 60 Yedrs of Age or Older: 42
Dlagnosed with Mental lliness: 4 Diagnosed with Intellectual Disability: 0
Have Mobllity Need: 42 Have Physical Disability: 0

05/06/2019 ' ' 1 of 11



PARK CREEK PLACE MEMORY CARE 142560

25b - Contract Signatures

Regulations

2600,
25.b. The contract shall be signed by the administrator or a designee, the resiclent and the payer, if different from

the resldent, and cosighed by the resident’s desighated persen if any, if the reslidént agrees,
Descripti_bn. of Viglation
The resident-home contract, dated 2/13/19, for resident #1 was not signed by the resident and there are no
documented aitempts to have resident sign or notation of residents inability to sign.

Plan of _Co_r_fact_ion (POC)

ign and date any-attached pages. Include steps to comect the vioksiion descrlbed abiove and steps (o

{Mtach pages as necessury, Remember that you must s .
lischivir dates by which the steps will be completed )

“ prevent a similar vioftion from occuring agalh. If steps cannol be cotnyileted initediately,

- Retsident #1, reapproached; unable to-sign contract due to cognitive deficit, notation made on
contract,

- On 6/11/2019, active resident files audited per previous plan of correction, All active resident
files compliant to date.

- Admission Audit of resident files to be completed on day of admissich (see alfached A) initiated
5/22/2019, to be completed X 12 weeks, auditto be completed by administrator or designee.

. E[é)/res}gg?sible for contract signing, trained on regulation 2600.25(b) by T RN DCSS
on 6/19 g, )

- Compliance date: 6/19/2019

' Please see attached...........

~ Ligaf Entity Representative .~

Recherd M Linsla  6/20/1q

Printed Name and Title . Date

IDEPARTMENT USE ONLY ~'HOMES MAY.NOT WRITE IN THIS BOX!

08-07-19

08-07'1__9 Plan of correction implementation status as of o
{Date) {Date)
I™ Fully implemented
™ Partially Implemented - Adequate Progress
Partially Implemented - nadequate Progress

@Not implemented

The above plan of correction Is approved as of

The above plan of correction was approved by sP
{Initials)

05/06/2019 2 of 11




2600.25h

The home will document attempts to have resident #1sign their contract immediately, The
administrator will develop a checklist to use in individual resident files. A designee will be trained on
the processing of resident contracts within 15 days receipt of this POC.

SP 08-07-19

Documentation of training shall be maintained for Department review. Sy2£ 10/18/19




PARK CREEK PLACE MEMORY CARE 142560

65a - FS Orientation 1st Day

Regulations

2600, o _
65.a. Prior to-or during the first work day, all direct care staff persons Including anchilary staff persons, substitufe

I:’er‘é:qnn-e! and-valunteers shall havé an otientation in general fire safaty and emergency preparedriags that
nelades the followlng:
. 1. Bvacuation procedures.

2. Staff duties and responsibllities during fire drills, as well as during emergency evacuation, fransportation

and at an emergency lecation if applicalile:
3. 'fr_he deslgnated meeting place outside the building or within the fire-safe area Jn the event of an actual
Ire.
. Smaking safety procedures, the home's smoking policy and lacation of smoking areas, if applicable.
. The location and use of fire extinguishers.
. Smcke detectors and fire alarms,
. Telephonie use and notification of emergency services.

- o b

25cHiption of Viclation , AR
Staff person A who Is an ogency staff person, whose first day of work was 05/01/19, did not receive orientation in '

any of the toples speclfied in 2600.65(@).  Repeat Violation - 8/13/18

“Plan 0f Corredtion (ROL) .

{Attach pages as neceseny: fatiiinhdr that du must dign and date ariy, titachdd pages.

| gges. Inchidytepato comect the violaiion desciitiad, ahovg and sleps to f
irgvient a simlar violitleh fraf ectifilag again. If steps cannot be completed immedistely,

Inchitle-dites by which the stigps:will he romplstad)

- Staff person A traled ot toplog spaclfied In 2600.65(w).on 57119 (See Atlached B). Stalf person j
Aas well as olher Agenoy assodiates were (talnled o 2600.65(a), As of 5/20/2019, all agency personet used by’
Park Creek Memory. Bare are complaint with regulation 2600.65(a). '

Agenty orfenlation tralning to be-corpleted by all agansy staff members prior to of during the flrst working

day. .

.»'B%mpliance to big:pionitared by CSM or deglynee during scheduling precess for 12 weaeks,

-CEM and AGSM rasponsible for agency slafiing, CSM and ACSM tra ned on regulation 2600.65(a) by ]
RN, DCES on6/198/2018. T

- Compllance date: 6/19/2019 Pl

Richod M. tinlas ¢ /as /19

Printed Name and Title ' Date

08-07-19 , 08-07-19
The above plan of correction Is approved as of "7 Plan of carrectlon implementation status 85 of -
{Date) ' {Pbate)
I” Fuily Implemented
sp - Partially Implemented - Adequate Progress
The above plan of correction.was approved by dnitials) i partlally Implemented - Inadequate Progiess
Not Implemented
e e . e

05/06/2019




2600.65(a)

Administrator or designee will ensure all direct care staff persons including ancillary staff persons,
substitute personnel, and volunteers have a general fire safety and emergency preparedness training
that covers all the aspects of 2600.65(a) prior to their first day of work. Record of training to be kept
by home and made available for Department review,

5P 08-07-19




PARK CREEK PLACE MEMORY CARE 142560

183e - Storing Medications

Regulations
2600,

183.e. Prescription medications, OTC medications and CAM shall be stored in an orgaiized manner under proper
conditions of sanitation, temperature, molsture and light and in accordance with the manufacturer’s

instructions,
Description of Violation
On 5/6/19 4 loose pills were found in the South medication cart.
On 5/6/19 on the North medication cart there was 1 loose pill found, a bottle of Prosource was leaking brown

sticky liquid into the cart drawer and a bottle of liquid guaifenesin was leaking red sticky liquid. There was also a
collection of small white beads that appear to be Depakote sprinkles that have spitled from a package, present in

the drawer of the medication cart.
Plan of Correction (POC)

chucd:steps to comect the vipfation desciilied above and steps 1o

. (Aliith pages 2s ntgngery, Renrember that you must sign and date any-atiached pages. In ]
inckide dates by which the sieps will be completed))

prevant a similar viotation. from occusiing egain, If sleps, cannot be com ileted immiediately,

- 4 loase pills on south medication cart were removed at time of survey. Loose pill on North cart removed
altie of survey as well as bottle of prosource and quaifenesin cleaned, white beads removed from/cleaned
from drawer-of med car; Medication-carts thoraughly cleaned by LPN following day of survey.

-No&h and south medication carts thoroughly cleaned and medication cart review (see attached C) inltiated
on May 22,

- Medication cart review/audit to continue X12 weeks to ensure compliance, monitoring
will be completed by CSM ar designee.

-CSM and ACSM trained on regutation 2600.183(e) by NIl ~-N. DCSS on 6/18/2019.

-Compliance date: 6/18/2019
Please see attached........
repeat violation - 08/13/18

, L_egal"Entit'yi Representative 00

7,

Signature
DEPARTMENT USE ONLY = HOMES MAY NOT WRITE IN THIS BOXI

Ra’g\\on) ™. U_:.ns\_ap ¢ /2 ) 1Y

Printed Name and Title Date

08-07-19 08-07-19
The above plan of correction Is approved as of _ plan of correction implementation status as of o
{Date) {Date)
I™ Fully Implemented
sp yFartia%[y implemented - Adeguate Progress
I~ partially Implemented - Inadequate Progress

I~ Not Implemented

The above plan of correction was approved by .
(Initials)

05/06/2019 40f11



2600.183 e

Within 30 days receipt of POC all medication administration staff will be trained on storing prescription
medications in an organized manner in accordance with manufacturer’s instructions. Documentation to

be maintained by home for Department review. Audits of med carts to be documented for Department
review.

SP 08-07-19



PARK CREEK PLACE MEMORY CARE

185a - Implement Storage Procedures

Regulations
2600.

142560

185.a, The home shall devalop and Implament procedures for the safe storage, access, security, distribution and use
of madications and medical equipment by trained staff persons.

‘Descriptian of Viclation -

Resident #1 is prescribed Muscle Rub- apply to right abd. 3 times a day as needed for pain and Acetaminophen
325mg take two tablets by mouth every 6 hours as needed for mod to severe pain. On 5/6/ 19 these medication(s)

were not available in the home,

Resident #2 is prescribed Docusate Sodium 100 mg- One by mouth every day if needed for no bowel movement in
three days, Senna 8.6mg- two tabs by mount at bed time as needed for constipation and Icy Hot Cream- Apply to
left elbow four times dally as needed for pain. On 5/6/19 these medication(s) were not available in the home.

'Pla_n §f :Cor:récti_dn (roc) .

{Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to correct the violtion described above and steps to
prevent a similar violation from occuming again. If sleps cannot be completed immediately, inchsde dates by which the steps will be completed,)

- Resident #1 muscle rub and acetaminophen were ordered and received from the pharmacy day of
survey. Resident #2 Docusate Sodium, Senna and icy Hot were ordered and recieved from the

pharmacy day of survey.

- CSM or designee will audit 5 residents weekly to ensure campliance for 12 weeks (see attached

“D" medication cart audit tool).

- CSM and ACSM trained on regulation 2600.185(a) on 6/19/2019 by T RN, DCSS.

- Compliance date: 6/19/2019

Please see attached.......

T

Z sl

Sigrature

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

08-07-
The above plan of correction is approved as of 1_9_
: {Date)
. sP
The above plan of correction was approved by
{Initials)

05/06/2019

Legal Entity Representative ' . TN

Rtblﬂo(d M. L\_)mshu C/lo]iﬂ.

Printed Name and Title - Date

08-07-19
Plan of correction implementation status as of N
(Date)
™ Fully Implemented
J Partially Implemented - Adequaté Progress
I™ Pattially Implemented - Inadecjuate Progress
I™ Not Implemented
5of 11




2600.185(a)

Within 30 days receipt of POC, administrator or designee will ensure the home has developed and
implemented procedures for safe storage, access, security, distribution and use of medications and
medical equipment by trained staff persons. Policies and procedures to be accessible to representatives
of the Department at all times. Staff that handle or administer medications and medical equipment will
be trained and familiar with policies and procedures. Medication will be accounted.for at all times.

SP 08-07-19




PARK CREEK PLACE MEMORY CARE 142560

187h - Date/Time of Medication Admin.

Regulations

2600.
187.b. The information in subsection (a)(13) and {14} shall be recorded at the time the medication is administered.

Description of Violation

Resident #2 is prescribed Mirtazapine 45mg- one by mouth at bedtime. Resident #2s medication administration
record does not include the initials of the staff person who administered Mirtazapine on 5/5/19 at 8:00 pm .

Resident #2 Is prescribed Olanzapine 15mg one by mouth every morning and at bed time. Resident #2's
medication administration record does not include the initials of the staff person who administered this

medication on 5/5/19 at 8:00 pm

Resident #2 Is prescribed Risperidone 4mg- one by mouth twice daily. Resident #2's medication administration

record does not include the initials of the staff person who administered this medication on 5/5/19 at 8:00 pm
Planof Coreection (POC) v
must ¢lgn and date any attached pages. include steps to comect the vlolation described above and steps to

{Attach pages as necessary. Remember that you
Include dates by which the steps will be completed}

prevent a simifar violatlon frem occunring agaln. if steps eannot be complated Immediately,

- Resident #2 MAR documentation for May 2019 has been reviewed. Staff person administering medication
counciled on timely, accurate documentation of medication administration.

- On May 22, 2018, MAR check audit (see attached E} initiated, completed by med tech/LPN to audit previous
. shift MAR documentation.

-Audit to continue X 12 weeks to ensure compliance. CSM or designee responible for ongoing compliance.

- CSM and ACSM trained on regulation 2600.187(b) on 6/19/2019 by | RN, OCSS.

- Compliance date: 6/19/2018
Please see attached.........

Q‘Q\'\g{_d_m“ Lwshars C./Qﬂ}}q

Logal Eitiy Repressntative’ T
' Printed Name and Title Date

T

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

' 08-07- 07-
The above plan of correction is approved as of 18 Plan of cortection implementation status as of 08 07 _19_
(Date) {Date)
™ Fully Implemented
. sp ™ partially Implemented - Adeguate Progress
The above plan of correction was approved by (initials) Partially Implemented - Inadequate Progress
™ Not implemented
 Gofit

05/06/2019




2600.187(b)

Immediately, the administrator or designee qualified to administer medications will complete an initial
audit of all resident MARs to ensure all prescribed medications are available, administered as
prescribed, and the administration of the medication is documented on the MARs in accordance with
the regulation, Staff will be trained within 15 days recelpt of this POC on documentation on MARs.
Training to be kept for Department review. :

5P 08-07-19




PARK CREEK PLACE MEMQRY CARE 142560

1874 - Follow Prescriber's Orders

Regulations

2600,
187.d. The home shall follow the directions of the prescriber.

Description of Violation

Resident #3 ic prescribed BZA Antifungal cream 2% Apply twice a day to groin for rash and Eucerin Cream apply
twice daily to legs and feet. However, this medication was not administered to resident #3 on 5/3/19 on the 7a

-7p shift.

Plan of Correction (POC)

(Attzch pages as necessary. Remember that you must sigh and date any attached pages. Inclde steps to comect the violation deseribed above and steps to
prevent a similar violation from oceuring agzin, If steps cannot be completed immediately, include dates by which the steps will be completed.)

-Staff member administering medications on May 3, 2019 recelved counciling for failure to complete
medication administration.

-On May 22, 2019, MAR check audlt inifiated; to be completed by med tech/LPN to audit previous
shift MAR documentation.

- Audit to continue X 12 weeks to ensure compliance. CSM or designee responsible for ongoing
compliance.

-CSM or ASCM trained on regulation 2600.187(d) on 6/19/2019 by THEEEEEERN. DCSS.
- Compliance date: 6/19/2019

Please see attached,

repeat violation - 08/13/18

_Légfél'i'ri_ti_ty Repfesentatiﬁe i R

I I Riched MLnsla JEY T

Signa{ure' . "Printed Name and Title Date

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

08-07-19 08-07-19
The above plan of correction Is approved as of . Plan of correction Implementation status as of e
(Date) {Date)
™ Eully tmplemented
i sp I~ Partially Implemented - Adequale Progress
The above plan of carrection was approved by (nitials) [~ Partially Implemented - Inadequate Progress
V Not Implemented
7 of 11

05/06/2019




2600.187d

Within 30 days receipt of this POC, the administrator or designee qualified to administer medications
shall complete an initial audit of all resident MARs to ensure all prescribed medications are available,
administered as prescribed, and the administration of the medication is documented on the MARs in
accordance with regulation 2600.187{b). All training and audit documentation to be maintained by
home for Department review.

SP 08-07-19



PARK CREEK PLACE MEMORY CARE 142560

227y -Suppart Plan Signatures

Regulations

2600.
227.g. Individuals who participate In the development of the support plan shall sign and date the support plan.

Description of Violation

Resident #1's assessment and support plan dated 2/12/19 Is not signed by anyone who participated in the
development of the plan.

Resident #4's assessment and support plan dated 2/4/19 is not signed by anyone who participated in the
development of the plan.

Resident #5's assessment and support plan dated 3/15/18 is not signed by anyone who patticipated in the
development of the plan.

‘Plan of Correction (POC)

{Atiach pages as necessary, Remember that yau mustsign and date any attachiod pages. Include steps 10 comect the visiation desciibed aboys and steps to
preventa simllar violatien from dccurdng dgaln. IF steps cannot be completed Immediately nclude dutes by which the steps will be cumpleted,)

- All active resldent charts audited for assesment and support plans.Assessment and support plans completed
for all residents as of May 30th.

- On 5/13/19, new CSM was trained onh proper completion of RASP's.
- Administrator trained on completion of RASPs on 4/26/2019.

- Admission audit began 5/22/2019 (see attached E) completed by Adminlstor or designee to continue X 12
weeks to ensure compliance. '

- Administrator trained on regulation 2600.227(g) on 6/49/2019 by | RN, DCSS.

- Compliance date; 6/19/2019 Please see attached......
_tegal Entity Representative - repeat violation- 08/13/18 = ...

R\‘tl"\a(cj M\L'-_)W\S\O\.d G/J.O}iol

Printed Name and Title Date

DEPARTMENT USE ONLY - HOMES MAY NOTWRITEINTHISBOX!

08-07-19._ Plan of corraction Implementation status as of 08-07-19
{Date) {Date)
I~ Fully Implemented
sp I~ Partially Implemented - Adequate Progress
I Partially Implemented - Inadequate Progress
7 Not Implemented

The above plan of correction Is approved as of

The above plan of correction was approved by
(nitlals)

" 05/06/2019 8 of 11




2600.227 g

Within 30 days receipt of this POC, administrator or designated staff person will review all current and
newly completed support plans to ensure completion including signatures of those involved in the
development of the plan. All staff persons involved with the completion of support plans will be
educated on the proper completion of support plans including the required signature of persons
involved with the development of support plans. Documentation of education will be kept for
Department review.

SP 08-07-19




PARK CREEK PLACE MEMORY CARE 142560

227h - Support Plan Refuse Sign

Regulations

2600. '
227.h. If a resident or designated person is unable or chooses not to sign the support plan, & hotation of inability ot

refusal to sign shall be documented.
Description of Violation

Resident #1's assessment and support plan dated 2/12/19 is not signed by the resident and there is no mark or
indication of the residents inability to sign.

Resident #4's assessment and support plan dated 2/4/19 is not signed by the resident and there is no mark or
indication of the residents inability o sign. '

Resident #5's assessment and support plan dated 3/15/19 is not signed by the resident and there is no mark or
indication of the residents inability to sign. ‘

Pian of Cor;e&tBQn (POC) ) L

{Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to comect the violatlon descibed above and steps to
prevenit o similar violatton from o<cuming again. If steps ¢cannhol be completed immedlately. include dates by which the steps will be completed )

- All active resident charts audited for assesment and support plans. Assessment and support plans completed
for all residents as of May 30th, :

- On 5/13/19, new CSM was trained on proper completion of RASP's.
- Administrator trained on completion of RASPs on 4/26/2019.

- Adm}ission audit began 5/22/2019, completed by Administor or designee; to continue X 12 weeks {0 ensure
compliance,

- Administrator trained on regulation 2600.227(h) on 6/19/2019 by RN, DCSS.
- Compliance date: 6/19/2019 N Please see attached.......... ) repeat violation 08/13/18

ﬁ/wz Richord M lmclow  6/as)iq

Signature - h Printed Name and Title Date

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

08-07-19
k Plan of correction implementation status as of 08'Q7‘19.

(Date) (Date)
I~ Fully Implemented
. sp Partially Implemented - Adequate Progress
The abave plan of correction was approved by I” Partially Implemented - Inadequate Progress

Initials)
( ) I~ Not Implemented

The above plan of correction is approved as of

" 05/06/2019 9 of 11




2600.227 h

Immediately the administrator or designee will review all RASP to ensure they are signed or a notation
of inability or refusal to sign is documented. Staff who participate in completion of RASP will be
educated on signatures. Documentation to be kept for Department review.

5P 08-07-19




PARK CREEX PLACE MEMORY CARE 142560

231c - Preadmission Screening

Regutations

2600. , o

231.c. A written cognitive preadmissian screening compléted in coflabaration with & fihysician or a geriatric
assessmaent feam and documerited on the Departhient’s preadmission screening form shall be completed for
each resident within 72 hours prior to admlssion to & secured demertia care unit.

Description of Viofation

Resident #4 was admitied to the Secure Dementia Care Unit (SDCU} on 01/15/2018. However, the resident’s
written cognitive preadmission screening was completed on 02/23/18,

Resident #5 was admitted to the Secure Dementia Care Unit (SDCU) on 03/15/19. However, the there was
no writtert cognitive preadmission screening completed.

if‘!én_. of Correction (POC)

(Attach pages as necessary, Remember that you must sign 2nd date any attached pages. Include steps to correct the violtion descibed above and steps to
prevent & simifar violation from occuring agaln, | steps cannot be completed immediately, include dates by which the steps will be completed )

- Resident #4 cognitive screen cannot be corrected. Resident #5 prescreen unable to be located in
resident's chart; prescreen and cognitive screen completed 6/14/2018.

- Active resident files audited, al! files compliant as of 6/19/2019.
-On 5/13/2019, new CSM trained on proper completion of prescreen.
- Administrator trained on prescreen regulation on 4/26/2019.

- Admission Audit completed by Adminisitrator or designee X12 weeks to monitor completion of
prescreens.

- Administrator trained on regulation 2600.231(c) on 6/19/2019 by [ ENEGEERN,DCSS.

- Compliance date: 6/19/2019 please see attached...

"iLegal Entity Representative =

@}(/_\’\ofc) M. Wnglow ¢ /a0)iq

Printed Name and Title Date -

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE [N THIS BOXI.

08-07-19 08-07-
The above plan of correction is approved as of Plan of correction implementation status as of , 19
{Date) {Date}
™ Fully Implemented :
I Fartially Implemented - Adequate Progress
The above plan of correction was approved by (Inifls) ™ Partially Implemented - Inadequate Progress
JNot Implemented
10 of 11
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2600.231 c

Immediately - The administrator or designated staff person will review all new resident admisstons to
ensure a written cognitive preadmission screening is completed in collaboration with a physician or a
geriatric assessment team and documented on the Department’s preadmission screening form for each
resident within 72 hours prior to admission to the secured dementia care unit.

5P 08-07-19



PARK CREEK PLACE MEMORY CARE 142560

231e - No Objection Statement

Regulations

2600.

231.e. Each resident record must have documentation that the resident and the resident’s designated person have
not objected to the resident’s admission or transfer to the secured dementia care unit.

Description of Violation

Resident #1 was admitted to the Secure Dementia Care Unit (SDCU) on 2/13/18.
Resident #4 was admitted to the Secure Dementia Care Unit (SDCU} on 1/15/178,
Resident #5 was admitted to the Secure Dementia Care Unit (SOCU) on 3/15/18.

The home has no dacumentation for residents #1, #4, and #5 that the resident and the resident’s designated
person have not objected to the admission.

Plan. of Correction (POC) - |

{Attach pages g necessary, Remember that you must sigh and date any attached poges. Ihclude staps to comect the violation deseribed above and steps to
prevent a similar vialation from occuring again. If steps cannot be completed imnuediately, include dates by which the steps will be completed.)

- Current resident files audited on 6/11/19 for objection addendums.

-~ Objection addendums 1o be reviewed with resident and resident's designated person within next 30days
to ensure compliance with regulation.

- Administrator or designee will ensure compliance by auditing new resident files for completion on day
of admission.

Documentation of audits shall be maintained
- Admission Audit will continue X 12 weeks to ensure compliance. for Department Review. S»42 10/18/19 -

- Administrator trained on regulation 2600.231(e) on 6/19/2019 by [ ENEEEERN, DCSS.

- Compliance date: 7/19/2019 Please see attached..........

Legal Ent;ty Representatwe

W%%/  Richod M bmslew €faol1s

Slgnat re Printed Name and Title Date

DEPARTMENT USE ONLY - HOMES MAY NOTWRITE INTHIS BOX! 0

‘ ‘ 08-07-19 , 08-07-19
The above plan of correction is approved as of Flan of carrection implementation status as of _
(Date} (Date)
I” Fully Implemented
) I~ Partially Implemented - Adequate Progress
The above plan of correction was approved by (titzls) ™ Partially Implemented - inadequate Progress
yNot Implemented

05/06/2019 11 of 11




2600.231 e

iImmediately - The administrator or designee shall review all current secure dementia care resident’s
records to ensure each resident record has documentation that the resident and the resident's
designated person have not objected to the resident's admission or transfer to the secured dementia
care unit.

5P 08-07-19



Facility Information

CAdministrator. LT e

*.'Legal Entlty

T T R
-__E%:Staffmg :_H o:_ii_ s

Inspection

Violation Report

Name; PARK CREEK PLACE MEMORY CARE License Number: 74256
Address: 1089 HORSHAM ROAD, NORTH WALES, PA 19454 o
County: MONTGOMERY Region: SOUTHEAST

Name: Richard Wt'ns!ow Phone: 27155400520 Email: rwinslow@ENLIVANT COM

Name: NORTH WALES 71089 MC BG OPCO LLC
Address: 330 N WABASH AVENUE SUITE 3700, CHICAGG, I, 60611

Type: C-2 LP . Date: 07/19/1996 issued By: L&/

Resident Support Staff 0 Total Daily Staff: 72 Waking Staff: 54

Type: Full BHA Docket #: Notice: Unannounced

; Reason: Renewal

1

07/01/2079 On-Site: Youn Hie Chunyg, fennie Hemberg
07/09/2G19 - On-Site: Youn Hie Chung, Jennie Heinberg

Residents Served: 36

Area: all Capacity: 48 Residents Served: 36

Receive Supplemental Security Income: { Are 60 Years of Age or Older: 36
Diagnosed with Mental lliness: 0 - Diagnosed with Intellectual Disability: 0
Have Mobility Need: 36 Have Physical Disability: 0

07/01/2019 e e e e et e S




PARK CREEK PLACE MEMORY CARE 14256

“Regulations .-

2600.
3.c. The personal care home shall post the current license, a copy of the current license inspection summary,

Esued by the Department and a copy of this chapter in a cdnspicuous and public place in the personal care
ome.

(Attach pages as necessary, Remember that you must sign and date any attached pages. Include steps to coect the violation described above end steps to
pravent a similar violation from cceuming again. If staps eannot be completed Immediately, include dates by which the steps will be completed.)

Or{gllafi’lglaé th?ce of survey, ED posted most recent ligensing inspection summary report and a copy of 56 Pa coda 2600
at the front desk, . . e o
ED traingd regarding qustiﬂgl e €urrent inapection sunimnary fepart and & oowy.of 68 Piicide 2600 i a conspleudos -
and publlc place: Administrator credentials poested in survey binder. , . o o

ED and/or desi%ne'e‘wiil complets weskly alidil for 4 weeks, then maniily alll for 2 nianiths lo erisure syrent liispection
summaty.repori and g copy of 55 PA code 2600 s posted in a cohspicugus and public. place (6 altachad letterA)
Resulls of Hiese audits Will be reviewed monthly via QA protess

Documentation of all audits shall be maintained for Department review. 5722 10/18/19

Administrator or designee will ensure current license, and a copy of current license inspection summary is
always posted in a conspicuous place in the home .

SP09-11-19

(S ~ Ear| Stinged Erecafioe Dushird]

Signature Printed Name and Title Date S‘Itﬁ"h?

The above plan of correction is approved as of 09_1119 . Plan of carrection implementation status as of 09'1119
" {Date) (Date)
" Fully implemented
S@ ' Partlally Implemented - Adequate Progress
The above plan of correction was approved by 'VV(IﬁVi'{i'é'lejw [ Partially Implemented - Inadequate Progress
I™ Not Implemented
2 of 25

07/01/2019




PARK CREEK PLACEMEMORY CARE .. 14256

18- Compliance With Laws

Regufations

2600. _
18. Applicable Health and Safety Laws - A home shall comply with applicable Federal, State and local laws,

orginances and regulations.

escription of Vielation :
Personal care and assisted living homes must post the required influenza information in a public place in the home
year-round. According to the Influenza Awareness Act (HB 1785). On 07-01-19, the home did not have an influenza
poster anywhere.

{Attach pages as necessary. Remember that you must sign end date any attached pages. Include steps to comact the violation described above and steps to
pravent a similar violation from occuming again. If steps cannot be completed Immediately, Include dates by which the steps will be completed)

G 718 al imeof survay, B postod Infiuenza information Phsir in froit ehiry foysr L
ED) trafrd renavding. posling influenss Poster in a pollie place. Adminjsiriner eradohiisls pogted In survay Sinder.
ED antdor. dgsighoe will compleie weekly sudil foe 4 weeks; thérmonihly sudit for 2'manths 16 ensure influenzd informaltion poster Is posted n a public place (see altached letter A)

Results of frnsé-diciy wit bt sovieand monihly via OA procese

- Administrator or designee will ensure influenza poster is always posted in a conspicuous place in the
home. '

SP 09-11-19

e g EC l {: {:‘: by Nyrec ber 3’[35[?
| sfm%ﬁg“%cmlﬁ e pr;:idwga)mégq@d’“mm ™ |

Title Date

0?11‘19_ Plan of correction implementation status as of 09-11-19
(Date) (Date)
I". Fully Implemented
. S;D : \f Partlally Implemented - Adequate Progress
The above plan of correction was approved by ... L. Partially Implemented - Inadequate Progress

Initials
¢ ) [ Not Implemented

The above plan of correction is approved as of




14256

PARK CREEK PLACEMEMORY CARE

41.c. T}?ei?epartment‘s poster of the list of resident’s rights shall be posted in a conspictious and public place in
the home,

home.

{Attach pages as necessary. kemember that you must sign and date any attached pages. Include steps to correct the violation described above and steps to
pravent a similar violation from occuming again, If steps cannot be completed Immedlately, Include dates by which the steps will be complated.)

Qu H ED posled st B1RéExeATE Rihta Pobtar ifron| bbby, ) ) " o
ED) ralnad ednargling poaling ist of Residenls Rights i s censplgyous and publio place. Adminielaier sredaniiels potled ky'survey bindar,
£0 andfor designe will complata veankly addil for-4 waeKs; theri moenthly audt foc 2 montlis to' entlso list of Hesiderts Righls paster i& posted In & conspleucus and public place (see altached Jalter A)

Resutls of these gudis Wi ba reviowed nanihly via QA process

Administrator or designee will ensure resident rights poster is always posted in a conspicuous place in the
home.

SP 09-11-19

Signature

{CMQWSW Ea;r-'\ Shingel % hs 19

Printed Name and Titfe: Date

09-11-19

09-11-19
i Plan of carrection implementation status as of o
(Date) (Date)
[, Fully Implemented
S?D @ Partially implementad -~ Adequate Progress

i The above plan of correction is approved as of

The above plan of correction was approved by > 7
Initlals) =
( ) ™ Not Implemented

ToT/81/2019 T




PARK CREEK PLACE MEMORY CARE 14256

4hg Telephone Number

2600. :
44.g. The telephone.number of the Department's personal ¢are home regional office, the local ombudsman or

protective servicas unit.in the aréa agency on aging, Pennsylvania Protection & Advocagy, Inc, the locl law

enforcement agency, the Commonwealth Information Center and the personal care home complaint hotline

shall be posted in large print in & consplcuous and public place in the home.

Description of Viclation
On 07-01-19, the telephone number of the Department’s personal care home regional office, the local ombudsman
or protective services unit in the area agency on aging, Disability Rights Pennsylvania (DRP) the local law enforcement
agency, the Commonwealth Information Center and the personal care home complaint hotline was not posted in a

conspicucus and public place in the hame.

Pl of Correction (°0C)

(Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to comact the violation described above and steps to
prevent a similat violatien from occuring again. if steps cannot be completed immediately, include dates by which the steps will be completed.)

O YIRS ED posted ﬂ\a_,t_(:lﬂ{zhpnqnum_ha‘r of the Depanmiont 5 femsonal gars hame replonal aifiise, b lagil ombutgman oy prooctive corices unl i ihe.aiea sgercy on aphig, Bisakilily Righls

Panncylviinia (ORI e fosal |aw un!n;cq’nmm-agentr the Commuamyeaih Infsnnation Ceqier and the t’f"mma, rare lome coptplalol halling s e frost tohiby, ) ST

asting e alaphans ritimber o {ive Dupartment's parsbral care homé reginhal affice, e oval tnbudsman or protectivy services uhil ih Tho ared ageney un aging, Disatilily ﬁl?hlﬁ.
; ) { tome: laint hotling in a eonspictidls aid publle pluge, Adrintsirelor cradantipls

13 trainsd zegardin : e G e | :
Peribylvania E}Rf’f ne Tecal Jaw enforchipant sgunty, e Commonweaiin Infsrmation Canter aid the ¢ cara homa:comy

gum. in suevey hider,

1 ewlor dedlones will comiels W i, |

Emtacisu_ﬁ suCES (it in the afeq agancy on soing, [isabibly Rlghts Pannsylvania (DRP)
oiline iymsled Ing cuﬂsflpmbs i piablle rla‘w {see aliaetieltellér A

fnsulis of those sutits wil be reviewiad-nwnihly. via OA piotess.

personal-care homa regional office, the local smbudsian or

iakly' suit for 4 \weaks, thar metley Bt or 2:manibs 1o snsirs the lelephont nuinber of the DepaAment's
the local faw enforcentent agancy, the Commonweallh ﬁ-r(u;;ulion Conter and the parsonst ¢are home complainl

- Administrator or designee will ensure all telephone numbers speéiﬁed in 2600.44g are always posted in a

_conspicuous place in the home.

SP09-11-19

Bl Sl —— Sl Shingel B —

09-11-19

§ 09-11-19
(Date}

The above plan of correction is approved as of Plan of correction implementation status as o

(Date)
I~ Fully Imptemented
S’P VPartially Implemented -~ Adequate Progress
™ Partially Implemented - Inadequate Progress

I™ Not Implemented

The above plan of correction was approved by
{Initials)

e

" 07/01/2019




PARK CREEK PLACE MEMORY CARE . . PR o 426

‘65a-FSOrientation TstDay

‘pegilations
2600.

65.a. Priar to or diring the first work day, all direct care staff persons including ancillary staff persons, substitute
ersonnal and volunteers shall haye an orientation in general fire safety and emergency praparedness that

neliides the following:

1. Evacuation procedures. -

2. Staff duties and responsibilities during fire drills, as well as during emergency evacuation, transportation
and at an emergency location if applicable.

3. }he designated meeting place outside the building or within the fire-safe area in the event of an actual
ire.

4. Smoking safety procedures, the home's smoking policy and location of smoking areas, if applicable.

5. The location and use of fire extinguishers.

6. Smoke detectors and fire alarms,

7. Telephane use and notification of emergency services.

of Violation

Staff person A, whose first day of work was 05/16/2019, did not receive an orientation in general fire safety and
emergency preparedness until 06/20/2018.

{Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to comect the violation described above and steps to
prevent a similar violation from occuring again, If steps cannot be completed immediately, Include dates by which the steps wilt be completed.)

Stafl Patson A wes Itained in geaeral fire sately ond emergancy frepacediiegs on OGIROAY by Nollsnat Cars Spaciakst . B

On 0614719 Molignal Care i,)waalst it émployaeTiis to énkireemployaes mgolved ganarl (i Bafely ard olnErgensy prepiruiiass training oy f or uo helr first work day, Asof 0672072073

amiployaes Bave raceived iralning oh geparal fre safely and omesgonsy préparednass. L ) ) o e

ED traliwed] regarding rhsilrzig emplayoes teeelVed generai fre da ely-ﬂnd,mia}(gancg-plépﬂrgdnasia wairing priar 1 or. orf fhelr st Sork m‘}v:-»%d“ﬁnfqur.tfedszn!isls pogtad i suivey binder, i
New Hirg Procass will include Staif Training f Pe;sun?l Cara Homes checkilsh, which ingiudes ganorat (rosnfely ind smirganty preparednats {raining priar 1o er on (56 firsl work gay {iltnzhmeit Bt .and 52)
EES ard aridaslghea will AR iow biglayds fies waekly Sudil fi 4 waoks, HSn manihiy audid for 2 mach L shsure eniployses racenied gankrel firo safiy arel emergncy proparedosss Yaiilng prcf io

of .11l first wok day (allaclanen J e ' ’ o )

Resuligaf (haso avdits witi be rsviswid slonibly vis OA process

Please see attached....... Repeat violation 08/13/18

 Fad Shinged  Execabhve Dirccar I lis/n

Printed Name and Title Date

09-11-19

. . 09-11-
Plan of correction implementation status as of ,,,,,,,,,1 19

(Date) (Date)
I™ Fully Implemented

he ab an of d db S;D I™ Partially Implemented - Adequate Progress
The above plan of correction was approved by ..=-" . Partially implemented - Inadequate Progress

The above plan of correction is approved as of

Initials :
( ) ‘? Not Implementad

.‘.‘.0.‘_})01./201 5 e



2600.65a

Within 30 days of receipt of the accepted plan of correction - The administrator or designee will review
all training records for staff to ensure all direct care staff persons including ancillary staff persons,
substitute personnel and volunteers have completed an arientation in all aspects with regulation
2600.65(a). Documentation of the training shall be kept in the employee’s record and made available for
Department review. Audits and monitoring will be made available for Department review,

5P 09-11-19




PARK CREEK PLACE MEMORY CARE | I . 14256

Regulations”
2600.

65.b. Within 40 scheduled working hours, direct care staff persons, ancillary staff persons, substitute personnel
and volunitesrs shall have an oriehtation that includes the following:

1. Resident rights.
2. Emergency medical plan.

3. Mandatory reporting of abuse and neglect under the Older Adult Protective Services Act (35 PS.
§§ 10225.101—10225.5102). .

4. Reporting of reportable incidents and conditions.

 Description of Violation

Staff person A, whose first day of work was 05/16/1 9,'did not receive an orientation in resident rights, emergency .
medical plan, mandatory reporting of abuse and neglect, and reporting of reportable incidents and conditions within
40 scheduled working hours.

{Aftach pages as necessary, Remember that you must sign and date any attached pages. Include steps to comect the violation described above and steps to )
prevent a similar violation from occurming agaln. If steps cannot be completed immediately, include dates by which the steps will be completed.)

S1G Prrmon A was lrained on Réwients Rights, Etvergoiey Medical Plan; manidalory reperding al abuse and naglectand repoding of repeftubli incitients andt conditions on 20118 by Natianal Care Specialis
Crpli41g mu}ﬂaugﬂal,ﬂm.Sp_cdulm;qqutad;mpmg,ue H|es o tnstos pmplyees feseived Irining on Resilbris Rights, Emefgoricy Medigal Flan, mandnlory-raporing of shiuse and é‘rﬁﬁm el i
Teparting of repodhle inddants and conditans willin 40'schaduled working helrs. As of 05(20/2018 emiployes have-recelved iraining on Residenis Riphts. Emergency Medical Plan; mendalcry reperting

ol sl and neglecl sid reparifg. of eopardaBla iheidonts. and edndilians ™ k

ED tratnes) sagniding snsurdn m;mpz%yees nageivpd i}'r_iinl_ngz ats Rusidunts Riahis, Emergency Madical Flan, mandatiny repailing of.atiuge ahildeglact snd reparting of eoperable inddenils abd condlicns
velilin 40 schidulad watling hours, New Hire Pracess vill intadp Statl Training for Persoaal Carg Homes chackiisl, whitet inchides Residents Rights, Emerge‘n:;; Modicat Flan; mandatary feaporiing of
abyiae ang nbglect nad raperiing of reppitadle inidarte.ond condiliens, within 40 sehiedulad wutng odes (lachman B9 and 83, Alniniuiralor cegentials posied In sunéy bildor, ,
ED and cpdesipme il audit new employee ffes weelly audit for 4 weeks, then monibly audit fos 2 owonlhs 1o ansuic empliyess receivad Reslderls Rights; Emergency Mogical Plan, mandatory reporiing
ot ablise and negieed and eeporiing:of regoriable ingiderits tnd condiliany wilksist 40 supdulnd weking hiours {atlachment C) .

Rezulls of hose audits will ba reviewed Diooihly via OA frasess

3

Please see attached.......

Earl Shinged Execuho ‘..’D.J;[Tr..f.c’t,_glﬂ:/’?;

Printed Name and Title Date

09-11-19 L .
. Plan of correction implementation status as of

' '(Da'te)' ' (Date)
I™ Fully Implemented ’
S?) I Partially Implemented - Adequate Progress
p Partially Implemented - Inadequate Progress
Not Implemented

The above plan of correction is approved as of

The above plan of correction was approved by g
(Initials)

G078 . e - I . e




2600.65b .

Within 30 days of receipt of the accepted plan of correction - The administrator or designee will review
all training records for staff to ensure all direct care staff persons including ancillary staff persons,
substitute personnel and volunteers have completed an orientation in all aspects with regulation
2600.66(h)}. Documentation of the training shall be kept in the employee’s record and made available
for Department review. Audits and monitoring will be made available for Department review. All new
employees will receive training within 40 hours.

SP 09-11-19




PARK CREEK PLACEMEMORY CARE . o 4238

“Regulations S
2600,
65.e. Direct care staff persons s

{Attach pages as necessaty. Remember that you must sign and date any attached pages. Include staps to correct the violatlon described above and steps to
prevent a simliar viokation from oceuning again, If steps canhot be completed Immediately, include dates by which the steps will be completed}

Dirdict Carie Stall piirson 18 SehBdulbd to rachived 17 Houwrs of sraal walilag rofated to their 10?: dufiesin yose 29 .
[EDandlor gasignee trackingeutent direct are eniployoe g Lo ensure tlisy gn sehédulad |o (otaive 12 hours of anusl iralnig elaled to e folr dulied
a8 Ada¥ Residential Licensitg-Persennl Cird Homis SIafl Tmmgng Flan-56 P, Gode 2500.68 wil beused (soe allaglyment Dy~ 7
Elz‘—itrgined taqarding enstring trec care enmpliyias roteived ol laast 12 hours of aniunl riining ieloling t-lhe job dutles. ED crodantioll In slate suivey

6. ; Lo I )

EI dindinr desianei will idll 5 direst care mimnfayes Ry waekly {or 4 weaks len monthly for 2 months to ensure compliance wilth s¢hadiled ralnings
eelatad |o thait ﬁb-dlglia‘.?,ﬁ&%!! aRpeiment E2 L

Rasuils &f thase-audils wit be raviewed monthly via QA prodess

Administrator or designee will ensure all direct care staff persons receive 12 hours annual training related to their
job duties. Within 30 days receipt of accepted plan of correction all direct care staff persons files will be audited
to record annual training received in 2019. All direct care staff will receive at least 12 hours training in 2019.
Training schedule will be kept in each staff members file for review. Audits and monitoring conducted by

home will be made available for Department review.

SP 09-11-19

d&n.@&, el . Earl Shingel Erecubwe dvechor S?lfs”/f?é

Signature Printed Name arid Title Date

_ DEPARTMENT USE ONLY

09-11-1@ 09-11-19

, Plan of correction implementation status as of e
(Date) (Date)

I~ fully implemented
S@ I partially Implemented - Adequate Progress
TN @ Partially Implemented - Inadequate Progress
™ Not Implemented

The above plan of correction is approved as of

The above plan of correction was approved by ,
{Initials)

STV S— T S e



PARK CREEK PLACEMEMORYCARE ... 14236

65f - Training Topics

‘Regulations
2600.
65.f Training topics for the annual training for direct care staff persons shall include the following:

1. Medication self-administration training.

2. Instruction on meeting the needs of the residents as described in the preadmission screening form,
assessment tool, medical evaluation and support plan.

3. Care for residents with dementia and cognitive impairments. .

4. Infection conitrol and general principles of cleanliness and hygiene and areas associated with immobility,
such as prevention of decubitus ulcers, incontinence, malnutrition and dehydration.

5. Personal care service needs of the resident.

6. Safe management techniques.

Direct care staff person B did not receive training in topics

1.Medication self-administration training.
2. Instruction on meeting the needs of the residents as described in the preadmission screening form, assessment
tool, medical evaluation and support plan.

3. Care for residents with dementia and cognitive impairments.

4. Infection control and general principles of cleanliness and hygiene and areas associated with immobility, such as
prevention of decubitus ulcers, incontinence, malnutrition and dehydration.

5. Personal care service needs of the resident,

&, Safe management technigues. Repeat Violation - 8/13/18

[Attach pages as necessary. Remember that you must sign and date any atached pages, tnclude steps to cormect the viclation described abave and steps to
prevent a similar violation fram ecuming again, If steps cannot be completed immediately, inchide dates by which the steps will be completed)

‘Legal Entity Representative

Signature

&QSWL? B ,%%al,N‘u?éé‘(gg{édgb&ecmﬁ,L!ﬁ.Dﬁ.lf;a;-ﬁ.ﬁ%%hﬁfk-‘?'

EPARTMENT USE ONLY - HOME

09-11-19
" (Date) (Date)
™ Fully Implemented
I~ Partially Implemented - Adequate Progress

Partially Implemented -~ Inadequate Progress
I Not Implemented

09-11-19

The above plan of correction is approved as of Plan of correction implementation status as of

The above plan of correction was approved by S;D
(Initials)

07/0,3 prar S — I : g




65.f
Direct Care Staff Person B will receive training by 8/30/19 related to:
1) Medication self-administration

2) Instruction on meeting the needs of the residents as described in the preadmission screening
form, assessment tool, medical evaluation and support plan

3) Care for residents with dementia and cognitive impairments

4) Infection Control and general principles of cleanliness and hygiene and areas associated wit
immobility, such as prevention of decubitus ulcers, incontinence, malnutrition and dehydration

5) Personal Care services needs of the residents
&) Safe Management techniques

ED and/or designee trackin current direct care employee files to ensure they are scheduled to receive
training on each topic covered in regulation 2600.65.f in 2019. Adult Residential Licensing-Personal Care
Homes Staff Training Plan- 55 Pa. code 2600.66 will be used (see attachment D)

ED trained regarding ensuring direct care employees received annual training on topics:
1) Medication self-administration

2) Instruction on meeting the needs of the residents as described in the preadmission screening
form, assessment tool, medical evaluation and support plan

3) Care for residents with dementia and cognitive impairments

4) Infection Control and general principles of cleanliness and hygiene and areas associated wit
immobility, such as prevention of decubitus ulcers, incontinence, malnutrition and dehydration

5) Personal Care services needs of the residents

6) Safe Management technigues

ED and/or designee will audit 5 direct care employee files weekly for 4 weeks then monthly for2
months to ensure compliance with scheduled annual trainings covering each topic in regulation
2600.65.f S

Results of these audits will be reviewed monthly via QA process

(o ) f’?kqu Eay| S ndel Exective Direcke 5 L5

Administrator or designee will ensure direct care staff person B is trained on all aspects of regulation 2600.65f
immediately. Within 30 days receipt of POC all direct care staff files will be audited to ensure all staff have been
trained in regulation 2600.65f. All direct care staff persons will be trained annually on regulation. Verification of
training will be kept in staff members files and made available for Department review. Inservice, monitoring, and
audits will be documented by home and made available for Department review, SP 09-11-19



PARK CREEK PLACE MEMORY CARE e R 14256

Regulations

2600.
65.g. Direct care staff persons, ancillary staff persons, substitute personnel and regularly scheduled volunteers shall
be trained annually in the following areas:

5. Falls and accident prevention,

(Attach pagss as necessary. Remamiber that you must sign and date any attached pages. Include steps to comect the violation described above and steps to
prevent a simllar violation from occuning again, If steps cannot be completed Immediately, Include dates by which the steps will be completed.}

Siatf paratn B will rocalva fraiping on fells-snd pecident g_r.av&nlier; by 80010 e . y . . . . i .

£ srifor designely audﬁtnd'mrwni-emP‘lny}m;ﬂiﬂ on, DRS040 1 arssdite oy TacolVot intiny on Talls and secikian) Fravention. Einroysds identifed s hol cceiving falls and accident pravention
irpining wilf training by 0BRNZO19 Adull Residentis| Licensing-Forsonal Care Homes 5l Troining Pisn- 55 Pa. coda 2500.68 will e dsed {see pischmant O}

5L Igined fegurdliy ankorng Bmplayses redelved feils and accdent provention lraining annuilly, £D wedanlials b survey birder, — . e o o
ED andor gesignes wil audit 5 eniployen [ijes weekly for'd weeks lhen monliily tor 2 mbnihs to enstve compliaricn wilh sshadded anns! tainings on falls angd-gecldont pravaniion {see altschaent E2)
Rasvlte of thess audils Wil e roviewad mohihly via. QA process

- Administrator or designee will ensure direct care staff person B is trained on all aspects of regulation 2600.65g
immediately. Within 30 days receipt of POC all direct care staff files will be audited to ensure
everyone has been trained in regulation 2600.65g. All direct care staff persons will be trained annually on
regulation. Verification of training will be kept in staff members files and made available for Department review.
Inservice, monitoring, and audits will be documented by home and made available for Department review.

SP 09-11-15

Q&H %}-ma el Executwe Dises e ‘bhd f’ff‘

Printed Name and Title Date

‘Siﬁgha_tilre%

\RTMENT USE

09-11-19

_(,)_?'1,1719, Plan of correction implementation status as of
{Date) (Date)
I Fully Implemented
[ Partially Imptemented - Adequate Progress
g Partially Implemented - Inadequate Progress
I~ Not Implemented

The above plan of correction is approved as of

The above plan of correction was approved by S?
(Initials)

07/0’[/2019 - i e ieise



PARK CREEKPLACEMEMORY CARE - 14256

850 -Trash Receptacles

:Regulatigns.
2600.

85.d. Trash in kitchens and bathrooms shall be kept in covered trash receptacles that prevent the penetration of
insects and rodents.,

(Attsch pages as necessary. Remember that you must sign and date any attached pages. Include steps to correct the violation described above and steps to
prevent a simllar violation fram occurting agaln. i steps cannat be completed immediately, inchude dates by which the steps wil be completed.)

Qi THISD ER repaced rash eanlig ITF figdl cimim Hathentn . . . o . ..
o 741448 1 and for dasigries sotuplated rommunlly found in Kitahen sod battooma to ansurs tresh secoplacles wors covarsd, with nb athiet trach recapléidles noted 1o hie nffocied
paltiaraney Tach roceived re-edutilion fegarding erisurng frasl recaplacies iy Kitched and ballrooms swere (0 de Kept.chvared on B//18 by Ead Slingst B0 {neaatachment F1, F2, F3)
Walntaiangs Fech andior dosigtiad will rauns wag %ﬂ;r 4 watks then mortity Jar 7 months 1 gnsdire lash recepracles In Kchah and hathooms warl o e kept covergd (seé allachment @)
Resuits al these audts wil e rovadad montly Wa-QA protiss

Audits to be made available for Department review. SP 09-11-19

..QM_‘._\__ShM.el.._mﬁke.cmhue,,,,,Dira:;}i@x _shel ]

Printed Name and Title Date :

. 09-01-19
The above plan of correctionis approved as of ______~  Plan of correction implementation status as of 09-01-19

{Date) (Date)
C Fully Implemented
S?D V Partially Implemented - Adequate Progress
e [ partially Implemented - Inadequate Progress

The above plan of correction was approved by e
Initials
( ) ™ Not Implemented

07/01/2019M e i e e




PARK CREEKPLACEMEMORY CARE . 146

Régulatlos = 5 s e

2600. .
88.a. Floors, walls, ceilings, windows, doors and other surfaces must be clean, in good repair and free of hazards.

(Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to comect the violation described above and steps to
prevent a simllar violation from occuming again, If steps cannot be completed immediately, Inckide dates by which the steps will be completed.)

Maintaidnoe Tech sndicr designes pebtad eoflings I shower mginoh and shower wom O o August 13,2010,

E1 complelelf communily round o 00/GNZ01 loonsure ceiliigs in plher areBs wera freo*from wiging. o eiher teilliiud Notad lo ke aflectad,

Mainfemnes Tooh fedolvid resaducntion regarding rigulalial) 2660 $8.4 ncluding ceiings must be Eewn i good rapair pid ima o uzaris by (he ED on 81819 (ses sltachment F1, F2, £3)
Malntenance Tech ahwiofdesignes will rourid wge_ki& ar 4 viseks ther mionihly: for 2 monihis to erdure esilingsara clegn n goad ropaicand free irom hazards (see allechimarnt Q)

Reaulik.of Bieso nudits will be fovichwd merthly vid GA procass. ’ B i '

Audits to be made available for Department review. SP 09-11-19

Ear| Stinged Greciiie Direckor_ s

Printed Name ahd Title Date

£
: 09-11-19
- The above plan of correction is approvedas of _~_____ Plan of correction implementation status as of

(Date) (Date)
[T Fully Implemented , :

@ Partially Implemented - Adequate Progress
[T Partially Implemented - Inadequate Progress
™ Not Implemented

08-11-19

. The above plan of correction was approved by ,,57)
(Initials)

07/01/2 bis e e < e e 4 S 15 of 25
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963 Flrst Atd Klt

Regulatlons

2600.
96.a. The home shall have a first aid kit that includes nonporeus disposable gloves, antiseptic, adhesive bandages,
gauze pads, thermameter, adhesive tape, scissors, breathing. shzeld eye cnvermgs and tweezers.

The first aid kit in the home does not include the following items:

. eye coverings

thermometer
breathing shield

[ tweezers

{Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to correct the violation deseribed above and stepsto -
prevent a similar violation from occuming again. If steps cannot be completed immediately, include dates by which the steps will be completed.)

Flrsk ;Eﬂ Kit [hnti; ir:ﬁududm cfomus tlavas, antiseptic. adhsive bnhdagss; gaime pads, \Kitinamuter, adhesiva leps; sclsssms, breglhing shidd, eyi.coverings and Braciers was pliced 11 e fronl office
rpcaplioi aven By the ED
EDTraited 6n leegllrumnnts for {iest njd kitin homa fo include nonparous gloves snilsepiie, sdhesive bandages, gauze pads, Ihemorter, ndhiesivy tape: selseor, higatiing shigld, eye covetings end.
“Awgnzirs on (/0 PSS, ED wedeniiafs in gurvay tndim,
EDy-andiar dekignes will audll Firsi gid kit weakly for 4 waaks-than monlhlg‘ﬂx 2 moniths 1o ensure ki includes nuiponods gloves, willseplo, adhesiva bahdages, g pads, lbemmmelar, ndhesive lapa,
seigsors, Draathing shild, bye toltfags arid-trepzers {sae sltachmant
Reduils of those' nudlts will hie raviowod monihly via QA rocess

Audits to be made available for Department review. SP 09-11-19

 Legal Entity Representative.

({) Stx'mgy& o Shnﬁd Executive Dicecde 8l fS”/‘?

S|gnature Printed Name a

d Title Date

o 09-11-19 N . 1-
The above plan of correction is approved as of " Plan of correction implementation status as of 09 11-19

(Date) (Date)
™ Fully Implemented

The ab o olan of ) db S?) #Partlally implemented - Adeguate Progress
e above plan of correction was approved by - __=-.. = Partially Implemented - Inadequate Progress

fnitials
¢ ) ™ Not Implemented

0“{/01/2019 SRR - PR




PARK CREEK PLACE MEMORY CARE . o 14256

102i-Soap Dispenser

Regulations <
2600.

1020, A dispenser with soap shall be provided within reach of each bathtoam sink. Bai soap Is not permitted unless
there is a separate bar clearly labeled for each resident who shares & bathroom.

(Attach pages as nacessaty, Remember that you must sign and date any attached pages. include steps to comrect the violation described above end steps to
prevent a simltar violation from occuming again. If steps cannot be completed Immediately, include dates by which the steps will be completed.)

Uinfabietad liars B soap wark ramoved B hallway and £ hatlwpy shovir sialli by ED &n 7/1/19 and reglacait wih persdna Bodywath,

ED) rdéred hody wish dispénsars on OBI00AE wilh petimated amvi] on 081162017 Diapersws wilk be motinted 1o sowsd Wwalls upan anval ] .

EN cartpleled canintunity round o 08/08/2018 o sharee ballironms, inthuding shower slalls 10 snsura ko labolnd bors of soap Wad prasant, ne oihar iinbeled burs-gf soap nolad | L .
Hotraskaagiin atd Gare S6al re-sducied o4 fegidalions 2800 1024 ncluding e Use of soap dispensers snd nol Lsing ibfshelad boe Soat In shared baihroaims by iha BD o 3/6HE (see alfschment 11 and 2]
Housekeeping stafl andlor dasigner will found waekg fo7 4 waeks Wion maontffy for i maiis lo afstre ra Unlaheied Liers of s0bp Bro bring lisad in shared baibrodusss fdlidiig showor slald {SEa nildchinent Jy
Raiis ol Miese-audls Wi be reviewsd arithly via OA process - e R o o

Audits and inservices to be made available for Department review. SP 09-11-19

: E:M\Shﬂgfir&eaujr wve reckor 3’! l&”l if;’

Printed Name g itle Date

09-11-19

. R 09-11-19
) Plan of correction implementation status as of
(Date) (Date)
[ Fully Implemented
NZ 7 Partially mplemented - Adequate Progress
[, Partially Implemented - Inadequate Progress
™ Not Implemented

The above plan of correctlon is approved as of

The above plan of correction was approved by

(Initials)

5 7/01 /2019 S T T



PARK CREEK PLACEMEMORYCARE ... ... .. . 1423

No Comtnion Towel =

agiiations

2600.
102.k. Use of a common towel is prohibited.

Description of Violation

On 07/01/2019, there was an unlabeled used wash towel hanging in the shower stall in the home's common shower
room in hallway D.

{Attach pages as necessary. Remember that you must sign and date any attached pages. include steps to corect the violation described above and steps to
prevent a sirnilar violation from occurring agaln. If steps cannot be completed immediately, include dates by which the steps wil be completed.)

] ! FEQONENS L L e e - e
-ED} complelad eammunity round o 8/08/2014-on shered bathrpams; indudin{{sh, wer stalla (o ansure uikinbgleld used lowes were 2gresm{, o atfigtiniabelid udelowels noled.
ELYnndior desipnde placad _lau_r_\dg harpers i ua;l; Shoite fooim fot inmmediata ftioyal of used washclolis and tewels'on OffRl20%R . © T

Hetsekenping snd tare stolf re-edltaled on reguiations 2600 102k Intloding tha. use of cormman towels being &oillbﬂﬁd by Ci) on 8/18:(ses slachment 14 and (2
Hewseiapping stolf ssifor gesignea Wil siund weexg for 4 wnehs-fhen nenibly for 2 montis 10 edsia n unlal
Resulls of these augils will be reviewsd monlhly vis QA process T :

Ut ash et was removed fucl shower ghall i camingisshiowar dool In hslivay B b{

e sowals hins heing used lit shived bathraoms o s,huwer slglls {300 attachmant )

Audits and inservices to be made available for Department review. SP 09-11-19

......  Lor | Qbingel  Grecutice Direrlar 81 wlH

Printed Name and Title Date

09-11-19 09-11:19
The above plan of correction is approved asof _____ . Plan of correction implementation status as of
(Date) (Date)
IC. Fully Implemented
5@ \w Partially Implemented - Adequate Progress
N [ Partially Implemented - Inadequate Progress
I™ Not Implemented

The above plan of correction was approved by : .
(Initials)

07/01/2019 o




PARK CREEK PLACE MEMORY CARE 14256

“Regulations.

2600, R
107.d. The written emergency procedures shall be reviewed, updated and submitted annually to the local

emergency management agency.

{Attach pages as necessary, Remember that you raust sign and date any attached pages. Include steps to comect the viclation described above and steps to
prevent a similar violatlon from occuning agsin, if steps cannot be completed immediately; Inchude dates by which the steps will be completed

Comiminities wilttoh emafgency progedures were serd to Jocal emergéndy agency by the ED'on B/9/10

EDrained on regulations requiring community {o submit thelr written emergeney procadure to local jem,erge_t}cy agency

Communily staff will be educated en Emerdency Procedures by the ED, ducation tp ha-compleiad by 8/20/19

“Fhe wrillen ermergency procedure Wil ba reviewed; updated as needed, and submitled o the local emergency agancy by the ED annually

Administrator or designee will ensure emergency procedures are submitted to the local emergency management
agency annually. Staff in-service and verification of submission will be documented and made available for

Department review.

SP 09-11-19

Title

Printed Name

&Q‘S"twqd | anlg’mmdﬁxer.tﬁmbx recfor DS;QS’/I?

Signature

. 09-11-18 . ) 09-11-19
The above plan of correction is approved as of Plan of correction implementation status as of
(Date) (Date)

I Fully Implemented
) ‘ S @ Partizly Implemented - Adequate Progress
The above plan of correction was approved by “"”““;[Z““ [ Partially Implemented - Inadequate Progress

Initials
¢ ) I™ Not implemented

~ 160f25

To7/01/2019




PARK CREEK PLACE MEMORY CARE _ 14256

162c-Menus Posted

“Regulations

2600.
162.c. Menus, stating the specific food being served at each meal, shall be prepated for 1 week in advance and shall
be followed. Weekly menus shall be posted 1 week in advance in a conspicyous and public place in the home.

Description of Vio

- On 07/01/2019, there were no weekly menus posted in a conspicuous and public place in the home.

#lan of Correction (°00)

(Attach pages as necassary, Remember that you must sign and date any sttached pages. Include steps to comect the viglation described above and steps fo
prevent & simifar viofation from occuning again, If steps cannot be completed immediately, include dates by which the steps will be completed.)

Weeldy moniy wis posied by.the chef o {/i9in e diniig ooy, Lo ! ) . )
Shat shyd dining stall ta-adutated dn mquirament, ingluding (g havy wiiekly menus posted in a consplcuous and gilitic placa in fhia fidme on B8NS by the ED (see altachment K1 an dK2)
. ED dndior desigaae wilt complele an autlh weekly for 4 weeks then monthly for 2 monlhs lo ensure menus are pasted in a conspicugus end puhlic 878a (see altachment A)

¢ Resolia of ficse sudits yoll b yevicwied ponthly via QA process

Administrator or designee will ensure menus are always posted in a conspicuous place in the home . Audits
will be kept for Department review. SP 09-12-19 '

Signature

Ear| Stigel | Brecubive Divctw 8 By l‘?

Printed Name and Title Date

09-12-19

09-12-19 L. .
"7 7 7 Plan of correction implementation status as of
{Date) (Date)

I™ Fully Implemented
S?) @Partially Implemented - Adequate Progress
™ Partially Implemented - Inadequate Progress
I Not Implemented

The abave plan of correction is approved as of

The above plan of correction was approved by 97T
(Initials)

07/01/2019 7ef2s



PARK CREEK PLACE MEMORY CARE , o 14256

1852 - Implement Storage Procedures

2600.

185.a. The home shall develop and implement procedures for the safe storage, access, security, distribution and use
of medications and medical equipment by trained staff persons,

 Description of Violation __

Resident #1 has an order for blood glucose level checks twice a day. On 07/06/2019, her glucometer registered 4
readings of 230, 111, 175, and 58, but her medication administration record (MAR) lists only ane reading of 211.

On 07/08/2019, resident #1's reading on the glucometer was 195 while the MAR read 196,

{Attach pages as necessary. Remember that you must sign and date any attached pages. intlude steps to comect the violation described above and steps to
prevent a similar vialation from occuning again. If steps cannot be completed immediately, include dates by which the steps will be completed.)

Curren! residenls who recelve glusonieter chacks were sudited (o engura MD orders are followet refated o glicdmetsr checks and thal glucomelter
re,a,dia% gre-dovumented cerractly by the G8M and/or designee on O7/30/201 Swith resulls of these findings presented to residenis MD s needed
LN who performed alucomeler thécks on Resident#1 on 7/6/19 an d7/8/19:no longer works in communily asof 7/30/2019 o '
Nurses and Med Techs were reseducateéd on regulations 2600.185.a Including following MD orders and docurenting findifgs corradily by the ED on 8/8/M9
gﬂe allachmenl L1, L2, L3, and L4) L _ : e i
scelVad new grder 7H1M8 for PRN Accucheck for signs and symploms of hypomyperglyceniia,
GEM andfor desighee Will gerfarn).audits on‘gurrent residents receiving glucometer chacks weakly for 4 weeks then monthly for 2 months to ensure MD orders
“are followed and glucomeler rehdings. are dotumented correcily (see allachment M)
Resulls el these udits witl be reviewsd. monihily via QA process '

" Home sent in verification nurses and MedTech’s were trained on glucometers and documentation. Glucometer.
checks and audits will be maintained by home and made available for Department review.

SP 09-12-19

(_OC\J\.QS@Y\Z%&D o u Ear| Shinad, Exeufive Dieecke Flishg

. Signature Printed Name anll Title Date
| DEPARTMENT, USE
08-12-19 09-12-19
The above plan of correction is approved asof Plan of correction implementation status as of
(Date) (Date)
I Fully Implemented
S;D Partially Implemented - Adequate Progress

The above plan of carrection was approved by I” Partially Implemented - inadequate Progress

5
) I” Not Implemented

.k,,07/01/2019... s - S . g efs
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PARK CREEK PLACE MEMORY CARE

2600.
187.a. A medication record shall be kept to Include the following for each resident for whom medications are
administered:

12. Diagnosis or purpose for the medication, including pro re nata (PRN).

(Attach pages as nacessary. Remember thet you must sign and date any attached pages. [nclude steps to comect the violation described abave ahd steps to
prevant a similar violation fram oceurring again. If steps cannot be compieted mmedlately, include dates by which the steps will be completed)

Resident #2 MAR Was comected-to lnclude diaghosis for Senna.8.6 g by CSM on 7119 L o
CEM and/or designes reviewsd currenl MAR 1D ensure.medicalions had o diagnosis or purpose Bsted ony 07/30/2049-with gorrections made as needed
‘Nufsiis and Med Techs ré-edutated ons iegilationg 2600:187.a.12 Including:thiat ail redications musl include a'd lagnosis or _puryose’fur usalisted on Lhe

‘MAR by the EDon 8/8/13 (see afiachmenl L1, 12, L3, and L4). o .
C8M andfer deslunes will perform audis on-ﬁ-resldexit:% MAR's wielly for 4 weeks: then mordhly for'@ morhs to-ensure-medicalions have b listad

dlagnosis-or purpose of use (sge attachment N1 and N2)
Results of these audis will be reviewad monthly via QA process

Immediately: A staff person qualified to administer medications will conduct an initial and monthly review of all
- current resident MARs and prescriber’s orders to insure all prescribed medications are documented on the
resident’s MAR’s in accordance with regulation 2600.187(a). Home did provide verification med techs and nurses
. were trained on medication administration records. Audits to be maintained for Department review.

'SP 09-11-19

Eal Shingdl, Geenhue Dinctsr $lihq

Printed Name aptl Ti Date

. . 09-11-19
" Plan of correction implementation status as of
(Date) . (Date)

' 08-11-19
The above plan of correction is approved as of

" Fully Implemented
i S ™ Partially Implemented - Adequate Progress
The above plan of correction wes approved by “w? ¥ Partially Implemented - Inadequate Progress

I™ Not implemented

07/01/2019




PARK CREEK PLACE MEMORY CARE 14256

187d + Follow Prescriber's Orders: ©

2600,
187.4. The hame shall follow thé difections ¢f the prescriber.

Resident #2 is prescribed weekly blood pressure checks on Mondays, However, on 07/01/19 and 07/08/19, her blood
pressure was not checked. There was no documentation of blood pressure readings.
Repeat Violation - 8/13/18
{Attach pages as necessary, Remember that you must sign and date any attached pages. Include steps to cofrect the violation described above and steps to
prevent a similar violation from eccuning again, If steps cannot be completed immediately, include dates by which the steps will be completed))

Resident 42 fotd fresnirewos chacked iy the garg pivvider and reseidnd in Uy MAR by 1918.GBM.on O7/1512049 Resident #2 MO soliTad and discontipued rautine blood ffasaur&‘mqpljodlig on D7A0018, :
CSM Baillor migrueg;gmpfam;aung,m U71380010.of curpdnl fasldinis will ofdtes for iced prasEurachecks 1t enare blaod prataure fdncumamed coreolly, fndings feviavied with fizident's MD as sianded
Miitses and Mad Techs ra-uduesied on toulafions 2600 187.d including lellawini prescibess' direciions by lhe EDQ en /10 Sme atlachiment L1, 12, 1.2 and B4} 7

GSM antior deslynon will F@Hum! antlits pr B rusidonta MAR'E welly for 4 weeka then monlhly Tor 2 manitis 1o enssice'presct bers dreclivng are follawai (s otaehimant N1, J2)

Rexills.of heae audite wil be reviswad tianility vie QA process oo e ) : C : v

- Within 30 days receipt of this POC, the administrator or designee qualified to administer medications shall
“complete an initial audit of all resident MARs to ensure all prescribed medications are available, administered as
prescribed, and the administration of the medication is documented on the MARs in accordance with regulation
12600.187(b). All training and audit documentation to be maintained by home for Department review.

P 09-11-19

Repeat violation 08/13/18

Breaytwe Diveckor Tis] 9

Thie Date

Printed Name

Eny| Sjﬂ_n%j

) 09-11-19 , _ 09-11-1
The above plan of correction is approved asof _____ Plan of correction implementation status as of
(Date} {Date)
{~ Fully Implemented
, I~ Partially Implemented - Adequate Progress
The above plan of correction was approved by Egﬁ%‘ I Partially Implemented - Inadequate Progress
@’ Not Implemented
i

07/01/2019
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“Regulations =
2600. _ _
231.b. A resident shall have a medical évaluation by a physician, physician's assistant or certified registered nurse

practitioner, documented ona form provided by the Departiment, within 60 days prior to admission.
Documentation shall includa the resident’s diaghosis of Alzheimer's disease or other dementia and the need
far the resident to be served in a secured dementla care unit. o

Description of Violation L . o
Resident #3 was admitted to the Secure Dementia Care Unit (SDCU) on 01/09/2019. However, the resident's medical
evaluation was completed on 10/16/2018.

(Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to correct the violation described above and steps to
prevent  similar violation from occurring again. If steps cannot be completed immediately, include dates by which the steps will be completed.)

CRI il Haskgied Complelbl pudl of cyrent fusidenta terensiure compiince vali réqulation 2600.23 £.b with toguits of these fintings reviewsd wih resijanis MUY an nzadid on 07002019
G8M ¢e-bducatnd en. requiation 2600.231.b in which  resident shall have s medical avalualion by i physiclan, physicians assistant or cornlias reistefed nurse pracilliniies, dorimpnted dn’a form
Gyidad:by. lhe Depiiinvent within 60 sfays pror o admisaion by the DOSS on RIBIO (see plaemant O, O2, snd O, - R S -
Ef andfor dasignge will augil new adinission medical secords weekly for 4 weeks Uiy mpmbly for 3 monihs 0 ensure 3 osidan s o midieal avdiuation by & physiclsn, physlifans assistant or
v cetlifisd egiatorid aurss pracliticner, dociimentas eh o fr pravided Ly e Deparimant within 65 gays pricr to admission (see aliachment [ o
Reaudls of these audils wil ba reviewed monthly via QA process _

Audits and inservices to be made available for Department review. SP 09-11-19

Eavl Shin 9\.,~,_.E)§.ﬁ?aL+ea@ Directe glic] i‘?

Printed Name and Title Date -

09-11-19 09-11-19
~ 7 Plan of correction implementation status as of
(Date) (Date)

T~ Fully Implemented
S;D VPartiaily Implemented - Adequate Progress
I Partially Implemented - Inadequate Progress
I~ Not Implemented

The above plan of correction is approved as of

The above plan of correction was approved by >/
(Initials}

SEETavES

07/01/2019




PARK CREEK PLACE MEMORY CARE S .. . 4256

Preadission Screening

‘Regulations =
2600.

231.c. A wiittén cognitivie preadiission screening completed in collabaration with a physician or a gerfatric
assessment feam and documented on the DeFartment'spre‘admission screening form shall be completed for
lon to a secured demientia care unit.

each resident within 72 hours prior to adirilgs

cription ¢

% Resident #3 was admitted to the Secure Dementia Unit { nt's written
- cognitive prescreening was completed on 01/04/2018,

{Attach pages as hecessary, Remember that you must sign and date any attached pages. Include steps to corect the violation described ahove and steps to
prevent a similar viotation from occuring again. i steps cannot be completed immediately, include dates by which the steps wil be completed.}

Reuldent #3 has sufiared nu regallvs sulsome rolated Io theae findigs: o - o - . o
LA re-gtliscated oa ragolation 2600.231.¢)is which & willen Sognilive proadatissien sereenitag om rectin eilaboration wills 2 physicion or 8 gediific ssasssmant team and documented g it
Depariment's preadrission screening Tormi shall ba somplitad for gach tasiaent willin 72daurs prior jo admission fa 8 seryrad domentio care und by thn DESS o /8119 (3aa atdachmen] 04, O2, and 03).
ED aindior designes will-suik new sdusnions 1 sexired dinéalia units diesl racords weskiy for 4 waelcs hei mentiily for 2 toniie to wriawe o wdlicn tognitive srondmisslon scroaning is, satisplalit in
sakabhration willt & phiysigian or 5 genAins ksesamert tam and documzntad on thia Dbpurment s preadmiasion screbring fofm and eompleled fof eath resident wilhin 72 Wnurk padr {0 adsriss|ar to 1he
sacurad dementln cdre Lnil E’ane aitackment Bj. ! E S :

Resulls of these audiis vill be reviowsd monshly via QA process

Audits and inservices to be made available for Department review. SP 09-11-19

Printed Name

Signature Title Date

09-11-19

09-11-19
' (Daté) (Da't-é)
F= Fully Implemented

¥
' \ Partially Implemented - Adequate Progress
The above plan of correction was approved by }S:Zw é— Partially Implemented - Inadequate Progress

The above plan of correction is approved as of Plan of correction implementation status as of

(Initials) .
(iitals) Not Implemented

§7/01/2618 T R e PP
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PARK CREEK PLACE MEMORY CARE . S .

2343 - Admission Support Plan

Regulations
2600.

234.a. Within 72 hours of the ademission, or within 72 hours prior to the resident's admission to the secured
dementia care unit, a support plan shall be developed, implemented and documented in the resident record.

“Description of Violation .
Resident #4 was admitted to the Secure Dementia Care Unit (SDCU) on 05/03/2019. However, the resident’s initial
support plan was completed on 05/15/2019.

(Attach pages as necessary. Remember that you must sign and date any attached pages, Include steps to comect the violation described above and steps to
prevent a similar violation from occurdng again. if steps cannot be completed immediately, inclide dates by which the steps will be completed)

234.a

Resident 44 no longer. resides.in The community. _

CSM andior designee completed audit of current residents restding In the ‘gectred dementia care unit te ensure support plans completed by 053013019
with no pther residants noted to-be affected, T )

AuditTickler filo completed and malntalngd for curreilresidents by thie GG {o rack DME/RASP as of 05/30/201% and ohgoing(see attachment Q1 and Q2)
£:9M reeducated an_adimlssion suppori plan regulrements by.the DCSS on 511319 (zee altachmenl R1-RE)

EDrapdior designae Wil sudli new admissions [ncluding ddmissions 1o séourad dematitia unit medicsl records weekly for 4 weeks then monthly for 2
months to-enstme.a supbett plan i developed and impifemenited and documentgd within 72 hours of {he admission or within 72 hours prior to admission

ta the secured deriiantia care unit (see allachmeni P)

fesulls of these audils will be reviewed monlhly via QA process:

- Audits and inservices to be made available for Department review.

- SP09-11-19

WEQJQMm%ﬁﬁmuiwémmitwﬁkjﬁ:

Printed Name &nd'Title Date

09-11-13
" (Date)

The above plan of correction is approved as of 09’1 119

Plan of correction implementation status as of

‘(Da’t‘é)
I”_Fully Implemented
S;D @Partia[ly Implemented - Adequate Progress
™ Partially Implemented - Inadequate Progress
I Not Implemented

The above plan of correction was approeved by >
{Initials)

~ 07/01/2019 230f25
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b et

2600.
234.e. The resident or the resident’s designated person shall be involved in the development and the revisions of
the support plan.

Desaription af Vielation
The support plans for resident #3 dated 05/20/2019, resident #4 dated 05/15/2019, and resident #5 dated
05/06/2019, had no indication that the residents or the resident's designated person was involved in the
development of the support plan.

_Plan of Carrection (POC) = =
{Attach pages as necessary, Remember that you must sign and date any attached pages. [nclude steps to correct the violation described sbove and steps fo
prevent a similar violation from occuming again, If steps cannot be completed immaediately, include dates by which the steps will be completed.)

Rastgent #3:suppart plan reviewed Wilh-designated pergorvia phone on 7115819 by GSM
Resldeni #4 né longer restdes In the communily '
Resident #5 supportplan reviswed wilh'deslgnatéd rerstn via fhane ofl 215019 by £5M )
GSM andior designse completed audit on clrenl resident medieal reord.lo ensure residents designated persan was involved in the development of the
suppirt plans oi 0741 5/2019 with findings reviewed with the'designaléd parson as needed ’ T o
CEM reseducated on lavolvemeit/Partisipation by residenis deslgnaied person in this development of the residents suppart plan by the DCSS on 5/13/19
gsge attachment 01, 02, 03 and R1-REG}
13 andior designes will aGdit 5 residents medical recofds weiekly and all new admissions for 4 weeks then monthly for 2 months to ensure a support plan
s developed with Involvemen! dnd pariicipalion Trom residents designated person (see attachment P)
Restits of these atdits wilt be réviewed monthly via QA process ’

Administrator or designee will ensure all individuals specified in 2600.234e are involved in the development
and revisions of support plans. Audits and staff in-services to be made available for Department review.

8P 09-11-19

Printed Name an

Grfsomad - Byl Shon) Gt Dt st

IMES MAY NOT WRITE [NT

EPARTMENT U!

09-11- 09-11-19
The above plan of correction is approved as of 911 19 Plan of correction implementation status as of
(Date) {Date)
&Fully Implemented
) S@ Partially Implemented - Adequate Progress
The above plan of correction was approved by TR I Partially Implemented - Inadequate Progress
I” Not Implemented
e R S e e Saee
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1236 - Staff Training

“Regulations 1
2600. '
236. Training - Each diréct care staff person working in a secured dementia care unit shall have 6 hours of annual
training related to dementia care and services, In addition to the 12 hours of annual training specified in
§ 2600.65-(relating to direct care staff person training and orienitation).

“Dadcription of Vislation 11 e

Direct care staff person B, who works in the Secure Dementia Care Unit {SDCU)Y, had only 5 hours of traihing in
dementia care during 2018 training year.

Repeat Violation - 8/13/18

{Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to correct the violation described above and steps to
prevent a simifar violation from occuring again. If steps cannot be completed Immedistely, Include dates by which the steps will be completed.)

Direct Cate Stafl pérson B had a 16l 6f 7.5 hotrs of Defmendia tealilng iy 2018. 3 hours were via Rellas online fraining and 4.5 houss were in person
CARES tralning for 2 total of 7,6 houts (seg ajtachmeit S1-811)

Park Creék Place Memory Gare requesi fo have viplalion 2600.236 withdrawn . )
_ED-andfor designee compleled acdil'on DB0BA2019 of current direct caré employees working on secured dementia unit to ensure 6 hours of dementia
training is campleled Ik addilion {a4he 12 hours of anndal rainlng:

.ED trainet on regulstion 2600.236 which [ncludes that ach diréet care stafl pefson wgrklﬁgz in a sequred demantia care unit shall have 8 hours of
“aninuial training relaled todemeniia care and services, I addition to'the 12 houfs of anhuat tralning spedifiet in.2600.68. Cradentials in supyay binder
‘ED andlor designee will aydit 5 dicset care gmployes Hes wizekly for 4 wiesks then monthly for 2 months to ense compllance wiiltscheduted
dawianlia care. _ralnm?s i additional 1o annual {rainings {see allachmenl’E2 '

Results of these audils will be reviewed menthly via QA process

Administrator or designee will ensure all staff persons working in the memory care unit have 6 hours annual
training related to dementia care services in addition to the 12 hours annual training. Audits and staff in-services
to be made available for Department review along with staff training records.

SP09-11-19

&

Sig

09-11-12 . , 09-11-19
,,,,,,,,,,,,,,,,,,, Plan of correction implementation status as of

(Date) ~ (Date)
I Fully Implemented
S@ @Partially Implemented - Adequate Progress
I™ Partially Implemented ~ Inadequate Progress
™ Not Implemented

The above plan of correction was approved by

(Initials)

6710172019 . e i
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