pennsylvania

DEPARTMENT OF HUMAN SERVICES

SENT VIA EMAIL: cwendel@ltcmail.com
aanderson@ltcmail.com

MAILING DATE: January 31, 2020

Ms. Arlene Anderson

Administrator

Elk Haven Nursing Home Association, Inc.
785 Johnsonburg Road,

St. Mary’s, Pennsylvania 15857

RE: Silver Creek Terrace
791 Johnsonburg Road,
St. Mary’s, Pennsylvania 15857
Certificate #: 426020

Dear Ms. Anderson:

As a result of the Pennsylvania Department of Human Services, Bureau of
Human Services Licensing, (Department) review on January 9, 2020, of the above
facility, we have determined that your submitted plan of correction is fully implemented.
Continued compliance must be maintained.

Sincerely,

Janine Wenzig
Human Services Licensing Supervisor

Enclosure
Licensing Inspection Summary

Bureau of Human Services Licensing
11 Stanwix Street, Room 230 | Pittsburgh, PA 15222 | 412.565.5614 | F 412.565.2840/412.565.5633 | www.dhs.state.pa.us
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Violation Report

a3 !‘!"ig'"

Name, SILVER CREEK TERRACE License Number: 42602
Address: 797 JOHNSONBLURG ROAD,, 5T. MARYS, PA 15857

County: LK Region: WESTERN

Phone: 8148332273 Email: cwendel@ltcmail.com

Name ELK HAVEN NURSING HOME ASSOCIATION INC
Address: 785 JOHNSONBURG ROAD, ST, MARYS, PA, 15857

Date: 03/19/1997 Issued By: L&l
Resident Support Staff: 0 ' Total Daily Staff: 47 Waking Staff: 35
Type: Full ‘ BHA Docket #; Notice: Unannounced
Reason; Renewal . _ . 80

License Capacity' 80 Residents Served: 44 '

peo gk

In Home: No Area: Capacity: : ‘Residents Served:

O

Receive Supplemental Security Income: 3 - Are 60 Years of Age or Older: 44
Diagnosed with Mental llIness; 7 Dlagnosed with Intellactual Disability: 0
Have Mobility Need: 3 Have Physical Disability: 2

01/08/2020 _ Tof8



SILVER CREEK TERRACE

2600,

The home s qualuty management review on 12/20/19 did not address staff person trammg or licensing violations
and plan of corrections.

{Attach pages as necescary. Remember that you must sign and date any attached pages. lnclude steps to corvact the vilation described above and steps to
pravent a similar viclation from oceurring agafn, If steps cannot be completed immediately, include dates by which the steps wili be completed.)

1) Manager failed to address staff person training or licensing violations and plan of corrections in the
quality management review.
2) Manager reviewed Chapter 2600.26 quality management section and facility policy for quality
management .
3).Manager made a new template to include

A. Staff person training

B. Licensing violations

C. Plan of correction
4) New template created on 1/14/2020 will be used a every Quality Management meeting to ensure -
to avoid missed information for all future meetings. Manager used template at Quality Management
meeting that was held on 1/14/2020.
Please see attachment A

MDE DR, kDm\N\SiM/W- 0«\10\ )

Pnnted Name and Tﬂe Date

The abave plan of correction is approved as of 0_1_/_?15;2‘9:20 Plan of correction implementation status as of 01/28/2020 °
{Date) (Date}
& Implemented
£3 Not Implemented

The above plan of carrection was approved by
' (knitials)
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SILVER CREEK TERRACE A a1 9w 42602

' zsdb

Descrlptlon A

Direct care staff person A did not receive annual training in following requ|red topics during training year 2019:

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

- Care for residents with dementia and cognitive impairments.

- Safe management techniques

(Attach pages as necessary, Remamber that you must sign and data any attached pages. Include steps to correct the violation described above and steps to
prevent a simifar violation fram occurring again. if steps cannot be complated immediately, include dates by which the steps will be completed.)

1) Manager evaluated 2019 training, although staff person A received 12+ hours of training topics did not include instruction a
meeting the needs of the residents as described In the preadmission screening form, assessment tocl, medical svaluation and:
support plan, care of residents with dementia and cognitive impairment and safe management techniques. Staff person B who was
ancillary staff did not receive any training during the 2019 training year.

2) 2020 training year will address all topics in 2600.65.f. Manager and training coordinalor reviewed regulations and requlred
annual tratning content. It is understood that direct care staff person need 12 hours of specific training. Ancillary staff parsons.;
substitute personnet and regularly scheduled volunteers shall have required tralning in section 2600.65.9.

3) Manager revised the staff training plan on 1/17/2020 and ensure that all {raining lopics are included.

4} Manager will monitor that all staff receive annually required training hours. Manager will obtain checklist on each staff member
and check off when each staff member completes trainings. Each staff member will 2lso use sign in shests at each training which
will identify their name/will specify direct care staff or ancillary staff personsftraining topics.

5) See attachments B, C, D to see the 2020 staff training plan and 2020 staff training plan checklist.

ﬁﬂm@m\aﬁ& AUDINETRATO2- ()]0} _)_m

Pnnted Name and Title !

: 01/28/2020
The above plan of correction is approved as of 01/28/2020 plan of correction implementation status as of /281
(Date} {Date)
X Implemented
’ (J Not Implemented

The above plan of correction was approved by
: nitials)
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SILVER CREEK TERRACE

ﬁ?”fil{s!m; ! & LGNS
65.g. Direct care staff persons, ancillary staff persans, substitute personnel and regularly scheduled volunteers
shall be trained annually in the following areas:

1. Fire safety completed by a fire safety expert or by a staff person trained by a fire safety expert. Videos
prepared by a fire safety expert are acceptable for the training if accompanied by an onsite staff
person trained by a fire safety expert.

2, Eimer ency preparedness procedures and recognition and response to crises and emergency
situations. :

3. Resident rights,
4. The Older Adult Protective Servicas Act (35 P.S.§ § 10225.101--10225.5102).
5. Falls and accident prevention.

6. Nev\lr.p%;iulation groups that are being served at the home that were not previously served, if
applicable.

B
hie)

b

B P RRTSE

Staff person A did not receive annual training in the Older Adult Protective Services Act (OAPSA) during training year ;
2019. , ' :
Staff person B did not receive training in any of the required topics under Ch. 2600.65g during training year 2019.

Plan of Correction (POC). *
{Attach pages as necessary, Remembaer that you must sign and dale any attached pages. Include staps to comect the viofation described above and steps to
prevent a similar violation from octurring agaln. if staps cannot be completed immediately, include dates by which the steps will be completed.)

1) Manager evaluated 2019 Lraining, allhough slaff person A recelved 12+ hours of training topics did nat Includs Qider Adud! Protactiva Servicas AC. Stalf persan B who was ancillary staff did not eceive any
{raining during the 2018 tralning year.
2) 202D {raining year wilt address &l foplcs in 2600.65./. Manager and lraining coordinator reviewed regulations and required annuat lraining cantent. H is understond that diract care sla! persan need 12 hours of

The RN wraining coordinator aware and schesuled and calls 1o Otfice Of Human Services 1o complela Tha Older Adull protective Services act and Residents Rights

3) Manager will monitor that all stalf tecelve annually required trafning hours, Manager will obtaln checklist on each staff member and check off when each staff member camptetas rainings, Each stalf mémber
will slso uee sign in sheots at each traiing which will idenkfy thalr namahvill specify direct care staff or ancillary stalf personsiralning topics.

4) Saa attachments B, C, D to see the 2020 staff trzining ptan and 2020 staff Lraining plan check (seme attachmeants B,C,D from the previous violalion)

" Legal Entity Representative

[]w\mo
nted Name and Title

' ate

f&m.m\_mmw_,o\

The above plan of correction is approved as of WO Plan of correction implementation status as of MOZO
{Date) (Date)
& Implemented
{3 Not Implemented

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

01/09/2020 : 40f8




42602

SILVER CREEK TERRACE

~Regulations

2600, o '

130.e. If one or more residents or staff persons are not able to hear the smoke detector or fire alarm system, a
signaling device approved by a fire safety expert shall be used and tested so that each resident and staff
person with a hearing impairment will be alerted in the event of a fire.

Resident #1 is unable to hear the fire alarm. The resident has a bed shaker signaling device in her bedroom to alert
her of a fire; however, the device was not plugged into the power source, Also, there is no documentation that this
device is regularly tested. '

(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
pravent a similar violation from occurring agaln, If steps cannot be completed immediately, include dates by which the steps will be completed)

1) Manager reviewad resident #1, resident is HOH in left ear only which she does have hearing alds for, however after svalualting the residents,
it was Indicated by the resldent that she does not know why she has a bed shaker due to alway belng able to hear the all firs drills with or
without the left hearing aid. Resident admitted to unplugging the device several time due to needing to use the outlet for other devices.
Resident reporied that environmental services did provide education of not unplugging the device, however did after that decision.

2} Manager reviewed DME reports that cognition function is good and is independent for evaluating the building, bed shaker removal work-order
submitted on 1/19/2020 to environmental services assistant for removal to take place on 1/20/2020.

3) Although resident was not In need of the bed shaker, a monitoring tool is now in-place for all other bed shakers In our facility. :

4) environmenlal services assistant as well s the manager will identify those with bed shakers and check device monthly to ensure the bed
shaker is plugged in and Is in working order, as well as providing education ta residents about the device and the importance of not tampering
with it.

B) please refer to £ for the new monitaring tool

The administrator will ensure all residents who are unable to hear the fire alarm have operable alternative signaling devices
that are tested at least monthly. - JRW 1/28/20

HBE M pommeae olio10s

. ©yia

DEPARTMENT.USE ONLY.- HOMES MAY NOT WRIT

P R O S S NI B A

01/28/2020
The above plan of correction is approved as of 0__1_/_%_25__/_‘?‘_9_‘_20 Plan of correction implementatian status as of .
{Date) (Date)

& Implemented

The above plan of carrection was approved by L) Not Implemented
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8148344378 ELK HAVEN NURSING HOME

. 09:48:17 a.m. 01-21-2020 1419

SILVER CREEK TERRACE L 42602

-Régulation:
2600,

132.d. Residents shall be able to evacuate the entire building to a public thoroughfare, or to a fire-safe area
designated in writing within the past year by a fire safety expert within the period of time specified in
writing within the past year by a fire safety expert, For purposes of this subsection, the fire safety expert

may not be a staff person of the home.

LAY

DESC"IPl'lon |
The evacuation time for the fire drill conducted on 11/19/19 at 9:00pm was 6 minutes and 15 seconds, whic
exceeds the maximum safe evacuation time of 6 minutes, as designated in writing on 10/10/19 by a fire safety

expert.

(Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to comrect the violation described abova and steps to
prevent a similar violation from accurring again. If steps cannot be completed Immediately, indude dates by which the steps will e completed.}

1) Manager reviewed the Fire Chiefs letter dated September 8th 2018 thal indicated "that the average of six minutes is an acceptable
evacuation time for Silver cresk Terrace Fire Drills, with the knowiedge that during sleeping hours, it may take as much as 7, but during daylight
hours it takes and average of 4 minutes to evaluate. The reviewer asked if that time could be more specific. On the date of the annual
inspection the Deputy Fire Chief arrived to the facliity and provided us with a new letier on the spot, howsver after leaving and review done at
the station the determined timea of 7 minutes was the approved evaluation time. {see attachment F)

2) Staff educated on the fire chiefs letter and the determined time of 7 minutes, howaver review of the Importance of fira safaty and eva!uaglons
need to be done as timely as possible. - ' :
3)The reason for the 8 minutes and 15 seconds drill was due to a resident who was in the shower during this drill. Resident was educated that
the drills need to be followed in a timely manner and reviewed having a robe and slippers available for quick access in the event this would
happen in the future. .

4) Manager will educate/remind residants of the fire safety evaluation for ali sounding alarms and the need for timely participation at all resident

council meetings.

N i

RO pagerant MOMWNCTRATLE og}ggo}mj

Printed Name and Title

[ T

RITE IN THis 8
i
The abave plan of correction is approved as of 01/28/2020 Plan of correction implementation status as of 01/28/2026
(Date) (Date)
& Implemented
The above plan of correction was approved by L Not implemented :
' nitials) ‘

01/09/2020 “6of B



8148344378 ELK HAVEN NURSING HCME ' 09:50:44 a.m, 01-21-2020 16 /19

42602

SILVER CREEK TERRACE

" 2600. ' e
171.b. The following requurements apply whenever staff persons or volunteers of the home provnde transportation
for the resident:
5 The vehlcle must have 3 f rst ald klt with the contents as spemﬁed in § 2600 96 (relatfng to first aid klt)

The first aid kit in the home's van used to transport residents was stored in a small compartment above the driver's
seat and secured with Velcro. The kit was stuck inside this opening and the agent of the Department was unable to

to open it and access contents.

{Attach pages as necessary. Remember that you must sign and date any attached pages. Include steps to comect the violation described above and steps 1o
grevent a similar violation from oceurring agaln. if steps cannot be completad immediately, include dates by which the steps will be completed.)

1} The first aid kit was secured with many Veicro strips making.it very difficult to galn accass to the kit
2) The same day that the inspaction tock piace the environmental servica director removed adequate amounts of Velero. The first aid kit is now

easily accessibie to gain access easlly.
3) Manager and enviranmental service director both demonstrated removing the the first aid kit successfully from the compartment above the

driver seat. The first aid kit remains secured in a safe location but is now saslly accessible fo retrieve contents in the kit due to less amounts of
Velcro,

Printed Name and Title

U ghhopns

01/28/2020

The above plan of correction is approved as of 01/28/2020pjap, of correction implementation status as of
{Date) (Date}
Xl implemented '
~ &3 Not Implemented

The above plan of correction was approved by

01/09/2020 o , 70f8




8148344378 ELK HAVEN NURSING HOME 3:51:58 a.m. 01-21-2020 17119

SILVER CREEK TERRACE JAN 9172020 42602

', 227d Support Plan MedlcaI/Dental

: Regulatlans

2600.

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

Vem o csteveeae e s

] Descnptlon of,_:

The assessment for resident #1, dated 5/22/19 lndicates the resident is hard of hearmg The resident requires a bed
shaker device to alert her of a fire or other emergency. The resident's support plan, dated 5/22/19, does not
address how the home will meet the resident’s need for the bed shaker device or additional services needed during
an emergency.

{Attach pages a5 necessery. Remember that you must sign and date any attached pages. Include steps to correct the violation described abova and steps 1o i
prevent a similas violation fram oceurring agaln. If steps cannot be completad immedialely, include dates by which the steps will be compiated.)

1)Manager will obtain a list of bed shaker signaling devices for environmental services by 1/21/2020, sach resident who has the device will be
evaluated for appropriateness.

2) Each resident who has the bed shaker signaling device will have the monitaring tool (attachment E), on the monitoring too! it indicates the date
the bed shaker signaling device was Installed and the date the RASP/support plan was updated.

3) The bed shaker device monitoring tool will be kept in the managers office and all residents who require the bed shaker devices support plans
will be updaled no later than 1/23/2020,

4) New monitoring tool wlll ensure that all steps are foliowed, including service plan updated to indicate this device is being used and monthly
checks are belng complsted.

mmm@ JOMNCR AT mmh,mz;

Pnnted Name and Ttle D te

_ DEPAR‘!'MENT uss omv _‘_'__Homes MAY N Ot 'warra IN THIS BOX!

The above plan of correction is approved as of 01/28/2020 Plan of correction implementation status as of 01/28/2020
{Date) (Date)
X implemented
The above plan of carrection was approved by (J Not Implemented
(Initials

—
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