pennsylvania

DEPARTMENT OF HUMAN SERVICES
October 16, 2020

Ms. Erin Duffy

Attorney

Duane Morris LLP

30 South 17™ Street

Philadelphia, Pennsylvania 19103

RE: Overlook Green
5250 Meadowgreen Drive
Pittsburgh, Pennsylvania 15236

Dear Ms. Duffy:

This is to acknowledge receipt of your request to appeal the Department’s
decision to Revoke the regular license and issue a First Provisional license for Overlook
Green. Your request has been forwarded to the Department of Human Services,
Bureau of Hearings and Appeals. You will be contacted regarding the date and time of
the hearing.

Sincerely,

Pancas

Jeanne Parisi
Director

cc: Eugene Cuccarese (West), Office of General Counsel

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 17120 | 717.783.3670 | F 717.783.5662 | www.dhs.state.pa.us
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COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF HUMAN SERVICES
BUREAU OF HEARINGS AND APPEALS

SNH PENN TENANT LLC
D/B/A OVERLOOK GREEN

Y.

PENNSYLVANIA DEPARTMENT OF HUMAN SERVICES
OFFICE OF LONG-TERM LIVING

BHA L.D. No.:
Docket No.:

REQUEST FOR HEARING OF APPELLANT OVERLOOK GREEN

Pursuant to 55 Pa. Code Chapter 2600 and 1 Pa. Code Part {I, Chap 31-35, SNH Penn
Tenant, LLC d/b/a/ Overlook Green (“Overlook Green”), through its undersigned attomneys,
hereby brings the following appeal against the Pennsylvania Department of Human Services (the
“Department”), Office of Long-term Living (“OLTL") and respectfully requests a hearing.

JURISDICTION

1. The Commonwealth of Pennsylvania (“Commonwealth”™), Department of Human
Services, Bureau of Hearings and Appeals (the “Bureau™) has jurisdiction over this action and
authority to recommend or grant the rehief requested heremn pursuant to 55 Pa. Code Chapter
2600 and 1 PA. Code Part 11., Chapters 31-35.

FACTS

2. Pursuant fo certificate number # 450571 (the “License™) Overlook Green operates
a personal care home located at 5250 Meadowgreen Drive, Pittsburgh, PA 15236. Tt 1s this
licensc that is in dispute presently.

3. On Scptember 4, 2020, by written notice OLTL revoked Overlook Green’s

existing certificate of comphance and issued a FIRST PROVISIONAL License to operate the

DM2iI3082349 2
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personal care home pursuant to 62 P.S. § 1026(b)(1),and (4) and 55 Pa. Code 20.71(a}2){3)(5)
and (6) (the “Notice”). See Exhibit A,

4. The Notice was 1ssued allegedly because Overlook Green did not submit an
acceptable plan of correction in response to two License Inspections conducted on January 22,
2020 and May 21, 2020.

5. OLTL mspected the Home on January 22, 2020 and alleged 22 violations of 55
Pa. Code § 2600 and required Overlook Green to submit an acceptable plan of correction.

6. Overlook Green complied with OLTLs request and OLTL fully accepted its plan
of correction on May 7, 2020,

7. On May 21, 2020 OLTL conducted a follow-up licensing inspection to confirm
implementation of the approved plan of correction.

8. OLTL confirmed that the vast majority of the plan of correction had been
property implemented but asked for supplemental information concerning four open violations.

9. Overlook Green provided the requested documentation to OLTL.

10.  On September 4, 2020, without any additional follow-up or discussion, OLTL
issued Overlook Green the FIRST PROVISIONAL hicense due to its alleged failure to properly
implement its plan of correction.

11, [t is unclear from OLTL s notice if it even reviewed the documentation submitted

by Overlook Green to document that 1t had properly implemented the plan of correction.

DM2iI3082349 2
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GROUNDS FOR APPEAL

A. OLTL’s Decision to Revoke Overlook Green’s License Is Erroneous and an
Abuse of Discretion.

12. OLTL’s allegation that Overlook Green failed to submit an acceptable plan of
correction is not substantiated by the facts or OLTL’ s normat course of dealing with regard to the
timing permitted providers to submit and implement plans of correction.

13, [n addition, it 18 unclear if OLTL even considered the documentation provided by
Overlook Green when it made its determination that Overlook Green failed to properly implement
its plan of correction.

14.  In addition, OLTL’s notice used certain allegations that are factually mcorrect or
ignore other relevant facts.

15.  OLTL is abusing its discretion by attempting to issuc Overlook Green a FIRST
PROVISIONAL License based upon subjective, selective and unsupported allegations.

B. The Notice Is Arbitrary and Capricious.

16, OLTL s decision to issuc a FIRST PROVISIONAL license to Overlook Green,
based solely on allegations of one mspection of the home even after a subsequent mspection
showed improvement and OLTL made no significant adverse findings is arbitrary and capricious.

17.  The facts and findings used by OLTL to support the Notice arc unreasonable, and
OLTL’s decsion to 1ssuc a FIRST PROVISIONAL hicense to Overlook Green 1s not proportional
to the allegations and is arbitrary and capricious.

RELIEF REQUESTED
18. For the toregoing reasons, Overlook Green respectfully requests that the BHA:
a. Overturn OLTL s decision to revoke Overlook Green’s Certificate of

Comphance and i1ssue a FIRST PROVISIONAL License;

DM2iI3082349 2
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b. In the alternative, order OLTL to rescind the Notice; and
c. Grant such other and further relief as may be just, proper and equitable
under the facts and circumstances of this case.

Respectfully submitted this 14th day of September 2020,
ruaa W
Erin Duffy &
DUANE MORRIS L1P
30 South 17T Street
Philadelphia, PA 19103-4196
215-979-1946 (phone)
215-689-4913 (fax)
email: emduffy@duancmorris.com

Attorney for Requesior/Appellant
SNH Penn Tenant LILC
drbia Overlook Green

DM2iI3082349 2
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CERTIFICATE OF SERVICE

I hereby certify that I have this day caused the foregoing document, my Entry of
Appearance and Verification to be served by Federal Express, upon the following:

Shivam Patel, Enforcement Manager

Pemnsylvania Department of Human Services

Bureau of Human Services Licensing

Room 631, Health and Welfare Building 625 Forster Street
Harrisburg, Pennsylvania 17120

PH: 717-214-1304

With a copy to:

Governor’s Office of General Counsel
Pennsyivania Department of Human Secrvices
Health & Welfare Building

625 Forster Street, 3" Floor West
Harrisburg, PA 17120

Tun Q™

Erin M. Duffy

Dated: Scptember 14, 2020

DM2iI3082349 2
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VERIFICATION

i, Erin M. Duffy, Esq., an attorney with the law firm of Duane Morris, LLP, attorneys for SNH
Penn Tenant, LLC d/b/a/ Overlook Green (the “Provider”™), hercby state that I am authorized by
the Provider to make this verification on behalf of the Provider; that the facts set forth in the
Request for Hearing filed in this matter are true and correct to the best of my knowledge,
information, and belief after discussion with Provider personnel; and that this verification is being
made subject to 18 Pa. C.S. § 4904, relating to unsworn falsification to authorities.

G Q™

Erin M. Dufty, Esq.v

September 14, 2020

DM2iI3082349 2
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EXHIBIT A
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To:

This certificate is hereby granted to _ONH PENN TENANT LLC

LEGAL ENTITY

To operate OVERLOOK GREEN

RAME OF FACILITY SR AGENCY

Located at _5250 MEADOQWGREEN DRIVE, PITTSBURGIH, PA 15236

{SOMPLETE ADDRESS OF FACHITY OR AGENCY)

ATTIRERE QF SATELLTE SITE ABUREDS OF SATELUTE SITE

Resirictions Secure Dementia Care Unit - 55 Pa.Code §§ 2600.231-239 - Capacity 23

This cartificate s grantad in gecordance with the Human Services Code of 1887, P.L. 31, a5 amended, and Regulstions

55 Pa.Code Chapter 2604 Personal Care Homes

SAANAAL MUMBER BRO TITLE GF REGULATIONS

and shall remain in effect from _Scpiember 4, 2024 ufl  March 4,

untess sooner revoked for non-compliance with applicable laws and reguistions.

Now 450571

IERUING SFPICER ! DEDUTY SECRETARY

ROTE: This cerifficats i ssusd for shove 1 ordy and s not kansferable

and should be posted i a consplcucus place i the faciity HE &8 - 6/2D
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' pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL — RETURN RECEIPT REQUESTED
MAILING DATE: gontember 4, 2020

Ms. Jennifer F. Francis

President & COO

SNH Penn Tenant LLC

255 Washington Street, Ste. 300

Two Newton Place

Newton, Massachusetts 02458

RE: Overlook Green

5250 Meadowgreen Drive
Pittsburgh, Pennsylvania 156236
Certificate #: 450571

Dear Ms. Francis:

As a result of the Pennsylvania Department of Human Services, Bureau of
Human Services Licensing, (Department) licensing inspections on January 22, 2020
and May 21, 2020, of the above facility, the vioclations specified on the enclosed
Licensing inspection Summary (LIS) were found.

Based on violations with 55 Pa. Code Ch. 2600 {relating to Personal Care
Homes, and failure to submit an acceptable plan to correct noncompliance items, the
Department hereby REVOKES your certificate of compliance (450570) dated January 1,
2020 to January 1, 2021 and issues you a FIRST PROVISIONAL license to operate the
above facility. A FIRST PROVISIONAL license is being issued based on violations and
failure to submit an acceptable plan to correct noncompliance items. This decision is
made pursuant to 62 P.S. § 1028 (b)(1) ;(4) and 55 Pa. Code § 20.71(a)(2) (3) :(5) :(6)
{relating to conditions for denial, nonrenewal or revocation). Your FIRST
PROVISIONAL license is enclosed and is valid from September 4, 2020 to March 4,
2021

All violations specified on the LIS must be corrected by the dates specified on the
report and continued compliance with 55 Pa. Code Ch. 2600 (relating to Personal Care
Homes), must be maintained. Failure to implement the plan of correction or failure to
maintain compliance may result in a revocation of the license.

If you disagree with the decision o 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 H, Chapters 31-35. If you decide
to appeal your PROVISIONAL license, a written request for an appeal must be received
within 10 days of the date of this letter by

Bureau of Hurman Sendces Linensing
825 Forster Sirest, Room 831 | Marrisburg, PA 171201 717 7833870 | F 717 783 3887 | www .dhs pa.gov
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Ms. Francis 2

Shivani Patel, Enforcement Manager
Pennsylvania Department of Human Services
Bureau of Human Services Licensing

Room 631, Health and Welfare Building

625 Forster Street

Harrisburg, Pennsylvania 17120

PH: 717-214-1304

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,

Jamie L. Buchenauer
Deputy Secretary
Office of Long-term Living

Enclosure
License
Licensing Inspection Summary
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RECEIVED
Violation Report 4/28/2020
- Facility nformation. . S Western Region Fiki Office
. Facility Information R 7 Bureau of Huian Senvices Licensing
Name: OVERLOCK GREEN License Number: 45057
Addrass: 5250 MEADOWGREEN CRIVE, PITTSBURGH, PA 15236
County ALLEGHENV Region: WESTERN
;-.Mm!ﬂ._'.stfm S, e TN Tl
Nama: Mary Moran Phane: 4128818300 Emall: mmaoran@ssst com
Lega! Entaty | S
Name: SNH PENN TENANTLLC
Address 255 WASHINGTON STREETSU!TE 300 R'VO N!:‘WT{)N PLACE NEW?ON MA 2458
Certnﬁcate(s) ofOccupancy PR AT LT e e
Type f 2 Date: 03/14/20718 Issued By: Whithall Boro
Res:dent Suppcrt Staff. Total Daily Staff. 734 Waking Staff: 707
lnspectlon AT R I ] L
i Type: Full BHA Docket # Notice: tinannounced
[ R@ason‘ Renewe:!
lnspectlon Dates and DEpartment Representatwe 7 _ S
07f22/2926 G!} Stte Ash{ey R‘oser, J{}e Eveges Scott R’iem She(:a Page, Jemme Pamst
Res;dent I:aemographm Daza as of Inspectaan Dates S )
. Geheral Information. o S R
: License Capacity: 728 ‘ Residents Served: 83
| noSecUed | Dementia. Care Unit - L T AR N R
; In Home: Yes Area SDCU Capacity: 23 Residents Served; 19
' Current Residents: 9
- Numberof Residents Who:' . : N
_ Receive Supplemental Security Income: ¢ Are 60 Years of Age or Older 88
= Diagnosed with Mental Iliness: 7 Diagnosed with Intellectual Disability: 0
; Have Mobility Need; 46 Have Phys:cal Dlsabllaty 2

0172272000 10f23
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OVERLOOK GREEN . 45057

17 - Record Confidentiality .

| 2600,

17. Resident records shall be confidential, and, except in emergencies, may not be accessible to anyone ather
than the resident, the resident’s designated person if an% staff persons for the purpose of providing

; services to the resident, agents of the Department and the long-term care ombudsman without the written

: consent of the resident, an individual holding the resident's power of attomey for health care or health care

| proxy or a resident’s designated person, or if a court orders disclasure.

; Description of Violation - - Ry .

L AL9110 am, there were 2 unlocked and unattended medication administration record {MAR} books, which

' contained the January 2020 MAR's for residents #1 and #3's, on top of the medication carts outside of the Florida

' room.

| Planof Cortection POC) -

! [Attach pages as necessary. Remember that you must sign and date any attached Fages. Inchude steps Lo correct the vielation described above and steps to

i prevent a similar vielation from oetring again. If steps cannot be completed immediately, include dates by which the steps will be complated.) |

i Overlook Green and Five Star Senior Living recognize the importance of regulation 2600.17, Records
confidentiality. To ensure that confidentiality is maintafned, the Medication Record (MAR] will be locked
i the bottom drawer of the medication cart when not in use. The MAR is kept in a zipped binder. The
medication passar will be responsible to secure the MAR in the locked drawer when finished with the
medication pass. All medication passers/nurses were re-educated on confidentfality of records on
4/22720. The Director of Resident Care/Designee shall monitor weekly for 4 weeks at that time if there is
evidence of non-compliance then further monitoring will be established. Documentation will be

; presented and reviewed at quarterly QA meetings,

| See exhibit A.

Lega] Entlty ,Rgpr_ékelitafisié N

e

2 g ﬂ%%%mor@x@: A ’

BMES MAY NOT WRITE IN THIS BOX!.

; 412972020 6/22/2020
¢ The above plan of correction is approved as of e, Pla0 OF correction implementation status as of e
: ‘ (Dat (Date)
! K Implemented
t The above plan of correction was approved by P S U Not Implemented
{Initials)
0172272020 o © 20f22
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OVERLOOK GREEN 45057

18 - Compliance With Laws. - = o
2600,

18. Apgalicable Health and Safety Laws - A home shall comply with applicable Federal, State and local faws,
ordinances and regulations.

 Description of Violation -
. The Care Facility Carbon Monexide Alarms Standards Act, enacted 06/23/16, requires carbon monoxide alarms to be
installed in close proximity of, but not less than 15 feet from, any fossil-fuel burning device or appliance. Alsg, the
Care Facility Carbon Monoxide Alarms Standard Act requires batteries to be replaced at least annually in all battery-
operated carbon monaoxide detectors, as well as labeled with the date of battery installation. There are no carbon
monoxide detectors located in the basement in close proximity to the 3 gas dryers and 3 gas hot water heaters,

+ Also, the batteries in the carbon monoxide detector located in the dining room are undated, so it is unable to be

- determined if the batteries have been replaced within the past year.

| (Atiach pages as necessary. Remember that yau must sigh and date any attached pages, Include steps to corvect the viglstion described above and steps to
i prevent a similar violation from securring again. If steps cannot be complated immediately, include dates by which the steps will be completad.)

Safety is of the utmost importance to Overlook Green and Five Star Senior Living. To comply with

; regulation 2600.18, carbon monoxide Alarm was installed in the basement on 1/24/20. All batteries in
carbon monoxide alarms in the dining room were changed and labeled with date on 1/24/20. All carbon
monoxide alarm batteries will be changed biannually ongoing. The Maintenance Director/ Designee will |
} be responsible to monitor and maintain continued compliance through physical plant walk through |
i inspections and tracking monthly with documentation through the TELS computerized building tasks |
i systern. Documentation will be presented and reviewed at quarterly QA meetings, l\
i See exhibit C& D, '

 Legal Entity Representative

N 2 P Mary Wcﬁ%ﬁ&@ﬁi‘ E?&‘%ZKM% '

I AR S A N—Printdd Name and Title Date

4{29/2020 6/22/2020
The above plan of correction is approved as of Plan of correction implementation status asof
(Data) (Date)

& Implemented

£J Not Implemented

The above plan of correction was approved by

(Initials)

0172272020 FpTras
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OVERLOOK GREEN 45057

/51~ Criminal Background Check =~

Regulationis e

I 2600. ’

; 51. Criminal History Checks - Criminal history checks and hiring policies shall be in accordance with the Clder

: Adult Protective Services Act (35 P. 5. § § 10225.101—10225.5102) and 6 Pa. Code Chapter 15 {relating to
protective services for older adults),

Description of Violation

. No Pennsylvania criminal background check was completed for direct care staff person B, hired on 10/21/19.

i (Attach pages as necessary, Remember that you must sign and date any sttached pages. Include steps to correct the vislation destribed above and steps to
i prevent a sirmilar violation from occurring sgain. If steps cannot be cormpleted immediately, inglude dates by which the steps will be campletad)

All employees are background checked as an integral part of the hiring process to obtain a confidential
background screening report in accordance with the Older Adult Protective Services Act. Direct care
staff member B hired on 10/21/20 had a background screen completed. The Pennsylvania State Police
Response for Criminal Record Check was done on 10/21/19 and no record was found. This page was not
in the front of the file and was missed and discovered in another section of the employee file. An audit
of ali employee files will be completed by May 20, 2020 to assure that all records are available and in
the correct order. Going forward a new hire checklist will be utilized to assure that all files are compiete:

I and in proper arder. The Business Office Manage will be responsible to complete the checklist on all new
. hires. Audit & documentation to be presented at the quarterly QA meeting. E
See exhibit D & Y ‘ i

" Legal Entity Representative * "

S I Sy rive dligecit

‘ Stgnature Printed Namie and Title

* DEPARTMENT USEONLY - HOMYS MAY NOT WRITEIN THISBOX! .+

5/8/2020 6/22/2020
¢ The above plan of correction is approvedasof  ______ Plan of correction implementation status asof
{Date) {Date)

2 ‘ & implemented

The above plan of correction was approved by [ Not implemented

(Initials)

01/22/2020 B PrE
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OVERLOOK GREEN 45057

543 f.'}lrect Ca re Staff

Regulattons
g 2600.
i 34.a. Direct care staff persons shall have the following qualifications:
’ 2 Have @ hlgh schcol dzploma GED or acttve reg!stry status on the Pennsyivama nurse aede regustry

: Descrlptton‘e_._ _.Iclatlon e e T

Direct care staif person B, hnred on 10/23;19 cloes not have a h|gh school dlploma GEE) or active reglstry status on
{ the Pennsylvania nurse aide registry.

 Plan o Correction (POCy 1

{Attach pages as necessary, Remember that you must sign and date any astached pages. Include steps to cotrect the violation described above and steps to
prevent a similar viclation fram occurring again. (f staps cannot be complated imwnediately, inchide dates by which the steps will be completed)

1 Direct care staff B has a diploma from Liberia and along with three years transcripts showing Math,

English and Science. A waiver was applied for on 1/23/2020 via email. On 2/5/20 response by email from

< Bureau of Human Services Licensing (BHSL) indicates that no waiver is necessary. Ongoing all out of

country diplomas will be sent to BHSL for review and application of walver, The Executive Director will

be responsible to apply for the waiver, All employee files will be audited by the business office

manager by May 20, 2020 to assure that all diplomas/waivers are in file. A new hire check off sheet will

be completed by Business Office Manager. Audit & documentation to be presented at quarterly QA
meeting. The new hire check off sheet shall be implemented immediately upon receipt of the plan of

correction, /872020
See Exhibit £ &Y

]
!
i
i
|

* Legal Entity Representative.

/%%% /%Z%V W&W%Dﬁ/«%ﬂ 54 ,éc)

E—“‘rmted Name and TttEe Dale

&

ature

g

. DEPARTMENT‘T, SE ONLY

‘omas MAY NOT WRITE IN THIS BOXI.
5/8/2020 6/22/2020
i The above plan of correction is approved asof _____ Plan of comection implementation status as of
(Datg) (Pate)
| i & Implemented
‘' The above plan of comection was approved by ‘ __i__“ U Not Implemented
(Initials)

01/22/2020 “ cof23
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OVERLOCK GREEN 45057
652~ F§ Orientation 1stDay. - - = -
2600,

65.a. Prior to or during the first work day, all direct care staff persons including ancillary staff persons, substitute

personnel and volunteers shall have an orientation in general fire safety and emergency preparedness that
includes the foliawing:

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 cutside the building or within the fire-safe area in the event of an actua
| 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. Telephone use and natification of emergency services.

. Description of Violation =~ _
| Direct care staff person A, hired on 5/26/19, has not received orientation on any of the topics specified in 2600.65z,
| to include evacuation procedures and staff duties and responsibilities during fire drills, as well as duting emergency
© evacuation, transportation and at an emergency location if applicable.

ive Star sister
| community, Mount Vernon of Elizabeth. Her original hire date was 12/24/1991. Records obtained from
Mount Vernon of Elizabeth indicate her original training was done verbally then documented on
i 10/5/1992. Her transfer date to Overlook Green was 5/26/2019. At that time she was oriented to the
' building by the nursing supervisor to include items in regulation 2600.65a. The documentation was
] misplaced. The employee will be retrained on the content of regulation 2600.65.b by May 20, 2020. The
Business Office Manager/Designee will be responsibie to ensure all initial training is completed and filed
in the proper location, An audit will be performed of all employee files by May 20, 2020. Biannual audits
will be performed by the Business office Manager and Executive Director/Designee to ensure '
. compliance, A new hire checklist will be compieted by the BOM, Documentation & audits will be :
©reviewed at QA meeting.  See exhibits F& ¥, The new hire checklist shall be implemented immediately upon
. . receipt f_)f the plan.of .Cl.O]fEE.tE_(:I’[.iO:]’?l. 5917{ 5/81 2020

| >
f%W%ngth| CLINE.

Entity,Representative. °

Signatur,
 DEPRRTVENT USE-ONLY.- HOMES MAY NOT WRITEINTHISBOXI .
5/8/2020 6/22/2020
! The above plan of correction is approved as of —  Plan of correction implementation status asof ‘
Datg] (Date}
; ' Kl Implemented
| The above plan of correction was approved by _____m____b_m‘ J ot Implemented

(Initials)

01/22/2020 T 6of23
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OVERLCOK GREEN 45057

6513 Reghtsﬁf\buse 4@ Hours

Regulatlons

2600.
65.b. Within 40 scheduled working hours, direct care staff persons, ancillary staff persons, substitute personnel
and volunteers shall have an orientation 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 P.S.
§§ 10225101—10225.5102).

4. Reporilng of repartable quents and condltlons

Descrlptlen o Vlolatlon Ea

Direct care staff person A hlred on 5/25/19 has not recelved orientation on any of the tOpICS speczﬂed in 2600 6ab,
to include resident rights and mandatory reporting of abuse and neglect under the Older Adult Protective Services
iOAct

' Plan of Correction (POC) 10T

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

community, Mount Vernon of Elizabeth. Her original hire date was 12/24/1991. Records obtained from
: Mount Vernon of Elizabeth indicate her original training was done verbally then documented on
| 10/5/1992. Her transfer date to Overlook Green was 5/26/2019. Upon transfer to Overlook Green direct
; care staff member A was regarded a transferred employee and required to complete the yearly in-
service programs as all staff members are required to complete annually. She received Resident Rights,
Emergency Medical Plan and Reporting of Incidents on 7/16/19 and Mandatory abuse /neglect per
OAPSA on 12/27/19. All employee files will be audited by May 20, 2020 and a new hire check list will be
completed by the Business Office Manager. Audit and documentation will be presented at the quarterly

1 Direct care staff member A was not a new hire, she was a transfer from another Five Star sister
|

A m?&.ﬁﬂg' The new hire checklist shall be implemented immediately upon receipt of the plan of
, See exhnbﬁ F&G. correction. ﬂ 3/8/202{) _

ity epresantatlva

@/@[JEEJ/&Q

i ﬁyd 4 . Printed Narge and T:‘cle “Date

":‘-DEPARTMENT uss ONLY - HOMES MAY.NOT WRITE IN THIS BOX!

5/8/2020 _ 6/22/2020
The above plan of correction is approvedasef . Plan of comection implementation status as of
{Date) (Date)

X Irmplemented

o
The above plan of correction was approved by b L Not Implemented

{Initials)

01/22/2020 T7of23
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OVERLOCK GREEN L. .45057

8‘1%} RESident Personaf Equnpment

Regulattons

2600.
81.b. Wheelchairs, walkers, prosthetic devices and other apparatus used by residents must be clean, in good

rapafr and free of hazards
Descrlp’clan of Vlolatmn __: ::_:..

Resident #3's enabler is not securely at"tached to the resmient 5 bed and moves approx:mateiy 2" in both darectmns

Pl'eil:h' ofCorrection(POC) o

{Aftach pages as necessary. Remember that you must sign and date any attached pages. Include steps to gorrect the viokation described above end steps to
prevent a similar viclation from occurring again, If steps cannot be completed immediately, include dates by which the steps wili be complated )

Safety is of the utmost importance to Overlook Green and Five Star Senior Living. The enabler was
replaced with a sturdier model to comply with regulation 2600.81.b The assigned caregiver will be i
responsible to check to ensure that enablers are properly secured during the caurse of their shift and |
report any excess movement to the Maintenance Director/Designee immediately, Maintenance Director i

: will check monthly to assure that enablers are mechanically secure. Documentation will be presented

and reviewed at quarterly QA meetings.

? See exhibit H.

““Legal Entity Representative -

Date
| | 4/29/2020 6/22/2020
¢ The above plan of corraction is approved asof  ___ Plan of correction implementation status as of e
‘ (Date) (Date)
ﬁl & Implemented
| C
i The above plan of correction was approved by S~ LAY [ Not Implemerited
: (Imttals)

01/22/2020 I e ofay



To: Page 21 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOOK GREEN ‘ 45057

SSa Samtary Condltnom

Regulatmns

" 2600.
| &S.a. Sanitazy CDﬂditiOﬁS shat! be maintained,

[Descnptlon of V:olatlon

At 11:29 am. thera was no samtary means of hand drymg present in the bathreom of bedroom 4286,

On 1/22/20 at 7:28 a.m, resident #4's glucometer was used to check the blood glucose level of resident #1.

*Plan of Comrection (PO 17

(Attach pages as necessary. Rernember that yau must sign and date any attached pages. Include steps to correct the vinlstion deseribad above and steps to
prevent a similar vislation from voourring again. If steps cannot be completed immediately, include dates by which the steps wil be completed.)

| It is the goal of Overlook Green and Five Star Seniof Living to maintain sanitary conditions at all times

f and comply with regulation 2600.85.a. Residents are ordered their own individual glucometer upon

| admission, fabeled with resident name and used specifically for each individual resident and replaced as
needed. Resident # 4 no longer resides at the home. Physician for Resident #1 was notified on 5/4/20.
Resident pictures will now be attached to glucometer case, All nurses/medication passers were
retrained on diabetic education including Giucose testing on 4/22/20 by a diabetic educator. The
Director of Resident Care/Designee will be responsible to ensure compliance through documented
menthly glucometer checks. This documentation will be presented and reviewed at quarterly QA

£ ITmmediately: A desipmated staff person shall abserve cach staff responsibic far diabetic care perform blood glucose checks 0 ensure
meetings. glucnmelers are nol shared among residents. Fach siafl will be observed once per month. Documentation of the ohaervalions shill be

See exhibit J}I w | maintained by e home for Department review, ﬁ].l 37872020

: Hand towels and linens are passed every morning to all resident rooms. The towel in room 426 was used
E and solled by the resident that morning and had not vet heen replacad. Ongoing an extra hand towel

i will be provided during the pass to assure ample towels are availabie. The Bridge 1o Rediscovery

- Dlrector/ Demgnee w;ll be fesponmble to oversee thls task

Slg }éﬁ.«e L//,/ = T /%W é{ﬁ% ﬁ%[[g I y / atE/ 7/22

i DEPARTMENT {}SE ONLY HOMES MAY NOT WRiTE IN THIS BOX

— 5/8/2020 . 6/22/2020
The above plan of correction is approved asof =777 Plan of correction implementation status as of -
(Date) (Date)

& Implementad
(3 Not Implemented

| The above plan of correction was approved by
‘ {Initials}

01/22/2020 i3




To: Page 22 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOOK GREEN 45057

883_ - Surfaces’

Regulatlons

2600.
88 a. Floors waEis cemngs wundows, doors and ether surfaces must be clean in good repatr and free of hazards

Descnptten of V:olatlun

Numerous areas of what appears to be tust are pres@nt on the exit doer next to bedroom 230

g
l
i
H
!
{

. Numercus areas of peeling paint are present on the the exit door next to bedroom 344, as well as the exit door
i leading from the cammon living area.

(Artach pages as necessary. Remernber that you must sign and date any attached pages. Include steps to corract the violation deseribed above and steps to
pravent a similar vialation from occurting again. if steps cannot be completad immediately, include dates by which the steps will be completad)

To comply with regulation 2600.88.a the doors next to room 230 and 344 were sanded and painted, The
Maintenance Director/Designee will assure compiiance through monthly rounds of physical site and
report any issues to Executive Director immediately. Documentation of compliance will be reviewed at
quarterly QA meeting,

See exhibit K.

"’Repr&sa"tatlve' R TREA

, %)%AA———‘ /ﬁ/ﬂ/%/wﬂ%%%éﬁmﬁé/

Pﬂnted Nan{e and Tatie Date

o 4/29/2020 o , 6/22/2020
¢ The above plan of correction is approved as of Plan of correction implementation status as of

" Date] (Date)
K implemented

LJ Not Implemented

{Initials)

The above plan of correction was approved by

01/22/2020  100f23




To: Page 23 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOOK GREEN 45057

f‘j'i;‘}_'(}a} - -Ex{ér‘iér'-.«'Fre_q of V_Haria;'dsﬁ L |

 Reguilations | -

¢ 2600,

i 100.a. The exterior of the building and the building grounds or yard must be in good repair and free of hazards.
Dsspdonotvilion

The cement pad outside of the exit door next to bedroom 344 is uneven, which poses a tripping hazard.

. The asphalt leading from the courtyard is uneven, which poses a tripping hazard.

The asphalt leading from the exit door next to bedroom 230 is uneven, which poses a tripping hazard.

‘ There are metal cords coming from the electrical pole in the ground on the exit route from the door near bedroom
: 230, which poses a tripping hazard.

{Attach pages as necessary. Remember that you must sign and date any attached pages. Include stops to correct the viplation described above and steps b

I
prevent a similar vialaticn from oceurring again. if steps cannot be completed immediately, inciude dates by which the steps will ba compieted.)

To comply with regulation 2600.100.a on 4/16/20 the ground around cement pad was evened by adding
additional soil and planting grass, asphalt near courtyard and exit door B was also evened out to

! eliminate any tripping hazard, The cords running off of the electrical pole near exit by room 230 was

i covered with bright green florescent foam per recommendation of survey team. The Maintenance
Director/Designee wil! be mindful of any hazards during the monthiy physical plant walk through and
immediately report any suspected hazards to Executive Director immediately. Documentation of
compliance will be presented and reviewed at quarterly QA meetings.

See exhibit L & M.

 Legal Entity Representative -

YR i i s o0

Printed Name and Title Date

ARTMENT USE ONEY - HOMES WA NOT WhITE I THISBOx1
472972020 6/22/2020

. The above plan of correction is approved as of . Plan of comrection implementation status as of
: {Dat {Date)

& Implemented

The above plan of correction was approved by &£/ "7 C Not Implemented

{Initiats}

01/22/2020 Citof23



To: Page 24 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOOK GREEN 45057

1@39 Stormg Food

RE§ulat|0ns
| 2600,

103.9. Food shall be stc)red in closed or sealed containers,
3 l:"""’5‘:”19tu3n of VmEatmn e :

At 10:486 am, the followmg unseaied items were presem: in the the s walk-ln §reezer
* 1 veggie burger

* 1 container of Thrive creamy vanilla

* & slices of French toast

I
[ * A 5 gaJEon container of ice cream

Plan of Correct;on {POC}

1 (Atach pages as necessary. Remember that you must sign and date any attached pages. Include steps to correct the violation described above and steps o
; prevent a similar vielation from acourring again, I steps cannet be completed immediately, Include dates by which the steps will be campleted)

Items that were unwrapped in freezer were immediately disposed of. Dietary employees were in-
serviced on proper storage procedures on 4/24/20. The Food Service Director/Designee will be
responsible to ensure compliance with regulation 2600.103.g through periodic monitering throughout
the day. Executive Director/Designee will complete sanitization checkhst weekly. Documentation of
compliance will be reviewed at quarterly QA meetings.

See exhibit N & 0.

Lagal Entity Reproséntative. 4

MWW//"Z?W&@ EdHe %g/éa

nted E\Eame and Trl:le Da‘te

 MAY NOT WRITE IN THIS BOX!.

| 472972020 6/22/2020
! The above plan of correction is approvedasof  ______ Plan of correction implementation statusasof
! (Date} (Date)
{ ZJEF\ & Implementad
| The above olan of correction was approved by &4 ° N tJ Not Implemented
(initials)

01/22/2020 T M2 efes



To: Page 25 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOQOK GREEN - 45057
+105g - Lint Removal and Duct Cleaning - -~~~ =~
Ragulationg: = L

2600,

105.9. To reduce the risks of fire hazards, lint shall be remaved fram the lint trap and drum of clothes dryers after

each use. Lint shall be cleaned from the vent duct and internal and external ductwork of clothes dryers
according to the manufacturer's instructions.

At 11:25 a.m., there was an approximate %2 inch accumulation of lint in the dryer, located in the secured dementia
care unit (SDCU).

lanofCorestion (00)

(sitach pages as necessary. Remember that you must sign and date any aftached pages. Include steps to carract the vislation described above and steps to
prevent a simifar visfation from occurhing agaie. If steps cannot be completed immediately, incide dates by which the steps wilt be completed }

Lint was immediately removed from the dryer, located in the Bridge to Rediscovery. The dryér is shared
by visiting families. A sign Is visible to remind that lint be cleared after each load. There is also a check
list to be completed. Al staff utilizing the dryer will be educated by May 20, 2020 the procedure and the
. iImportance of removing the lint after each use, The Bridge to Rediscovery Director/Designee will be
responsible to ensure compliance with regulation 2600.105.g by viewing the checklist weekly x 4 then

1 maonthly. Documentation of compliance will be reviewed at quarterly QA meetings,
| See exhibit P.
|

fity Representative. "

T S b it s e

Printed Name and Title Date

USE ONLY - HOMES MAY NOT WRITEIN THISBOX! *

o 5/8/2020 o , 6/22/2020
The above plan of correction is approved asof  _____ Plan of correction implementation status as of R
{Date) (Date;

& Implemented
[ Not Implemented

The above plan of correction was approved by

01/22/2020 130f23



To: Page 26 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOCK GREEN AS057

12'Ea Unobstructed Egress :. ;

Regulatlons .

2600,
. Wla. Stairways, hallways, doorways, passageways and egress routes from rooms and from the building must be
s un!ocked and unobstruct&d

Descrtp‘tlon o‘? Vlolatlor!

The door near bedroom 437 whrch is Iabeled as an exit amj serves an egress route, is locked wnh a keypad locicmg
device and does not allow for immediate egress from the home.

At 11:34 a.m,, the exit door next to bedroom 344 was unable to be opened by an agent of the Department. A
member of the home's maintenance staff had to use significant force to open the door.

PnorCometin 000

! (astach pages as necessary. Remember that you must sign and data any sttached pages. Include steps to correct the violation described above and steps to
prevent a similar vialation from occuering again. If steps cannot ke completad immediately, inciude dates by wiiich the steps wifl be compieted.)

To comply with regulation 2600,121.a on 4/24/20 the keypad was disarmed to the door near room 437
to allow immediate egress. The threshold of the door next to room 344 has been adjusted to allow ease
i of movement to open and clase. The Maintenance Director/Designee will ensure egress compliance via
monthly physical plant walk through and shall report immediately to Executive Diractor any resistance in
completing egress. Documnentation will be presented and reviewed at quarterly QA meetings.

See exhibit Q

|
i
H
!
|
]
L

" Legal Entity Representative -~ -, -

MM&@%’E e 4 /ész,é?_)

rmted Name a TIZ Date

SMES MAY NOT WRITE IN THISBOX|

442912020 6/22/2020
e Plan of correction implementation statusasof
{Date) (Date}

L) Implemented
X Not implemented

The above plan of carrection is approved as of

The above plan of correction was approved by

(initials)

01/2272020 e




To: Page 27 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOOK GREEN ' L As0s7

:125a Combustlble Storage i

Reguiatmns
| 2600.
g 125 a. Combustsble and ﬂammabie matenais ‘may not be located near heat sources or hc:t water E'zeaters

Descrsptlon oanoiatlon o

At 10:34 a.m, there were (7) 5 gailon bu::kets of paznt stored next to the gas hot water heater Also the hame 5
. boiler certificate was taped to the gas hot water heater,

 Plan of Correction (POQ). .~ .

iAttach pages as necessary, Remember that you must skgh and date any attached pages. Include steps to correct the violation daseribed sbove and steps 1o
prevent a similar vislation from occurring again. i steps cannot be completed immediately, include dates by which the steps wil be completed.)

To comply with regulation 2600.125.a the sign was immediately removed from the water heater and the
latex paint was also removed, The area around the boiler {hot water heater) was taped off as a reminder
not to store anything near the boiler. The Maintenance Director/Designee wil! ensure compliance '
through monthly physical plant walk through. Documentation will be presented and reviewed at
quarterly QA meeting.

See exhibit R,

,,gar Entitys‘Re;}resentatnve::v': g

%//W//Wé/ﬁzwf A

P{nted Na me and/T;t Date

"Av NOT: WR!TE IN'THIS BOX! -

4/29/2020 /72/2020
! The abave plan of correction is approved as of Plan of correction implementation status as of
: (Date) (Date)

K Implemented

£J Not Implemented

The above plan of correction was approved by
s (Initials}

(172272020 ores



To: Page 28 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOOK GREEN 45057

133 2 . Exlt Sagns Dsrectlon

Regulatlons-;,_ R

2600.

133.2. Exit Signs - The following requirements apply for a home se{vmg ine or more residents: If the exit or way
to reach the exit is not immediately visible, access to exits shall be marked with readily visible signs
tndlcatsng the dlrecnon tc travel

Descrlptlen of Vlolatlon

i The exit sign at the main enta‘ance/exnt is not vnsﬁ;)le in the Iibrary, and there is no Iﬂd!cai’l(}i’% in the isbrary of the line
. of travel to the front exit. On the day of inspection, the home served 88 residents

{Attach pages as necessary. Remernber that yous must sign and date any attached pages. Inclrde steps 1o correct the vialation described above and steps to
prevent a similar vioiation frem oecurring apain. if steps cannot be completed immediately, include dates by whizh the steps will be completed.)

To comply with regulation 2600.133.2 the exit sign at the front door was moved over the front door on
2/13/20 10 a height so that it is plainly visible in the library and indicates the line of travel to the front

; exit. The Maintenance Director checked all exits signs to assure that they are visible and direct to the
exits. No other issues noted,

See Exhibit S,

iz Legal Entlty Representatwe

1 %’WW é’éc&rmszé/ﬁczéﬁ —7/ 0

?rmted Na’me and Tétie ate

LY - HOMES. MAY NOTWRITi ENTHIS BOXI

4/29/2020 6/22/2020
e Plan of correction implementation status asof
{Date) {Date)

| Implementad
{J Not implemented

The above plan of correction is approved as of

The above plan of correction was approved by

(Initials)

01/22/2020 ' g



To: Page 29 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOCOK GREEN . 45057

Implement Storage Procedures. -+

gulations. "

2600.
185.a. The home shall develop and implement procedures for the safe storage, access, security, distribution and
use of med c:atlons am:l medlcal equupmem hy tramed s‘naff parscns

Dascl' ;‘.&tlan of ‘v’mlatlon e

Resident #1's g!ucameter is not cahbrated to the current date and time.

Resident #5 is prescribed Hydroxyzine 25 mg-Take 1 tablet by mouth twice a day as needed; however, this
medication was not available in the home.

Resident #7 is prescribed Triamcinolane 0.1%-Apply topically to upper back area twice daily as needed; however,
this medication is not available in the home,

(Attach pages as necessary, Remember that you must sign and datz any attached pages. Include steps to carrect the violation described above and steps to
prevent a simifar viclation from oceurring agais. i steps cannot be completed immediately, inchude dates by which the steps will be completed.)

All glucometers were calibrated and audited on 4/15/20.0 The Director of Resident Care/Designee will
: ke responsible to assure that this is being done through monthly glucometer checks and sign off.
E Resident #5 was no ionger taking Hydroxyzine and the medication was discontinued per PCP order on
l 1/28/20. Resident # 7 was no longer using Triamcinolone0.1% and the medication was discontinued on
1 1/22/20. Medication passers/nurses were re-educated on diabetic education on 4722420, Al
medication staff will be re-educated on the medication administration policy by 5/01/20. Mar audits to
f be conducted monthly by DRC/ Designee. Monthly Cart Audits will be conducted and documented.

Documentation of compliance will be presented at the quarterly QA meetings.

See exhibit T,J & U, V, V-1 ,v-2.

fr— ,%%/Z%///W gc@zézw/ .

Pnnted N Frie and Tstie

(LY HOMES NEAY NOT WRITi EN THIS aom S

| 5/8/2020 6122/2020
. The above plan of correction is approved asof Plan of correction implementation status asof
i {Date) {Date}

L Implementad

The above plan of correction was approved by £/ ~ % 3 & Not Implemented

{Initials)

01/22/2020 170f23



To: Page 30 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOOK GREEN _..45057

187‘a Medzca’tlon Record

Regulatlcns

2600,
i 187.a. A medication record shall be kept to include the folEowung for each resident for whom medicaticns are
‘ administered:

. Resident’s name,

. Drug allergies,

. Name of medication.

. Strength.

. Dosage form.

Dose,

. Route of administration.

. Frequency of administration.

. Administration times.

10. Duration of therapy, if applicable.

11. Special precautions, if applicable.

12. Diagnosis or purpose for the medication, including pro re nata (PRN),
13, Date and time of medication administration,

14. Name and matlals of the staff person admmlstermg the med:catlon

W NS, A WS

Besc":‘f'ptlcn of "n"lolatl N

! Resident #3 is prescnbed Humalcg TOOUImi Inject sui)cutaneousiy befcm meafs in acccrciance with the sitding
scale; hawever, the resident's January 2020 MAR does not include the route of administration or the strength of
Humalog.

+ Resident #3 is prescribed Zinc Sulfate-220mg-Take 1 tablet by mouth daily; however, the resident's January 2020
. MAR does not include the route of administration.

On 1/21/20 at 5:31 p.m., resident #3's blood glucose level was 353; however, the resident's January 2020 MAR
. indicates the resident's blood glucose level as 333.

Resident #6 is prescribed Fluxetine-60mg tablet-Take 1 tablet by mouth daily. The home's pharmacy dispensed 40
mg tablets, as well as 20 mg tablets, with a pharmacy labels that indicate, Fluxetine-40 mg tablet-Take (1) 40 mg
tablet and (1) 20 mg tablet to equal 60 mgs daily; however, the residents January 2020 MAR indicates Prozac 60 mg-
by mouth daily.

0172272020 - TOVET



To: Page 31 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

OVERLOOK GREEN 45057

‘:E‘_S?a _ Medmatlon Recerd (contznued}

! Plan': f C rre_”taou {POC}

i (Attach pages a8 necessary. Remember that you must sign and dete any attached pages. Include steps to correct the violation described abave and steps to
prevent a similar viclation from occurring again. If steps cannet be completad immediately, include dates by which the steps will be completed.)

i The route of administration for Humalog and Zinc Sulfate for Resident # 3 was corrected @ the

’ pharmacy and on the MAR. The blood sugar reading for Resident #3 was correct at 353 per the
glucometer reading but was transcribed incorrectly by the medication tech when documented. The

| resident did get the correct dose of insulin coverage-this was verified by the med tech. The order for
j Resident #6 was corrected at pharmacy and on the MAR. A completed MAR audit was conducted on
f April 16, 2020, All Nurses/Medication Passers were retrained on Diabetic education. All medication
‘ staff will be retrained on Medication Administration Policies by 5/12/20. The Director of Resident
Care/Designee will conduct monthly MAR audits. Ongoing all new orders will be verified through 24
hour chart check. The Director of Resident Care/Designee will sign off monthly that all orders are correct
and match the MAR, Documentation of continued compliance will be presented and reviewed at
guarterly GA meetings.

See exhibit ), U,V & V-1

= prsm et

S‘ﬁf\é ure F’;mted Néme and T tie Date

5/8/2020 6/22/2020 .
The above plan of correction is approved asof Plan of correction implementation status as of
{Date) (Date)

L Implemented
& Not Implemented

The above plan of correction was approved by.

(Inltsals)

01/22/2020 T



To:

Page 32 of 42 2020-09-1510:37:50 EDT 12156894913 From: Erin Duffy

OVERLOOK GREEN - 43057

TB?d Fc:liow Prescnber s Orders

3 Regul Iatl ons

2600,
i37,d‘ The home shall fcliow the directions of the prescriber.

- Descrlptmn of Vlofatlon 5

i

H

b
t
i

Snégﬁﬁ’tur&

DE A}‘Q\‘IIENT USE ONLY ..

- Resident #3 s prescribed Humalog 100u{m| lﬂjﬁ"Ct f:ubc:utan@ously hefore meals in accorciance WI%’§’1 the following
sliding scale: 70-140=0u; 141-180=1u; 181-220=2y; 221-260=3y; 261-300=4u; 301-340=50; >240=6u and call
doctor.

On 1/21/20 at 5:31 p.m,, the resident's blood glucuse level was 353; however, the resident was only administered 5
units of insulin. Also, the resident's physician was not notified,

' Plan of Correction (POC)

{Attach pages as necessary. Remember that you must sign and date any attached pages. laclude steps to correct the viclation described above and steps to
prevant a similar vioation from occusring agaies, if stops sannot be completed immediately, include dates by which the steps will be completed.)

The physician was notified on 4/16/20. All madication staff attended Diabetic training Review on
4/22/2020 by certified diabetic educator, All medication staff will be re-trained on medication policy by
5/01/20. Glucemeters will be audited by Director of Resident Care/Designee monthly This
documentation will be presented and reviewed at quarterty QA meeting,

See exhibit J, U & v-2.

Logal Entity Reprosentative

b b

/If’rmfed Name and Txtié’ Date

-//

"OMES MAY NOT WRITE IN THIS BOX!"

S

4/29/2020 6/22/2020
Plan of correctich implementation status as of

{Date) {Date}
(3 Implemented

The above plan of correction is approved as of

The above plan of correction was approved by {“}ﬁ Not implemented

(3n|t|aEs)

01/2272020 YT



To: Page 33 of 42 2020-09-15 10:37:50 EDT 12156894913 From: Erin Duffy

S — v 18037
233C - KE‘Y“LGCk'“Q : DE‘VICGS B :
[ 2600.

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

Description of Violation - © . 1

The directions for operating the home's locking mechanism on the entrance door to the SDCU are not
conspicuously posted cn or near the door.

n of Correction (POC)

i (Amach pages as necessary. Remember that yeu must sign and date any attached pages. Include steps to corrsct the vialation described above and steps to
prevent a similar vielation from oceurring again, If steps cannot be complstad immediately, include dates by which the steps will ba completed )

Imumediately: A designated staff person shall inspect all doors in the home's SDCU to ensure the directions, to
operale the lockirig mechanisms are present in a conspicuous place. ﬁﬂSlS/ 2020 :

| To meet compliance of regulation 2600.233.¢ the directions for operating the locking system on the
entrance door were reposted in view of the keypad and put into a permanent frame as to keep it from
being pulled down. The Bridge to Rediscovery Director/Designee will be respensible to monitor the

% posting and assure that it remains In view on all exit doors on the unit. The doors shall be monitored monthly
See exhibit W, ‘

to ensure the directions to operate the
locking mechanisms are presentin a
conspicuous place.  5/8/2020

rinted Name 535 Titte

Wb sl v s

i 5/8/2020 6/22/2020°
. The above plan of correction is approved asof ~ _______ Plan of correction implementation status as of -
(Date) (Date)

% éﬁ fmplementad

| The above plan of correction was approved by d:___ U Not Implemented

i (Initials)

01/22/2020 i 210f 23



From: Erin Duffy
34 of 42 2020-09-15 10:37:50 EDT 12156894913
To: Page o}

OVERLOOK GREEN e Y5057

2342 Admission Support Plan

. 2600.
234.. Within 72 hours of the admission, or within 72 hours pricr to the resident’s admission to the secured

; dementia care unit, a support plan shall be developed, implemented and decumented in the resident
= record,

i

“Description of Vilation | o SR
Resident #2 was admitted to the SDCU on 4/25/19; however, the resident's initial support plan was not completed
I until 575719,

i

 Plan o Comecton (P0¢)

i .
! (Attach pages as recegsary, Remembar that you must sign and date any attached pages. Include steps to correct the violation described above and steps to
prevent & similar viokation from oTLureing again. If steps cannet be completed immediately, include dates by which the staps will be cotripieted )

|

i A compiete audit of all memory care {BTR] resident files wilt be performed by May 1, 2020. A resident
checklist form was Created and put into use for memory care admissions to prevent any future

; violations of regulation 2600.234.3 Director of Resident Care(DRC)/Designee will sign off that al|

, documents are completed within 72 hours of admission to the secured memory care neighborhood. DRC
will sign off monthly to ensure all new resident admission paperwork is complete. This documentation

1 will be presented and reviewed for compliance at the quarterly QA meetings

See exhibit X,

s

Do Y O recarvedymn b

- P07 TPrinted Name”, and Title i Date g

(HOMES MAY NOTWRITE N THIS BoX

ian i 42312020 , 6/22/2020

. The above plan of correction is approved as of e Plan of correction implementation status as of e E

X Implemented |
O Not Implermnented :

The above plan of correction was approved by

{Initials) E

m220f23

01/22/2020



12156894913 From: Erin Duffy

2020-08-1510:37:50 EDT
To: Page 35 of 42

OVERLOOKGREEN e
252 - Record Content - e
 Regulations *
I 2600,
252. Content of Resident Records - Each resident's record must include the following information:
3. A photograph of the resident that is no more than 2 vears oid.

. Description of Violation -

vialation described abaye and steps to

ccurring again. if steps cannot be caompleted immedrately, include dates by which the steps will be completed)

I

; Resident picture was discovered behind physician’s Prescription page in plastic sleeve. A complete audit

! of medicai records will be completed by 5/01/20 to assure alf pictures are visibie. The DRC/Designee will

i be respensible to verify that all documents in the resident files are in logical order and that photos are

. ' visible at all times through monthly chart audits « 3 at that time is there Is evidence of non-compliange

' further monitoring will be established This documentation will be presented and reviewed at the
quarterly QA meetings,

|

|

- As0s7

4/29/2020 2020
| The above plan of correction is approved as of e Plan of correction implementation seatys as of 6/22/ -

, {Da {Data)

.g Kl Implementeq

The above pian of correction Wwas approved by o © Not implemented

i {Initials)
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Departiment of Human Services
Bureau of Human Service Licensing
LICENSE INSPECTION SUMMARY

Name OQVERLOOK GREEN License # 45057  License Expiration Date:

Address: 5250 MEADOWGREEN DRIVE, PITTSRURGH, PA 15236
County: ALLEGHENY Region: WESTERN

MName: Mary Maoran Phone: Ematl mmaran@Ssslcom

Name SNH PENN TENANT LLC
Address: 255 WASHINGTON STREET,SUITE 300, TWO NEWTON PLACE, NEWTON, MA, 2458
Phone: 4128878300 Email licensing@5Sssloom

Type: -2 Drate; 03/74/2018 issued By Whitehall Boro

Resident Support Staff, 0 Total Daily Staff: 94 Waking Staff: 77

Type: Pariicl Notice: Unonnounced BHA Docket #

Reason: Monitoring Exit Conference Date, 05,21/2020

G5/21/2020 - On-Site: Ashley Roser

License Capacity: 128 Residents Served: 77

in Home: Yes

i

Arsa 8ridge fo Rediscovery  Lapacity: 23 Residents Served: 70

C.z..,z rrent Rosidents: 73

Receive Supplementsl Are 80 Years of Age or Older, 77
Diagnosed with Mental iliness: 7 Biagnosed with intellectual Disability. 0
Have Mobility Need: 23 Have Physical Disabifity: 3

Security income; 3

Lead Inspector. Ashley Roser Follow-Up Type: POC Submission Follow-Up Date:06/05/2020
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45057

OVERLOOK GREEN

Follow-Up Date 06/12/2020

Lead Reviewer: Larry Mazza Follow-Un Type: POC Subirussion

Follow-Up Type: Document Submission Follow-Up Date. 06/20/2020

Lead Reviewer: Larry Mozzo

Lead Reviewer: Lorry Mozza Fellow-Un Type: Follow-Up Date.
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CVERLOOK GREEN 45057

1. Reguirernenis
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.

O 5/14/20 at approximately 4200 pm, resident #71's blood sugar reading was 343; however, the resident's May 2020
medicotion administration record (MAR) indicates the resident’s blood suger reeding wag 334,

Qn 5/17/20 at 5:28 am, resident #1's blood sugar reading was 254, however, the resident's May 2020 MAR Indicates
the resident's blood sugar reading was 247,

Plan of Correction - 06/10/2020 e e DECEPY
Response to viclation 185.a

* Koot Couse of violetion: follure of medication passer/nurse to gocurately transcribe glucometer reading on to the
(MAR) Medication Administration Record,

Datailed action steps o prevent fulure occurrence:

1. Medicotion passer/ourse # T will hove medication posser/murse # 2 verify glucometer reading motches MAR
documentation by reviswing and initicling MAR after sach blood sugar check until 100% compliant for 2 months,
Re-evaluate as needed

2. Director of Resident Care/designes will perform monthly MAR pudits,
3. At medication stoff wil be re~educated on Medication Administration Policy by June 20 2020,

The Director of Resident Care/designee will be responsible to assure complionce is maintained through monthily
glucometer/MAR audits,

Documentation will be presented and reviewed at quurterly QA meeting.
*Documentation atfoched.
Completion Date: 06/09/2020

Document Submission - 06/22/2020 o NotImplemented

Documentation attached

1. Requirements
2600,
187.a. A medication record shall be kept to include the following for each resident for wham medications are
adrministered:

1. Resident’s name,
2. Drug sllergles,

©05/21/2020 Jof7
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CGVERLOOK GREEN 45057

3. Mame of medication,

4. Strength.

5. Dosage form.

8, Dose,

7. Route of administration.

8. Frecuency of administration.

9, Adrministration times.
10, Duration of therapy, if applicable,
11, Spedal precautions, if applicable.
12. Dlagnasis or purpose for the medication, induding pro re nata (PRMN)

Description of VIOIRHON e e
Resident #2 Is prescribed Novalog 100 units/mi-tnject subcutaneously 4 times daily using the following sliding scale: O-
200=0 ynits; 2071-250=2 units; 257-300=4 units; 3071-350=8 units; 38 7-400=8 units;, 407-450= 1} unifs; 45 7-500=12
pnits; =500 call doctor. However, the number of units of insolin that were administered to the resident are not
documented on the resident's May 2020 MAR for the following 500 am blood sugar recdings:

* 5/7/20-blood sugar reading was 225

* 5/18/20-blood sugar reading was 245

Resident #3 is prescribed Novolog 100 units/mi-Infect subcutaneously 4 times daily using the following sliding scale:
F0-136=4 units, 137-180=06 unifs; 187-240=8 unifs; 247-300= 70 units; 307-350=12 units; 357-400=14

units; »4(0= 16 units and coll doctor,

Howsver, the number of units of insulin that were administered to the resident are not documented on the resident's
May 2020 MAR for the following 6:00 am blood sugar readings:

* /10 20-Blood sugor reading was 2179

* 5/11/20-blood sugar reading was 271

* 5/18/20-Bood sugar reading was 25

* 518/ 20-Biood sugor reading was 217

* 5/20/20-blood sugar reoding was 341

©05/21/2020 4of7
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45057

Response to Vielation 187.a

Insulln administration for resident #3 on 5/10/20, 5/11/20, 5/18/20, 5718720, 5/20/20 was verbally verified as
administered by nurse on duty for the above dotes.

Y Root cause of Violation: medication pusser/nurse did not document medicotion odministration thus not foliowing
policy guidelines

Detailed action steps to prevent futire occlimence!

I Director of Resident Care will review Medication Administration policy with said nurse and will provide re-
education on policy to all medication staff by June 20, 2020,

2. The Director of Resident Care/designee will perforry monihly MAR cudits to check for accuracy of documentation.

3. Medication Administration Record will be reviewed by med passer af the completion of every shift until 100%
compliont for 2 months, Re-evalugie os needed.

The Director of Resident Core/designee will be responsible to assure complionce is maintained vio monthly MAR
audifs

Documentotion will be presested and reviewed ar the quarterty QA meeting.
Documeniation attached,

Caompletion Date: 06/09/2020
Document Submission - 06/22/2020
Bocumentation aftached

Not implemented

Lo Requivements

Sen
187.d. The home shall foliow the directions of the prescriber,
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CVERLOOK GREEN 45057

Description of Vialation e
Resident #1 is ;,’..l.!.’ES:CH}ééCf Qaéﬁéisﬁ 00 anéts/fhi:;?.ﬁjé.r.:t éﬁbc&%bnéouéiy ééfaf'é meals us;wgthefaz’fowmg se‘.i.dif;g .
sealer 70-140=0 unity 1471-180=1 unit; 181-220=2 uniis; 2271-260=3 units; 26 1-300=4 yniis; 301-340=K

units;, >340=6 units and cadl doctor,

On 5/14/20 at approximuately 4:.00 pm, resident #7's blood sugor reading was 343; however, the resident’s May 2020
MAR indicates the resident's blood sugar reading wos 334 and only 5 units of insulin were odministered. Also, the
resident's doctor was not notified In accordance with the prescriber's order,

Resident #2 Is prescribed Novolog 100 units/mi-inject subcutaneously 4 timas dully using the following sliding scale: 0-
200=0 units; 201-250=2 units; 251-300=4 units; 307-350=6 units; 35T-400=8 units; 407-450=10 units; 451.500=12
units, » 500 call doctor, However, on 5/18/20 at 8:00 pr, resident #2's blood sugar level was not checked.

Resident #3 is prescribed Novolog 100 units/mi-Inject subcutaneously 4 times daily using the following sliding scale:
FO-130=4 units; 131-180=6 units; 181-240=8 vunits; 2471-300= 10 units; 307-350=12 pnits; 357-400=14

units; =400=16 units and coll doctor. However, on 5/2/20 at 6:00 am, resident #3's blood sugor level was not checked,

Plan of Correction - 06/10/2020 e D0 NOE Accept
Response io vielation 187.d

Bhysicion notified on 5/21/20, Resident/s suffered no 1l effects.

* Koot cause of violotion: medicotion passer/nurse did not follow policy guidelines.

Detgifed action steps to prevent fulure gocurence;

1. Medicotion posser/nurse # T will have medication passer/nurse % 2 verlfy that glucometer reading and
dacumentation maich ofter each blood sugor check until 100% compliant for 2 months. Re-evaluate as needed.

2. The Director of Resident Care/designee wiil perform monthly MAR cudits/glucometer,

3. All medication passers will be re-educoted on the medication odministration policy by June 20, 2020

Director of Resident Care will be responsible to mointain complionce via monthly MAR audits and glucometer audit.
Documentotion will be presented and reviewed at the quarterly QA meeting.

Documentation aftached.
Completion Date: 06/03/2020

95/21 ;ZQ 2 A
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GVERLOOK GREEN 45057

Plan of Correction - 06/10/2020

. Directed

Response to vielation 187.4

Medication passer failed to notify physician of the high blood sugor.
Physicion notified on 5/21/20 by Director of Resident Care when discavered during ficensing inspection. Resident
suffered no il effects,

* Root cause of viclotion: medicotion passer/nurse did not follow policy guideiines/physicions order,
Detailed aotion steps to prevent future occurrence:

1. Medication passer/nurse # 1 will have medication passer/nurse # 2 verify that glucometer reading ond
documentation match after each Blood sugar check until 100% compliant for 2 months. Re-evoluate as needed.

2. The Director of Resident Care/designee will perform monthly MAR audits/glucometer audits.
The audits shall include a review of blood sugar readings to ensure resident physicians are notified of high or low
blood sugar readings in gccordonce with physicion orders. LM 6710/2020

3. Al medication stoff will be re-educated on the medication administration policy by June 20, 2620

4. Medicotion passers/nurses will be in-serviced on regulution #1874 including internal change of practice in
notification of physician per order no loter than June 20, 2020,

5. Medicotion passer will immedictely notify nurse on duty/Director of Resident Care If further medication direction is
indicated by physicians order.

& MNurse on duty/Director of Resident Care will notify physicion and will follow the divection given by physicion and
document gecordingly,

Director of Resident Care/designee will be responsible fo malntain complionce via monthly MAR oudits and
glucometer checks.

Documentation wilf be presenied and reviewed at the guarterly QA meeling,
Docurnentotion attached,

fmimedintely: Resident #1's physicion shall be notified of the resident's blood sugar reading of 343 from 5/14/720 at
gpproximotely 400 pim, LM 871072020
Completion Date: 08/T0/2020

Document Submission - 06/22/2020 Not Implementad
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