




3c - Post Current License

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

by the Department and a copy of this chapter in a conspicuous and public place in the personal care home.
Description of Violation
On 11/8/22, the following license inspection summaries were not posted in a conspicuous and public place in the
home:

License inspection summary, dated 11/2/21, et. al.
License inspection summary, dated 2/15/22, et. al.
License inspection summary, dated 3/14/22
License inspection summary, dated 5/2/22, et. al.
License inspection summary, dated 6/8/22 

REPEAT VIOLATION: 9/17/2021, et. al. 

Plan of Correction Accept  - 12/16/2022)
License inspection summary dated 11/21/21, 2/15/22, 3/14/22, 5/2/22 and 6/8/22 posted by Administration in a
conspicuous plublic place in the home immediately on 11/08/2022 while inspectors were on site. 
Administration/ assistant will ensure after each inspection the summary is posted. Sanswrite will be reviewed
monthly x 6 months begining 11/11/22 and use as a guide to show all inspections required to be posted.
Admin/ assistant  will check monthly x 6 months begining 11/11/22 to ensure the current license, a copy of the
current license inspection summary issued by the Department and a copy of this chapter in a conspicuous and public
place in the personal care home. documentation of the checks will be kept. 

Licensee's Proposed Overall Completion Date: 12/13/2022

Implemented (  - 02/23/2023)

17 - Record Confidentiality

2. Requirements
2600.
17. Resident records shall be confidential, and, except in emergencies, may not be accessible to anyone other than

the resident, the resident’s designated person if any, 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 attorney for health care or health care proxy or a
resident’s designated person, or if a court orders disclosure.

Description of Violation
On 11/8/22 at approximately 9:00 am, then again at 4:20 pm, the medication office was unlocked, unattended and
accessible. The medication room contained unlocked assessment and support plans for numerous residents, to include
residents #1, #2, and #3.
 
REPEAT VIOLATION: 2/15/2022, et. al. 
 
 

Plan of Correction Accept ( - 12/16/2022)
The medication room door was locked immediately when state inspectors notified admin assistant on 11/8/22 and
on 11/11/2022 the staff re educated by Administrative Assistant  on 2600.17. 
Documentation of training kept. 
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4. Requirements
2600.
20.b. If the home provides assistance with financial management or holds resident funds, the following

requirements apply: 
8. The home shall give the resident and the resident’s designated person, an itemized account of financial

transactions made on the resident’s behalf on a quarterly basis.
Description of Violation
The home manages finances for residents #4 and #5; however, residents #4 and #5, as well as their designated persons,
have not received an itemized account of financial transactions for over a year.  
 
 
 
 

Plan of Correction Directed (  - 12/16/2022)
On 11/23/2022 the assistant administator provided an itemized account of the financial transactions made on the
resident's behalf to the resident and their designated person for all resident's and their designated person including
resident's #4 and #5. The administrator / assistant will continue to provide this information to the resident and their
designated person on a quarterly basis. Calendar made as a reminderand and will be reviewed monthly by admin /
designee to ensure compliance. Documentation will be kept.  (DIRECTED:  The monthly review of the calendar shall
begin on 1/1/23 to ensure each resident and their designated person receive an itemized account of financial
transactions made on the resident s behalf on a quarterly basis for all residents the home is currently managing
inances for.   12/16/22).  

Directed Completion Date: 01/01/2023

Not Implemented ( - 02/23/2023)

26b - Quality Management Plan Content

5. Requirements
2600.
26.b. The quality management plan shall address the periodic review and evaluation of the following:

1. The reportable incident and condition reporting procedures.
2. Complaint procedures.
3. Staff person training.
4. Licensing violations and plans of correction, if applicable.
5. Resident or family councils, or both, if applicable.

Description of Violation
The home's quality management review, conducted on 8/1/22, does not include a review of reportable incident and
conditions, complaint procedures, and staff person training.
 
 

Plan of Correction Directed (  - 12/16/2022)
On 12/6/2022 a quality management review was conducted by Administration and 2 Staff members
During this review the following were included in the meeting:
reportable incident and condition reporting procedures, 
complaint procedures, 
Staff training.
Licensing violations and plans of correction.
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Calendar made as a reminderand and will be reviewed monthly by admin / designee to ensure compliance.
DIRECTED:  The monthly review of the calendar shall begin on 1/1/23 to ensure a quality management review of all

topics specified in 2600.26b is conducted at least annually.  12/16/22).  
Quality Manangement plan will be done minimally of yearly. documentation will be kept. 
 
 
 

Directed Completion Date: 01/01/2023

Not Implemented - 02/23/2023)

51 - Criminal Background Check

6. Requirements
2600.
51. Criminal History Checks - Criminal history checks and hiring policies shall be in accordance with the Older

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

Description of Violation
Direct care staff person A was hired on ; however, a Pennsylvania criminal background check was not completed
for staff person A until 4/11/22. 
 
REPEAT VIOLATION:  2/15/2022, et. al.; 9/17/2021, et. al.  
 
 

Plan of Correction Directed (  - 12/16/2022)
On 10-01-2022 all employee charts were audited by Administration to ensure compliance.
Administrator / assistant is responsible for completing background checks. Admin / assistant will complete all new
employee criminal background checks directly upon hire. In order to assure compliance the Employee  file checklist
will be kept on Administration desk to be reviewed daily until all regulatory items are complete.  (DIRECTED:  The
administrator's daily review of the checklist shall begin within 72 hours of receipt of the plan of correction.   
12/16/22). Once complete the employee chart will be filed.  On 12/12/22 Admin and assistant were reeducated on
2600.51 and the Older Adult Protective Services Act (35 P. S. § § 10225.101—10225.5102) and 6 Pa. Code Chapter
15 (relating to protective services for older adults).  (DIRECTED:  Documentation of the education shall be kept.   
12/16/22).  

Directed Completion Date: 12/16/2022

Not Implemented ( - 02/23/2023)

65d - Initial Direct Care Training

7. Requirements
2600.
65.d. Direct care staff persons hired after April 24, 2006, may not provide unsupervised ADL services until

completion of the following:
1. Training that includes a demonstration of job duties, followed by supervised practice.
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2. Successful completion and passing the Department-approved direct care training course and passing of
the competency test.

3. Initial direct care staff person training to include the following:
i. Safe management techniques.
ii. ADLs and IADLs
iii. Personal hygiene.
iv. Care of residents with dementia, mental illness, cognitive impairments, an intellectual disability and

other mental disabilities.
v. The normal aging-cognitive, psychological and functional abilities of individuals who are older.
vi. Implementation of the initial assessment, annual assessment and support plan.
vii. Nutrition, food handling and sanitation.
viii. Recreation, socialization, community resources, social services and activities in the community.
ix. Gerontology.
x. Staff person supervision, if applicable.
xi. Care and needs of residents with special emphasis on the residents being served in the home.
xii. Safety management and hazard prevention.
xiii. Universal precautions.
xiv. The requirements of this chapter.
xv. Infection control.
xvi. Care for individuals with mobility needs, such as prevention of decubitus ulcers, incontinence,

malnutrition and dehydration, if applicable to the residents served in the home.
Description of Violation
Direct care staff person A, hired on , began providing unsupervised ADL services to residents on 3/5/22.
However, direct care staff person A did not successfully complete and pass the Department-approved direct care
training course and pass the competency test until 3/17/22.
 
REPEAT VIOLATION: 6/8/2022
 
 

Plan of Correction Directed  - 12/16/2022)
All new staff will complete training prior to being scheduled to provide any resident care.
On 10-01-2022 all employee charts were audited by Administration to ensure compliance.
Administrator / assistant will complete all new employee training directly upon hire and prior to new direct care staff
providing any unsupervised ADL services to the residents. In order to ensure compliance the employee file checklist
will be kept on Administration desk until all regulatory items are complete. It will be reviewed daily until complete,
then filed in file. (DIRECTED:  The administrator's daily review of the checklist shall begin within 72 hours of receipt
of the plan of correction.    12/16/22).
on 12/12/22 admin and assistant were re educated on 2600.65.d.  (DIRECTED:  Documentation of the education
shall be kept.    12/16/22).  
 

Directed Completion Date: 12/16/2022

Not Implemented  - 02/23/2023)

85a - Sanitary Conditions

8. Requirements
2600.
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85.a. Sanitary conditions shall be maintained.
Description of Violation
On 11/8/22 at 10:05 am, there were numerous open and unlabeled personal hygiene items, such as shampoo,
conditioner and body wash, present in the shower of the common shower room next to bedroom .   Also, an
unlabeled and used razor was present in the common shower.
 
On 11/8/22 at 10:06 am, there was  matter smeared on the wall and the handrail to the left of the toilet in the
common shower room next to bedroom #303.
 
On 11/10/22 at approximately 11:15 am, there were numerous spots of feces on the wall in the shared bathroom
between bedrooms  and .  Also, there was an unlabeled gray hairbrush and a storage caddy that included
numerous unlabeled razors, toothbrushes, shampoos and hairbrushes. 
 
On 11/10/22, there were numerous spots of  on the wall and toilet seat in resident #6's shared bathroom.
 
On 11/10/22 at approximately 1:30 pm, there was a strong, pungent odor of urine in bedroom and in the hallway
corridor outside of bedroom #302.
 
REPEAT VIOLATION: 5/2/2022, et. al.; 2/15/2022, et. al.; 9/17/2021, et. al.  
 
 

Plan of Correction Directed  - 12/16/2022)
All staff re educated by Administration on 2600.85.a and new daily routine to ensure compliance on 12/5/2022.
documentation kept and sign off sheet for daily checks introduced to staff for immediate use begining 12/6/2022
 
Med Techs and direct care staff are now assigned specific job duties each day to ensure sanitary conditions are being
maintained which includes each staff being assigned specific areas of the building (common areas, shower rooms,
resident bedrooms, resident's bathrooms) to inspect and ensure sanitary conditions are being met- and clean specific
areas as needed to ensure compliance.  Administration / assistant will walk do a complete walk through of the
facility each day she is scheduled beginning 12/9/22 to ensure sanitary conditions ae being maintained.
Documentation of the checks will be kept.  
 
DIRECTED:  Within 7 calendar days of receipt of the plan of correction:  The administrator shall develop and
mplement procedures to ensure personal hygiene items, including body wash, shampoo, hair brushes and razors are
organized and labeled with each resident's name or stored in separate bins which are labeled with each resident's
name.  All staff persons shall be educated on the new procedures within 10 calendar days of receipt of the plan of
correction.  Documentation of the education shall be kept.    12/16/22
 
DIRECTED:  Within 48 hours of receipt of the plan of correction: The administrator shall inspect all areas of the home,
ncluding the areas indicated in this license inspection summary for 2600.85a, to ensure all areas are clean and that
sanitary conditions are maintained.      12/16/22
 

Directed Completion Date: 12/26/2022

Not Implemented  - 02/23/2023)
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9. Requirements
2600.
85.a. Sanitary conditions shall be maintained.
Description of Violation
On 10/22/22 at 8:41 am, resident #11's glucometer was used to test resident #6's blood glucose. 
 
On 10/24/22 at 8:35 am, resident #10's glucometer was used to test resident #9's blood glucose. 
 
On 10/27/22 at 7:49 am, resident #2's glucometer was used to test resident #9's blood glucose. 
 
On 11/4/22 at 7:00 am, resident #9's glucometer was used to test resident #2's blood glucose.
 
On 11/5/22 at 7:31 am, then again at 5:50 pm, resident #14's glucometer was used to test resident #6's blood glucose.
 
 
 
 

Plan of Correction Directed ( - 12/16/2022)
resident's PCPs were notified that glucometers were shared for all cited residents on 12/2/2022. All DHS med techs
were re educated by Administrative Assistant on 2600.85.a - Sanitary conditions shall be maintained- Specifically
during this re education staff reminded of the issues and severity with using any diabetic supply (including but not
imited to glucose meters) between any residents.  (DIRECTED:  Documentation of the staff education shall be kept. 

  12/16/22).  Staff is re educated that each diabetic resident is to have their own glucose meter and gucose
checking supplies and that the meter and the supplies are to never be shared between residents. Upon review of
Glucometers and readings, it was found that a glitch in the Tabula pro program was recording glucose readings in
random times. Tabula pro said it was happening in other Facilities and is now corrected.
 
 Observation for each diabetic trained staffed done initially during the week of 11/13-11/19/2022 by admin /
assitant. This observation confirmed the correct meter was used for each resident and that the glucose reading was
documented correctly on the MAR. Observations will be conducted for each diabetic trained staff weekly x 1 month
then once monthly x 2 months. Documentation of the observations will be kept by administrator / assistant.
DIRECTED:  The weekly observations shall begin within 5 calendar days of receipt of the plan of correction.   

12/16/22).  
 
 

Directed Completion Date: 12/18/2022

Not Implemented   02/23/2023)

85b - Infestation

10. Requirements
2600.
85.b. There may be no evidence of infestation of insects or rodents in the home.
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Description of Violation
On 11/10/22 at 1:18 pm, numerous flies were observed flying around the bedroom and swarming around the ceiling
fan in the shared bedroom of residents #6 and #8.
 
REPEAT VIOLATION:  9/17/2021, et. al.
 
 

Plan of Correction Accept (  - 12/16/2022)
Ehrlich pest control was contacted immediately by Administrative Assistant and came in to provide service on
November 10, 2022 which included spraying the flies observed in resident's #6 and #8 and other areas through out
the facility. All Staff were reminded to report any sign of infestation to Administration.  Ehrlich recommends that we
continue with monthly treatments and  is expected to follow up with services monthly. Documentation of their
services will be kept. 

Licensee's Proposed Overall Completion Date: 12/13/2022

Not Implemented  - 02/23/2023)

85e  Trash Outside Home

11. Requirements
2600.
85.e. Trash outside the home shall be kept in covered receptacles that prevent the penetration of insects and

rodents.
Description of Violation
On 11/8/22 at approximately 12:15 pm, there was an uncovered 30-gallon trash can next to the home’s grill under the
covered patio, which was completely full of trash.
 
REPEAT VIOLATION:  7/20/2022; 9/17/2021, et. al.
 
 

Plan of Correction Accept (  12/16/2022)
The trash can was immediately emptied by DCS while inspectors were on site 11/8/2022 and the rest of the
remaining areas outside were initally checked then as well by staff member  to ensure
compliance.
Staff was re educated by Administration on 2600.85.e and DCS,  has been assigned to check
the outside grounds of the facility to ensure compliance minimally of twice per week begining 12/12/2022. In the
even  unavailable to complete these checks, admin / assistant will take responsibility of completing this task.
Documentation of these checks will be kept x 6 months. 

Licensee's Proposed Overall Completion Date: 12/13/2022

Not Implemented  - 02/23/2023)

86b - Bathroom

12. Requirements
2600.

ARK MANOR 44686

85b - Infestation (continued)

11/08/2022 10 of 23



86.b. A bathroom that does not have an operable, outside window shall be equipped with an exhaust fan for
ventilation.

Description of Violation
On 11/10/22, the exhaust fan in the shared bathroom of resident #6 was inoperable.  No operable window is present in
the shared bathroom. 
 
 

Plan of Correction Accept ( - 12/16/2022)
maintenance completed repair of resident's #6 exhaust fan on 12/12/2022. A walk through of all other bathrooms to
ensure compliance was completed by maintenance on 12/9/2022. additional checks will be completed minimally of
monthly begininning 12/12/2022 and will include checking all bathrooms.  

Licensee's Proposed Overall Completion Date: 12/13/2022

Not Implemented  - 02/23/2023)

88a - Surfaces

13. Requirements
2600.
88.a. Floors, walls, ceilings, windows, doors and other surfaces must be clean, in good repair and free of hazards.
Description of Violation
On 11/8/22, there were 4 ceramic floor tiles with numerous cracks and chips present in the home's medication room. 
Also, 5 of the ceramic floor tiles are loose and separated from the grout.
 
On 11/8/22, an approximate 1/2"-1/4" gap is present at the top of the exit door leading to the home's parking lot and
was not flush with the door frame. 
 
On 11/8/22, the exit door next to the home's common shower room is splintered and the weather stripping is partially
detached and hanging from the door frame.
 
The "blue hallway", which includes approximately 8 bedrooms, has been under active construction since around
4/5/22.  As of 11/10/22, the blue hallway is still under construction and construction materials and construction debris
are present throughout the blue hallway.  Also, the drywall is missing from the bottom half the walls on both sides of
the hallway.  
 
REPEAT VIOLATION:  7/20/2022; 9/17/2021, et. al.
 
 

Plan of Correction Directed - 12/16/2022)
-The floor in the medication room was completly replaced on 12/2/2022 by Maintenance staff. 
-The exit door leading to the parking lot and near the common shower room were repaired on 12/9/2022 by
Maintenance staff
-The construction debri and materials have been cleaned. While construction is undergoing, there is a locked room at
the end of the hallway the contractors will use for materials until renovation is complete. 
-future repairs will be done by maintence promptly. There are now 2 contacts for maintenance repairs.
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-admin / assistant will do daily walk through of facility each day  is in the facilty to ensure compliance and report
any issues to maintanence promptly.  (DIRECTED:  The administrator daily walkthroughs shall begin within 48 hours
of receipt of the plan of correction.    12/16/22).  
-A maintence request form has been produced for staff to fill out and return to admin for future maintence needs.
Staff educated on 12/13/22 by assistant admin. Documentation of this education will be kept. 
 
DIRECTED:  By 1/31/23:  The missing drywall from the bottom half of the walls on both sides of the blue hallway
shall be repaired.    12/16/22).  
 

Directed Completion Date: 01/31/2023

Not Implemented - 02/23/2023)

100a - Exterior - Free of Hazards

14. Requirements
2600.
100.a. The exterior of the building and the building grounds or yard must be in good repair and free of hazards.
Description of Violation
On 11/9/22 at 9:00 am, the light fixture was detached and hanging from the outdoor light post and was wrapped in a
plastic garbage bag.  
 
REPEAT VIOLATION:  2/15/2022, et. al. 
 
 

Plan of Correction Accept ( - 12/16/2022)
On 12/5/2022 the light fixture on the exterior of the building was repaired by Maintenance staff and he inspected the
exterior of the home to ensure there were no additional hazards. 

Staff was re educated on 12/5/22 by Administration on 2600.100.a and DCS, , has been
assigned to check the outside grounds of the facility to ensure compliance minimally of twice per week begining
12/12/2022. In the event  is unavailable to complete these checks, admin / assistant will take responsibility of
completing this task. Documentation of these checks will be kept x 6 months. 

-A maintence request form has been produced for staff to fill out and return to admin for future maintence needs to
ensure exterior of the home is free of hazard. Staff educated on 12/13/22 by assistant admin. Documentation of this
education will be kept. 

Licensee's Proposed Overall Completion Date: 12/13/2022

Not Implemented (  - 02/23/2023)

101j7 - Lighting/Operable Lamp

15. Requirements
2600.
101.j.  Each resident shall have the following in the bedroom:
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7. An operable lamp or other source of lighting that can be turned on at bedside.
Description of Violation
On 11/10/22, no operable lamp or other source of lighting that can be turned on/off from bedside was present in
resident #8's bedroom.
 
REPEAT VIOLATION: 9/17/2021, et. al.
 
 

Plan of Correction Directed ( - 12/16/2022)
Lamp placed in resident #8's room on 11/11/22. DCS, , did a complete walk through of all bedrooms to
ensure an operable lamp or other source of light that can be turned on at bedside was accessable for all residents on
12/9/2022. beginning 12/9/22 she will monitor weekly x 6 months (UNACCEPTABLE PORTION OF PLAN OF
CORRECTION   12/16/22).  The weekly monitoring shall continue indefinitely to ensure each resident has an
operable lamp or other source of lighting that can be turned on/off at bedside.    12/16/22).   Documentation of
the checks will be kept.  Staff educated by assistant admin on 2600.101j on 12/12/22.  (DIRECTED:  Documentation
of the education shall be kept.    12/16/22). 

Directed Completion Date: 12/16/2022

Not Implemented  - 02/23/2023)

103f - Refrigerator/Freezer Temps

16. Requirements
2600.
103.f. Food requiring refrigeration shall be stored at or below 40°F. Frozen food shall be kept at or below 0°F.

Thermometers are required in refrigerators and freezers.
Description of Violation
On 11/8/22 at 10:20 am, the thermometer in the home's walk-in freezer was inoperable.  No other operable
thermometer was present in the freezer.  

Plan of Correction Accept  - 12/16/2022)
New, operable thermometers were placed in the walk in cooler and freezer on 11/14/22 by Administration 
Administrator / assistant will check the thermometers weekly x 6 months beginning 11/14/22 to ensure the
thermometers are in good working condition. Documentation of these checks will be kept. 
Staff educated on 12/12/22- 2600.103.f

Licensee's Proposed Overall Completion Date: 12/13/2022

Not Implemented ( - 02/23/2023)

121a - Unobstructed Egress

17. Requirements
2600.
121.a. Stairways, hallways, doorways, passageways and egress routes from rooms and from the building must be

unlocked and unobstructed.
Description of Violation
On 11/8/22 at 9:53 am, a metal framed chair was wedged under the door handle of the emergency exit door located 
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in the sun room.  The chair was wedged under the door on the exterior side of the home, preventing egress from the
home.  
 
REPEAT VIOLATION: 9/17/2021, et. al. 
 
 

Plan of Correction Directed  - 12/16/2022)
Chair immediately removed on 11/8/22.
Staff re educated by Administration on 2600.121.a on 12/2/2022  (DIRECTED:  Documentation of the education shall
be kept.    12/16/22).  
At the beginning of each shift, the med tech will walk through the facility to ensure all egresses are unobstructed
begining 12/12/22. Documentation of these checks will be kept x 2 months. 
Staff educated on 12/12/22 on 2600.121.a  (DIRECTED:  Documentation of the education shall be kept.   
12/16/22).  
 

Directed Completion Date: 12/16/2022

Not Implemented  - 02/23/2023)

123b - Emergency Procedures Posted

18. Requirements
2600.
123.b. Copies of the emergency procedures as specified in §  2600.107 (relating to emergency preparedness) shall

be posted in a conspicuous and public place in the home and a copy shall be kept.
Description of Violation
On 11/8/22, the emergency preparedness procedures for Salem Township and Westmoreland County were secured in
the administrator's office and were not posted in a public and conspicuous place in the home. 
 
REPEAT VIOLATION: 9/17/2021, et. al.
 
 

Plan of Correction Accept (  - 12/16/2022)
On 11/8/2022, while the inspectors were on site, admin assistant immediately posted the emergency preparedness
procedure for Salem Township and Westmoreland County in a conspicuous and public place in the home.
The administrator / assistant will check monthly begining 11/8/22  x 6 months to ensure copies of the emergency
procedures as specified in § 2600.107 (relating to emergency preparedness) are posted in a conspicuous and public
place in the home  . Documentation will be kept.

Licensee's Proposed Overall Completion Date: 12/13/2022

Implemented (  - 02/23/2023)

130g - Smoke Detector Repair

19. Requirements

ARK MANOR 44686

121a - Unobstructed Egress (continued)

11/08/2022 14 of 23



2600.
130.g. If a smoke detector or fire alarm becomes inoperative, repair shall be completed within 48 hours of the time

the detector or alarm was found to be inoperative.
Description of Violation
On 11/8/22, the home's fire system panel was beeping and the "trouble" light was illuminated on the panel.  According
to multiple staff persons, the fire system panel has been beeping with the trouble light illuminated for approximately 1
month.
 
REPEAT VIOLATION: 6/8/2022
 
 
 

Plan of Correction Directed  - 12/20/2022)
On 11-10-2022, staff immediately implemented the facility's emergency policy and procedure for an inoperable
smoke detector or fire alarm. Per this procedure, in the event a fire alarm or smoke detector is inoperable, mandatory
walk through of the building will be done minimally of every half an hour. The walk through will be through the
entire building and will include any area(s) of the home that may not be in use or under renovation. Documentation
of the walk through checks will be done by staff until fire alarms and smoke detectors are maintenanced and
working without issue. In the event that an emergency occurs while this policy and procedure is in place, such as a
fire, staff is to call 911 immediately. Staff was educated by Administration  on this procedure on 11-10-2022. All staff
was educated by admin directly after procedure was created. documentation of education will be kept. 
 
 
Facility has been in contact with MVS security Services and the vendor will be making the repairs to the facility’s fire
panel.

UNACCEPTABLE PORTION OF PLAN OF CORRECTION.  12/20/22)
DIRECTED:  Within 48 hours of receipt of the plan of correction:  All repairs to the home's fire system panel shall be
made by a qualified professional.  Documentation of the repairs shall be kept.    12/20/22
 

Directed Completion Date: 12/22/2022

Not Implemented   02/23/2023)

130h - Inoperable Smoke Detector

20. Requirements
2600.
130.h. The home’s emergency procedures shall indicate the procedures that will be immediately implemented until

the smoke detector or fire alarms are operable.
Description of Violation
The home's emergency procedures do not indicate what procedures will be implemented when a smoke detector or fire
alarm is inoperable.

Plan of Correction Directed  12/20/2022)
On 11 10 2022 admin created emergency policy and procedure for an inoperable smoke detector or fire panel, 
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staff immediately educated on this policy/ procedure on 11-10-22 and implemented the facility's emergency policy
and procedure for an inoperable smoke detector or fire alarm. Documentation of education will be kept. Per this
procedure, in the event a fire alarm or smoke detector is inoperable, mandatory walk through of the building will be
done minimally of every half an hour. The walk through will be through the entire building and will include any
area(s) of the home that may not be in use or under renovation. Documentation of the walk through checks will be
done by staff until fire alarms and smoke detectors are maintenance and working without issue. In the event that an
emergency occurs while this policy and procedure is in place, such as a fire, staff is to call 911 immediately. Staff was
educated on this procedure by Administration on 11-10-2022.
 
 
 
 
Facility has been in contact with MVS security Services and the vendor will be making the repairs to the facility’s fire
panel.     (UNACCEPTABLE
PORTION OF PLAN OF CORRECTION.  20/22).
 
DIRECTED:  Within 48 hours of receipt of the plan of correction:  All repairs to the home's fire system panel shall be
made by a qualified professional.  Documentation of the repairs shall be kept.  12/20/22
 
 
 

Directed Completion Date: 12/22/2022

Not Implemented (  - 02/23/2023)

132f  Alternate E it Routes

21. Requirements
2600.
132.f. Alternate e it routes shall be used during fire drills.
Description of Violation
The "main" and "green" exits were the only exits used for the following 5 consecutive fire drills:

6/6/22 at 4:15 pm
7/12/22 at 9:15 am
8/26/22 at 6:00 pm
9/12/22 at 10:20 am
10/10/22 at 4:45 am

 

Plan of Correction Accept  12/12/2022)
On 11/16/2022 a fire drill was conducted. Exits wing 4 north and red hall was used.
On 12/2/2022 a fire drill was conducted. Exits wing 4 south and green hall exit was used.

Administrator / assistant will verify on the fire drill record, prior to each months drill, that an alternate exit is being
used and will document such on the fire drill record. To help with using alternate exits, the Administration will put
the exits to be used on the log for a 6 month period at a time
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Licensee's Proposed Overall Completion Date: 12/09/2022

Not Implemented  - 02/23/2023)

141a 1 10 Medical Evaluation Information

22. Requirements
2600.
141.a. A resident shall have a medical evaluation by a physician, physician s assistant or certified registered nurse

practitioner documented on a form specified by the Department, within 60 days prior to admission or within
30 days after admission. The evaluation must include the following:  

1. A general physical examination by a physician, physician’s assistant or nurse practitioner.
2. Medical diagnosis including physical or mental disabilities of the resident, if any.
3. Medical information pertinent to diagnosis and treatment in case of an emergency.
4. Special health or dietary needs of the resident.
5. Allergies.
6. Immunization history.
7. Medication regimen, contraindicated medications, medication side effects and the ability to self-

administer medications.
8. Body positioning and movement stimulation for residents, if appropriate.
9. Health status.

10. Mobility assessment, updated annually or at the Department’s request.
 

Description of Violation
Resident #12’s most recent medical evaluation, dated , does not include the medical professional's name.  This
section of the evaluation is blank. 
 
REPEAT VIOLATION:  2/15/2022, et. al.; 9/17/2021, et. al.  
 
 

Plan of Correction Directed   12/16/2022)
All of the resident's charts were audited by Administration to ensure all compliance with 2600.141.a.
Chart audits comepleted 12/9/2022.  The medical professionals name was added to resident #12's medical
evaluation. 
n the future, After medical eval is completed by medical professional, admin / assistant will review to ensure it is
completed in entirety,  prior to filing in the resident's chart. (DIRECTED:  The administrator/assistant review shall be
completed within 48 hours after each resident's medical evaluation is completed.    12/16/22).  A resident file
checklist is attached to each chart.  (DIRECTED:  Within 48 hours of receipt of the plan of correction:  The checklist
shall be implemented for all new admissions to ensure a medical evaluation is completed in its entirety within 60
days prior to admission or within 30 days after admission for all newly-admitted residents.  Copies of the completed
checklists shall be kept in each resident's record.    12/16/22).  
Admin / assistant re educated on 2600.141.a on 12/12/22- documentation will be kept. 
 

Directed Completion Date: 12/18/2022

Not Implemented (  - 02/23/2023)

141b1 - Annual Medical Evaluation

23. Requirements
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2600.
141.b.1. A resident shall have a medical evaluation: At least annually.
Description of Violation
Resident #1's most recent medical evaluation was completed on ; however, resident #1's previous medical
evaluation was completed on 7/12/21.
 
Resident #3's most recent medical evaluation was completed on ; however, resident #3's previous medical
evaluation was completed on 5/21/21.
 
Resident #13’s most recent medical evaluation was completed on ; however, resident #13's previous medical
evaluation was completed on 5/3/21.
 
REPEAT VIOLATION:  7/20/2022; 2/15/2022, et. al.; 9/17/2021, et. al. 
 
 

Plan of Correction Directed  12/16/2022)
In August 2022, all resident charts were audited by Administration to ensure medical evaluations were completed per
regulation.
Administrator / assistant has produced a calendar to reference when medical evaluations are due for each resident.
Administrator / assistant will refer to this calendar monthly to ensure compliance with 260.141.b.1 and admin /
assistant will be responsible for keeping the calendar updated.  (DIRECTED:  Within 48 hours of receipt of the plan of
correction:  The calendar shall be reviewed by the administrator weekly for 3 months, then monthly thereafter, to
ensure the calendar is current and to ensure a medical evaluation is completed for each resident, at least annually.

12/16/22).  Both the administrator and the admin assistant will review charts monthly begining in December
2022 to ensure compliance. documentation of these checks will be kept. 
 
 

Directed Completion Date: 12/18/2022

Not Implemented ( - 02/23/2023)

183b - Meds and Syringes Locked

24. Requirements
2600.
183.b. Prescription medications, OTC medications, CAM and syringes shall be kept in an area or container that is

locked. This includes medications and syringes kept in the resident’s room.
Description of Violation
On 11/8/22 at 9:00 am, then again at 4:20 pm, the home s medication cart was unlocked, unattended, and accessible.
Numerous medications for numerous residents, to include the following, were present in the unlocked medication cart:

Resident #1's Mirtazapine 7.5 mg and Trazadone 50 mg
Resident #2's Amlodipine 10 mg and Bupropion 100 mg
Resident #3's Tramadol 50 mg and Lorazepam 1 mg

 REPEAT VIOLATION:   5/2/2022, et. al.; 2/15/2022, et. al; 11/2/2021, et. al.; 9/17/2021, et. al.
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Plan of Correction Directed   12/16/2022)
Medication cart was secured immediately on 11/8/22 after exit interview with state inspectors. 
On 12/5/2022 all DHS med techs were re educated by Administration on 2600.183.b- this education reviewed the
need for all medications to remain locked at all time, except during medication administration.  Documentation of
teducation will be kept. 
During this re education med tech staff were instructed that the DHS med tech on duty each shift is responsible to
ensure compliance with 2600.183.b and failure to do so will result in an employee write up. (DIRECTED:  The med
tech on duty shall inspect the home, including all medication carts and storage areas, each shift to ensure all
prescription medications, OTC medications, CAM and syringes  are kept in an area or container that is locked. 
Documentation of the audits shall be   12/16/22).  Plan for correction to be instated immediatly upon
education (12/5/22) Administration will do random checks, minimally of 3 times per week- during this check admin /
assistant will locate the med carts in the facility and ensure they are locked to remain in complaiance with
2600.183.b. If not in compliance, it will result in write up for med tech in charge. Audits to begin 12/9/22 x 2months-
documentation will be kept. 
 

Directed Completion Date: 12/16/2022

Not Implemented (  - 02/23/2023)

185a - Implement Storage Procedures

25. Requirements
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 is prescribed Epinephrine 0.3 mg-Inject intramuscularly as directed for allergic reactions; however, this
medication was not available in the home on 11/9/22. 
 
Resident #2 is prescribed blood glucose checks once daily.  However, there are no blood glucose readings documented
on resident #2's October 2022 medication administration record (MAR) and November 2022 MAR on numerous dates,
to include on 10/12/22, 10/19/22, 10/22/22, 10/23/22, 11/6/22 and 11/7/22.
 
On 10/12/22 at approximately 4:00 pm. resident #11's blood glucose was 163; however, resident #11's blood glucose
was documented as 89 on resident #11's October 2022 MAR.
 
On 10/21/22 at approximately 4:30 pm, resident #11's blood glucose was 103; however, resident #11's blood glucose
was documented as 163 on resident #11's October 2022 MAR.
 
On 10/24/22 at approximately 5:30 pm, resident #11’s blood glucose was 162; however, resident #11's blood glucose
was documented as 167 on resident #11's October 2022 MAR.
 
Resident #11 is prescribed blood glucose checks once daily on Monday, Wednesday, Friday and as needed.  However,
there is no blood glucose reading documented on resident #11's November 2022 MAR for Monday, 11/7/22.         
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Plan of Correction Accept  12/16/2022)
Administration -consulted resident #1 PCP in regards to epinepherine not being in house- per PCP, epi discontinued
on 11/10/22. Med Tech staff will complete full audits for each resident minimally of every 60 days- documentation of
these audits will be kept on tabula pro.
 
-DHS med techs reeducation by Administration and outside agency, Viaquest on 12/5/22. Documentation will be
kept.  diabetes education including documentation of glucose readings and following orders from MD. Observation
for each diabetic trained staffed done initially during the week of 11/13-11/19/2022 by admin / assitant. This
observation confirmed the correct meter was used for each resident and that the glucose reading was documented
correctly on the MAR. Observations will be conducted for each diabetic trained staff weekly x 1 month then once
monthly x 2 months begining 11/13/22. Documentation of the observations will be kept by administrator /
assistant. 
 
-Administrator / assistant also conducting 3 additional blood glucose audit per week (begining 11/13/22)  to ensure
the correct meter is being used with each diabetic resident and that documentation is true and accurate. Will
conduct audit 3 times per week x 1 month. documentation will be kept.
 
-Please note, after inspectors were on site and admin / assistant were reviewing possible violations, it was discovered
that when staff was documenting glucose readings the vital was being recorded incorrectly on the MAR.due to a
glitch in the Tabula pro program.  When  admin contacted tabula pro, they agreed the glitch was causing glucose
levels to be entered in random places on the MAR.  All vitals are now showing appropriately on the MARs. 

Licensee's Proposed Overall Completion Date: 12/15/2022

Not Implemented - 02/23/2023)

185b - Medication Procedures

26. Requirements
2600.
185.b. At a minimum, the procedures must include:

1. Documentation of the receipt of controlled substances and prescription medications.
2. A process to investigate and account for missing medications and medication errors.
3. Limited access to medication storage areas.
4. Documentation of the administration of prescription medications, OTC medications and CAM for residents

who receive medication administration services or assistance with self administration. This requirement
does not apply to a resident who self-administers medication without the assistance of a staff person and
stores the medication in his room.

Description of Violation
On 11/8/22 at 9:00 am, then again at 4:20 pm, the narcotic drawer was unlocked, unattended and accessible in the
unlocked medication cart.  Additionally, the key to the narcotic drawer was present in the lock of the unlocked narcotic
drawer.  The home's, "Accountability of Medication and Controlled Substances" policy indicates all narcotics will be
double locked in the home's medication cart.
 
Resident #7 is prescribed Phenobarbital 32.4 mg-Take 2 tablets by mouth in the morning and take 3 tablets by mouth
at night. On 11/9/22, the medication card for the 8:00 am dose contained 22 pills; however, the home's controlled
substance record indicated there are 12 pills present.  Also, there were 2 medication cards present for the 8:00 pm
dose:  1 medication card contained 30 pills, and the 2nd medication card contained 33 pills; however, the home's 
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controlled substance record indicated there are 20 pills present.

Plan of Correction Directed (  - 12/16/2022)
Medication cart was secured immediately on 11/8/22 after exit interview with state inspectors. 
1. On 12/5/2022 all DHS med techs re educated by Administration  on 2600.185.b- documentation of staff 
education will be kept. 
During this re education med tech staff were instructed that the DHS med tech on duty each shift is responsible to
ensure compliance with 2600.185.b and failure to do so will result in an employee write up. 
2. education on 12/5/2022 included proper procedure for counting narcotics and all DHS med tech staff are aware
that each pill/capsule should be accounted for, not the number of remaining doses. Administrator /  assistant will
participate in minimally of one narc count per week for 3 months begining the week of 12/12/22. Documentation of
admin or admin assistant check will be indicated on the Narcotic count sheets. 
 
The root cause for violation of resident #7's incorrect count: med tech staff were counting how many slots in the
blister packs were present and documenting that number. Some resident's orders (such as resident #7) are ordered to
have more than one tab/capsule per dose, in those cases, more than one tab/cap is packaged in each bubble of the
blister pack. During education on 12/5/22 staff was re educated in the proper way to conduct a narc count-
documentation of education will be kept. 
 
Full narc count done by admin assistant,  and DHS med tech  to ensure accuracy
and compliance on 11/11/22. 
 
DIRECTED:  Within 72 hours of receipt of the plan of correction:  The med tech on duty shall inspect the home daily
to ensure all controlled substances are double locked in accordance with the home's procedures.   12/16/22

Directed Completion Date: 12/19/2022

Not Implemented - 02/23/2023)

187b - Date/Time of Medication Admin.

27. Requirements
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 #3 is prescribed Invega Sustenna 234 mg-Inject 1 syringe intramuscularly every month. This medication is
being administered by a nurse outside of the home; however, resident #3's November 2022 MAR is documented by staff
person B on 11/9/22 at 8:00 am as administering this medication to the resident.  
 
REPEAT VIOLATION: 2/15/2022, et. al. 
 
 

Plan of Correction Directed (  - 12/16/2022)
DHS med techs re educated by Administration on 2600.187.b this education included recording on the MAR and that
outside agency administereing resident #3's invega is responsible to document appropriately. documentation of
education will be kept.
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Ark staff no longer has the availability to sign off on this medication on the resident's MAR. Administrator assistant
has contacted outside agency with the request that they ensure sign off upon administering Invega in the future.
Administrative / assistant will check resident #3 MAR monthly and 

 (UNACCEPTABLE PORTION OF PLAN OF CORRECTION  12/16/22) and to ensure
documentation is correct.  (DIRECTED:  Within 5 calendar days of receipt of the plan of correction:  The administrator
shall review the MAR's of at least 7 residents per week for one month then monthly thereafter, to ensure all proper
medication administration documentation is present on resident MAR's in accordance with 2600.187b
12/16/22). 
 

Directed Completion Date: 12/20/2022

Not Implemented - 02/23/2023)

187d - Follow Prescriber's Orders

28. Requirements
2600.
187.d. The home shall follow the directions of the prescriber.
Description of Violation
Resident #2 is prescribed blood glucose checks once daily; however, resident #2's blood glucose was not checked on
11/5/22. 
 
Resident #7 is prescribed Divalpro-Ex 500 mg-Take 1 tablet by mouth twice a day; however, on 11/9/22 at 8:00 am,
resident #7 was administered Divalpro-EX 250 mg tablet. 
 
REPEAT VIOLATION: 2/15/2022, et. al. 
 
 

Plan of Correction Directed (  - 12/16/2022)
DHS med techs re educated by Administration on 12/5/2022. 2 training included 600.187.d- following the directions
of the prescriber 
Documentation of education will be kept.
Administrator / assistant will check for compliance begining the week of 12/12/22- minimally of weekly x 2 months.
During this check admin / assistant will observe med tech administering medications and confirm all medications
are given as ordered by resident's PCP and that glucose checks are being obtained as ordered by MD.
Documentation of checks will be kept. 
ncident report faxed to DHS on 11-9-2022 while inspectors were on site to report resident #7 medication error.
Pharmacy was contaacted in regards to packaging and providing medication as ordered- correct dose in received
from pharmacy on 11/9/22. 
 
DIRECTED:  Within 5 calendar days of receipt of the plan of correction:  The administrator shall review the
medications and medication administration documentation of at least 7 residents per week for one month, then
monthly thereafter, to ensure the directions of the prescriber are being followed and all current prescribed
medications are present in the home and available for administration.  12/16/22).  

Directed Completion Date: 12/14/2022
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Not Implemented   02/23/2023)

225c - Additional Assessment

29. Requirements
2600.
225.c. The resident shall have additional assessments as follows:

1. Annually.
2. If the condition of the resident significantly changes prior to the annual assessment.
3. At the request of the Department upon cause to believe that an update is required.

Description of Violation
Resident #1’s most recent assessment was completed on ; however, resident #1's previous assessment was
completed on 7/12/21.
 
Resident #3's most recent assessment was completed on  however, resident #3's previous assessment was
completed on 5/24/21. 
 
Resident #13's most recent assessment was completed on  2; however, resident #13's previous assessment was
completed on 5/5/21.
 
REPEAT VIOLATION:  7/20/2022; 6/8/2022; 2/15/2022, et. al.; 11/2/2021, et. al.
 
 

Plan of Correction Directed - 12/16/2022)
n August 2022, all resident charts were audited by Administration to ensure all assessments were completed per
regulation.
Administrator / assistant has produced a calendar to reference when assessments are due for each resident  calendar
created to begin December 2022 and will be maintained/ updated by admin / assistance monthly. Administrator /
assistant will refer to this calendar monthly to ensure compliance with 2600.225.c  (DIRECTED:  Within 48 hours of
receipt of the plan of correction:  The calendar shall be reviewed by the administrator weekly for 3 months, then
monthly thereafter, to ensure the calendar is current and to ensure an assessment is completed for each resident, at
east annually. 12/16/22). 
 
Admin / assistant re educated on 2600.225.c on 12/12/22  documentation will be kept. 
 
 

Directed Completion Date: 12/18/2022

Not Implemented  - 02/23/2023)
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Event/Incident Reporting Form 

Confidential: The contents of this document are internal pre-decisional records of the DHS and individuals receiving and 
reviewing this document must not provide this information to any other person without written permission.   65 P.S. § 67.708 (b) (10) 

1. Date of Event: 11/10/2022 

2. Provider Type: Personal Care Home 
3. Number Served: 70 Capacity; 33 Number Served (16 SSI; 28 

60+; 16 MI; 4 ID; 3 MN).

4. County where event occurred: Westmoreland 

5. Provider History:

1st Provisional License:  August 10, 2022 – February 10, 2023
Multiple and repeat violations to include unsafe devices, indoor temperatures, unsanitary conditions,
incomplete support plans, failure to report abuse, to AAA and the Department, Abuse, furniture and
equipment in disrepair, unlocked and accessible medications, failure to update assessments. Failure to
suspend or place staff accused of abuse on a plan of supervision, failure to maintain resident record
confidentially, failure to obtain contract signatures, failure to treat residents with dignity and respect,
disposing of resident belongings, late criminal history background checks, inadequate staffing levels,
failure to provide initial staff training, failure to provide 40 hour staff training, uncovered trash inside the
home, excessive water standing in the basement, excessive hot water temperatures, dirty bed linen,
undated food, unsealed food, failure to return resident laundry, portable space heaters used in the
home, incomplete medical evaluations, failure to follow prescribers orders, incomplete and failure to
update support plans, no soap in bathrooms, unlocked and accessible medications, unaccountability of
medications, uncalibrated glucometers, staff not administering medication signing the MAR, failure to
assist residents with keeping clothing clean, no clean linen, no toilet paper in bathrooms, unqualified
direct cate staff, direct care staff without training, inoperable fire alarm system, inaccessible support
plans, and incomplete resident records.

Regular License:  February 19, 2022 – February 19, 2023

Regular License:  February 19, 2020 – February 19, 2021 

6. Description of Event:

Inspections conducted on August 29, 2022, and November 8, 9 and 10, 2022, found multiple serious and 
repeated violations.  The uncorrected violations included several unsanitary conditions, infestation of 
flies, undated batteries in carbon monoxide detectors, failure to provide quarterly financial statements 
to residents and their designated persons, failure to conduct a complete quality management review 
within the past year, an untimely Pennsylvania criminal history background check, untimely completion 
of direct care competency test, sharing of glucometers, failure to maintain exterior trash in covered 
receptacles, inoperable bathroom exhaust fan, numerous surfaces in disrepair, construction materials 
present throughout a wing of the home, inoperable outdoor lighting, no bedside lighting, failure to 
maintain safe food storage temperatures, a chair wedged under an exit door on the outside of the 
home, failure to repair the home’s inoperative fire system within 48 hours, failure to conduct fire 






