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(1) Documentation of the receipt and administration of controlied substances and

prescription medications.

(2) A process that will be followed to investigate and accoust for missing medications and

medications omissions.

(3) Limited access to medication storage areas.

52600.185. Use of medications.

(a) Prescription, OTC, CAM, and sample medications shall be clearly marked for whom the *

medication was prescribed or spproved.

(b) I the bome helps with sclf-administration, then the only prescription, OTC, and CAM
medications that are allowed to be given are those prescribed, approved, or ordered by a
licensed physician, certified registered nusse practitioner, licensed dentist, or physician®s

assistant within their scope of practice.

(c) Verbal changes in medication cag be made only by the prescriber and shall be documented in
writing in the resident's record and the medication record as soon as the home is notified of

the change,

§2600.186. Medication records.

——
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(a) fa resident stores medication for self-sdministration in his room, a curreat list of prescribed

dications teken by a resident as reported to the bome shall be maintained in that resident's

record.

(b) If the home helps the resideat with self-sdministration, then a medication record shall'be kept

to include the following for each resident's prescription, OTC, and CAM:
| (ls The prescribed dosage.

(2) Possible side effects.

6) Conminéiuned medications. '

(@) Specific administration instructions.

(S)“ The name of the.prucn'hing physician.

(6) Drug allergies.

(4] Dos.uge. date, time, and th; name of the person who helped with the self-administration

of the medication.

RSO

2600.185. Medication records.

(b) (2),(3),(4) These items are not customarily
listed on medication records used in health care
settings. Please note samples of medication
records (MARs) supplied for reference. )
The quantity of this information would be
difficult to 1ist on a medication record. It would
also create a cumbersome record for the user to
work with. We verified with our local pharmacies
w%ho stated that they were unavare of any
computer programs that would print this massive
quantity of information on a medication record.

OUR SUGGESTION: Delete (b) (2-4), and add
(e) The home shall have a drug reference source
which is easily accessible.



-’(E) The infgmaﬁon in su\;seclion {b) (7) shall be recorded at the same time cach dosage of

medication is self-administered.
(d) 1fa resident refuses to take a medication, the refusal shall be documented in the resident’s
record and reported to the physician by the end of the shift. Subsequent refusals to take 2

prescribed medication shall be reported as required by the physician.

$2600.187, Medication errors.

{&) D ion of redication errors shall be kept in the medication record. Medi

errors include the failure to selt-admimister medication, self-sdministering the i

dication, seif-administering the correct medi inani dosage, failure to
document the self-administration of the medication, self-administering the correct medicati
at the i time, or medi taken by the wrm;g sesident, A medication error shall be

seported to the physician immediately.

(b) The home shall eval dication errors to include the following:.

(1) There shall be a systerm in place to identify and document medication ends and the

home's patiern of error.

(2) There shall be documentation of the follow-up action that was takeo to prevent future

medication ecrors.

#4-413

2600.186 Mediation record

(d) Replace by the end of the shift with withiu reasonable time.
Let’s be reminded once again, that residents should have the patient right
to refuse medication and treatment.

2600.187 Medication errors

A mediation error shall be reported to the physician Mumamlzlg
amount of time, it may not be necessary to make this report immediately.

(b) How does a home evaluate medications errors? This is busy
paperwork which takes time away from direct care. Reporting and
documenting incident reports is currently required what additional .
paperwork is going to eliminate medicalion errors. The home will
become more concerned about completing the correct paperwork and
reports which will result in less quality of direct care because the time
spent with the resident will be spent completing paperwork.




-Ta) The following procedures are prohibited in the homes:

(1) Seclusion, defined as invol y confi t of 2 resident in a room from which the

* resident is physicaily prevented from leaving.

(2) The use of aversive conditioning, defined as the application of startling, painful, or

noxious stimoli.

(3) Pressute point techniques, defined as the application of pain for the purpose of achieving

compliance.

@) A cﬁé{ied gestraini, defined as use of any medication or biotogical for the purpose of

immobilizing the resident, inducing a state of sleep or i or reducing the

ability to move freely. Whena physician orders a drug that is part of the resident’s
ongoing Support Plan, and has documented es such for treating the symptoms of mental,
emotional, or behavioral condition, the drug should not be construed as a chemica}

restraint. A drug ordered by a !icenscd physician or dentist as part of ongoing medical

orasp it prior to a medical or dental ination or treatment, is not
a chemical restsaint,
{5) A mechanical int, defined as a device that restricts the movement or

function of & resident or portion of a resident’s body. Examples of mechapica! resiraints

include handcuffs, anklets, wristlets, camisoles, helmet with fasteners, muffs and mitts

with fastene}s, poseys, waist straps, head straps, papoose boards, restraining sheets, and

# 4. 418




similar devices. A mechanical restraint does not include assistive devices, such as

orthopedically prescribed appliances, surgical dressings and bandages, protective
helmets, supportive body bands, and sl;ppom utilized for the l.chievamem of functional
body position of proper balance that have been prescribed by a medical professional.”

7 6) " A manus) restraint, as defined in §2600.4 (relating to definitions).

SERVICES - : ’ ‘ . L

§2600.221. Activities program. ‘ . ‘

" The sdministrator shall develop a program of activities designed to p s each zesident’s

active involvement with other residents, the resident's family, and the community. Thé program

shall provide social, physical, intetl I, and recreational activities in a planned, coordinated
and stractured manner. A current weekly sctivity caleadar sball be posted in a conspicuous place
in the home. ’ ' - ; a ;o

§2600.222, ‘Community social services.

The administrator shalt ge and assist resident o use social services in the community

\yhich may benefit the resident, including s county mental bealth and mental retardation
program, & drug and slcohol program, & senior citizens center, an area agency on aging or a home

health care agency.
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§2600.223. Deseription of services,

(2) The home sball bave s written description of services sad activiﬁd that the home provides to’

include the following:
(1) The scope and general description of the services provided b{ the home. \
>(1) The r.tiu;ia for ldrnission and discharge.
) -Speci.ﬁﬂc Mcﬂ provided by the home, ‘

() The home shall develop writiea procedures for the delivery and management of services
from sdmission to discharge.

§2600.224. Pre-sdmission screening tool.

it

, and d d on the dardized

. (@) A determination shall be mede, prior to

dmmissi ing tool in conjunction with the resident-bome contract that the needs of

4

the resident can be met by the scrvices provided by the home,

» {b) An applicant whose pessonal care service needs cannot be met by the bome shall be referred

to a local approprinte assessment agecy or agent.

2600,223 Description of services

(2) Please explain how‘ﬂ'xis is related to services and activities?
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§2600.188. Adverse reaction.

Ifaresidentbasa d ad reaction to a medication, the bome shall immediately

d 4

consult a physician. The resident’s family shall be potified, if applicable. The home shall

d adverse reactions, the physician's response, and any action taken in the resident's

record.
SAFE MANAGEMENT TECHNIQUES

. §2600.201. Safe mlnngement' technliques.

(2) The home shall use positive interventions to modify or eliminate a behavior that endangers
residents, staff or others. Positive interventions include improving commmnications,
inforcing appropriste bebavior, redirection, conflict resolution, violencs prevention, verbal

praise, de-escalation techniques, and alternatives, techoiques, or methods to jdentify and

defuse potential emergency situations,

(b) A bomic sball incorporate a quality improvement program designed to continususly review, .

assess, and analyze the bome's ongoing steps o ﬁosizively intervene when s resident

demans.tntes a bebavior that endangers resideats, staff or others,

§2600.202. Prohibition os the use of seclusion and restraints.

e e L

2600.210. sSafe management techniques.

This section should onl
Y be requir
applicable to the PCH's populazion?d e i s
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§2600.225. Initial tand the

(). A resideat shall bave 2 witteo initial ssessment that is documeated on standardized forms-
“provided by the Cummonm:lth, within 72 bours of admission ot within 72 hours prior ™

admission. The PCH :dxmmsmmt o his designee, or a buman servics :gency may complete

the initia] assessment.

(b) The resident’s initia} : ¢ and bis anmmal issessmen_t:lblll izlsclud'e the folloiving aseas:
) BW_GEET‘ﬁUI\.
('2) !v[ediell_ Aneugwt.
- (3) Social Assessment. "
(4) Mobility Assas?nmt.
() Al‘)l. Afkument.

(6) IADL Assélsment. .

(7) Medication Assessment.

2600.225. Initial assessment and the annual assessmen

This initial assessment is too extensive.

The current form, "Personal Care Home Standardized
Screening Instrument - Part I and II*, are less
time consuming and capture the resident's needs

at a glance, This form also includes a financial
responsiblility section.

Within thirty days of placement into a
personal care home, the true needs of the resident
surface. A more accurate assessment can be completed
at that time, but not prior to placement.

Completing an extensive assessment prior to
placement is wasted time for all involved because
the resident will have to be reaasessed within
a month.

The proposed assesament includes gathering
information that may not be possible to verify,
collect, or determine immediately. Additionally,
who is qualified to complete such professional
assessments like (8)psychological assessment?

Is this just another added excuse to push toward
the medical model?
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(B) Psychélogical Assessment.

{c) A bome may use its own assessment forms, if their forms include the same information in

subsection (b).

(d) In sddition to the initial assessment at admission, the resident shall bave additional

" assessmenty as follows: o oo . . :

n Annually within 30 days before or 30 days afier the resident’s -nhiv:rsary date of his

(2) I the-condition of the resident ially changes prior to the annual essessment, the
. seview shall be completed and updated on the version.

o (3) At the request of the State Aﬁency upon cause to believe that an update is required.
(4) At the time of a bospital discharge. : ) , ' o 3 (

“{€) A resident who is reforred by a State mental bospital, a State mental retardation center, » i

county mental health and mental retardation program, a drug and alcobol program or an ares

_ agency on aging shall not be admitted to a home without first obtaining a written

of the resident’s needs from the referral agenl. The | shall include an ideotis




of the personal care services required by the resident and shall be used to complete the

preadmission screcniog too} and if admitted the initisl intake assessment.
(f) If the resident’s physicien or local t '5".“”" d that the resident requires a
higher level of care, aplan for phcemeni shall be made as soon as possible by the
" administrator in conjuncti with the resident or designated person, or both. -

(g) If @ resident is detesmi dtobei
specific requigeﬁaents relating to the care, health and safety of an immobile resident .sb.nll be

met Wmmﬂnbe contipually assessed for mobility as part of his

support plan. -

bile as part of the initial intake or annusl assessment, |

2600.225 Initial assessment and the annual assessment

.(g) How does a personal care home meet the needs of a resident
‘immediately if they are not able to meet those needs? This would be

considered needing a high level of care. The higher level of care may not
be nursing home care but may be beyond services that a specific home
would not be capable of providing,

~ Thisisan example of defining higher level of care when the issue of
refinds surface because the resident may need additional space, more
direct care hours, or become an elopement risk which a specific facility
is not able to handle. )

The home will have the right to manage and determine the
population that it provides services. The make up of the home is what
makes this business thrive because consumers are able to choose where
they want to live and with whom they want to live. All personal care
hornes are not from the same cookie cutter. Homes are all cookies but
we use different batter-and-cutters.—.. = - »

What is defined as continually assesses - hourly, daily, weekly, T
monthly?



§2600.226, Development of the support plan.

(A snppon plan shdl be developed and impl ted for each resideat within 15 calendar days

ot‘ sdmission to the home. This plan shall also bermsed within 30 days upon completion of

the annual sssessment of upon any changes in tbe teve! of functioning of the resident as .

in;licmd on the assessment. Tt shall address all of the needs of the resident’s curent

assessmeot including !lis pessonal care ueeds.
(v) ‘l‘herendmt ot the gesident’s family and/or advacate shall be informed of the right to have
the followmg peop]e assistin the development of the resident’s mppon plan: cusc manager -

from the socisl service sgency when the resident bas a case manager, other ‘social service -

. 126

2600.226. Development of the support plan.

Please delete this requirement.

The support plan would need to be updated
continvally as the residents needs change. This
excessive paperwork would take valuable time away
from the residents. One of the biggest problems
that the elderly face is loneliness.Forcing thz
staff to write support plans would take away time
that could be better spent with the residents.

Additionally, support plans tend to consider
what everyone wants for the resident and thinks the
resident needs. It generally does not take into
consideration what the resident wants and needs.
Similarly to these proposed regulations, the
Department is not considering and validating what
the providers have been expressing.

The support plans may infringe on the rights
of the resident because the staff would be committed
to following the support plan regardless of the
resident's desires.

. The support plans are a refleectioneof-the-
towards the medical model. PCHs do NOT want to become
mini nursing homes. Excessive paperwork does not
equate to quality of care that our residents deserve.

‘Finally, the cost factor plays a role and must
be considered. The support plan will drive the cost up
by increasing needs of the residents. Today, many
homes provide services that are bundled inteo onz cost.
They provide guality care which is morally and =2thically
correct. Support plans will be attached to assessments
which will be attached to contracts and this will’
increase the cost substantially. Staff time will
increase due to the excessive papervork. The increase
in staff time converts to dollars which will be
passed on to our residents.
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entitics, the bome staff, family or advocates, doctors, and other i d desi d

by the resident.

(c) Documentition of reasonable efforts made to involve the resident’s family, with the cosent
of the resident, shall be kept. If the resident’s family declines, this fact shall be documenied

in the record.

(d) Persons who pasticipated in the development of _the‘suppoﬂ plan shall sign and date the

support plan.

() If a sesident or family ber not to sign the suppont plav, proper documentation of

the cffort 1o obtain their signature must be showa.
52600.227. Caopies of the support plan,
The bome ;hlll make a co;)y of the suppart plan available to the resident.
§2§M12'8‘ Notification of urmh;ation.

(2) A resident shall have the right o request and receive assistance in relocating from the home

to a facility that meets the peeds of the resident.

2600.226 Development of support plan

(6) Whatif the resident or family does not sign the support plan? Will
the home be permitted to provide services identified in the support plan?

If s0, then why does the resident not have the right to refuse? If not, then the

home could be accused of néglect. How is this issue resolved and would
this he a reason for termination? This appears to be a lose-lose sitation.

2600.228 Notification of termination

(a) Please delete from the home becausc the home should not be
responsible for placement to another facility. The home’s responsibility
should be limited to providing resources. : ’



(b) If the bome initiates a discharge or transfer of a resident, or if the legal entity chooses 1o
' close the home, the home shall provide a 30-day advance written notice to the resident, the
resident’s legal representative, and the referral agent citing the rem‘ms for the discharge or
transfer, This shall be stipulned.in the resident-home contract signed prior to admissios to
the home. A 30-day advance written notice may not be given if a delay in discharge or
transfer would jeopardize the bealth or safety of lh; resident or others ia the bome, as
certified by a physician. This shall occur when the resident neec{s psychiatric or Jong-term

of the home,

care is abused in the home, or the Dep initiates o

© A bmﬁe_ shall give the Department written notice of its intent to close the home, not later -

than 60 days prior to the snticipated date of closing.

(d) A bore may not require a resident to leave the home prior to 30 days following d;e
resident's receipt of a writien notice from the bomengarding the intended closure of the
- home, except when the Department determines that removal of the resident at sn earlier ime

is pecessary for the protection of tbe bealth and safety of the resident,

(e) The datg and reason for the discharge or fer, and the destination of the resident, if

knows, shall be revorded in the resident record,

(D 1f the legal entity chooses to voluntarily close the home, the Department working in

conjunction with appropriate Jocal autherities, shall offer refocation essistance (o the

id Each resident shall patticipate in planning the fer, except in the case of an

2600.228 Notification of termination

b) Please define referral agent. At this time, most referral sources are
not made aware when a resident is discharged and do not have a need to

be advised.

I3

admission to the bome. This statement is open to various interpretation
and how can this information be determined prior to' admission.

Please clarify when the resident needs psychiatric or long-term care
m‘“d‘ln‘lbw i ne. ’ '



emergepcy and shali have the right to choose among the available alternatives after an

opportunity to visit the aliernative homes except in the case of an emergency. These

procedures shall .ﬁply even if the resident isplacedina tem'ponry living situation.

(g) Within 30 days of the homes closure, the legal entity shall return the license to the PCH

regiona) field licensing office.

* (b) The only grounds for disébam: or transfer of a resident from & home are for the following

conditions:

(1) Ifaresident is 2’ danger to himself or others.

(2) 1fthe legal entiry chooses to voluntarily close the home.

(3) Ifaresident’s functional lcvel bas advanced or declined such that the resideat’s.needs
cannot be met in the facility even with supplemental services provided by outside
providers. In this siyuation, 2 plan for other placemenf shall be made as soon as possible

dent or d

by the edministrator in conjuncti with the resident or designated person, if any, or -

" poth. If assistance with relocation is needed, the administrator shall contact appropriate
local agencies, such as the area agency on aging, county mental health/mental
retardation program or drug and ajcobo! program, for assistance. The administrator shall

also contact the appropriate PCH regional field licensing office.
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(4) If the sesident’s needs would require a fund ) alteration in facility program or

building site.
(5) If the resident bas failed to pay o cooperate with efforts to obtain public funding.
(6) If closure of the home is initiated by the Dep;mmentx

§2600.229. Secured unit requirements.

(a) Doors locked by using an ¢lectronic or magnelic Systen 1o Prevent &gyess are considered

sy a@ a

hanical device a g.ndlr:peﬂnin:din" d homes for sp

Units provided the following standards are met: -
(1) Safcty standards shall including the following:

(i) I the building meets cusrent Labor and Industry occupancy certification for a small
or large PCH, the secured unit shall be located at grade level'vf home with'an
outside enclosed areas such as a porch or patio located on same grade level adjacent

to the secured unjt.

(ii) U the building exceeds current Labor and Industry occupancy certification for a

small or large bmné, and meets C-1 or better Life Safety or BOCAIIBb Code for

2600228 Notification of termination

(5) Please delete cooperdte.

Please add aw:me_muimﬂ.tmuppmpmlzfauhapmnmlm
home.



Institutional or higher rating, an above-grade unit can be approved if all of the other -

stipulations of this Section are met,

{iif) A mechanical device, such ss & key, deadbolt or sliding bolt lock shall ot lock exit

doors.

(iv) Doors that open into the enclosed areas shall not be operated by an electronic or

magnetic locking system, or similar device.

(G R_uldc_nls shall hqve free and casy access 10 the enclosed areas year round, except

after dusk and during inclement weatber,

(vi) Doors that open onto areas such as parking lots, o other open, potentially unsafe

M. shall be permitted to be locked by an electronic or magnetic system.

{vii)Facilities shall provide a stat t from the facturer, specific to that t;ome,
vexi[’ying that the clectronic or magnetic system will shut down whea the fire alarm

system is activated, and that all doors will open easily and immediately,

(vii)) Written spproval or a variance shall be obtained from the Department of igbor
aud Industry, or from the Department of Health for C-1 or Better Life Safety or
BOCA/BC or the appropriate fire safety authority in the cities of Scranton,
Pittsburgh, and Philadelphis.




{ix) Fize slarm systems shall be interconnected to the local fire department, where
svailable, or » 24-bour mionitoring/security service approved by the Jocal fire
departinent.

(x) The bome shali provide' for even illumination and appropriate fevels of light to

maximize visioa.

(xi) The home sha}l minimize bazards and risk of falls through the provision ot‘stu:dy

furniture, ramps, and removal of clutter.

- () Environmental standards shall including the following:

(1) The home shall provide adequate exercise space, both indoor and outdoor.

(2) In order to help the resident live as fe v-:";y as possible ina d unit, the home

d in a bed 1 of its

shall ensure that no more than two residents sre b

size.

(3) Space shall be provided for privacy and for comron activities.

{4) The bome shall provide a full description of the envis | cues and way-finding

" assistance ta be utilized for the resident population.
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(c) Admission standards, including the following:

(1) A complete medical and cognitive t, which documents the need for the sesidenit

to be placed into a secured unit, shatl be completed for each resident prior to admission
to the hosme, which p:ovidés a secured unit. ]
(2) A licensed physician, or a éeriltn‘c assessment team shall complete such zssessmeats for

the resid: iring the d unit,

{3) A complete medical and cogniﬁ.vc assessment sball not be required for the rpouae or
- relative of the resident requiring the secured unit, if the spouse or relative does not have

4 diagnosis requiring the secured unit but ex;irusc.: a desire (o live with the resident.

(4) Each resident record shall bave documentation that the resident or the resident’s legal
op ive has d to the resident's admission or fec to the 4 unit.
(3) The bome shall maintain a written sgr ining a full di " < of services,

admission and discharge criteris, change in condiion policies, services, special

programming, aod cost and fees pertaining to the resident.

(d) Care standards, including the following:

2600.229 Secured unit requirements

c)(4) Why can a resident be placed into a personal care home based
go)lglzf on conse{xt of another person? In a mental health setting suchas a
Geriatric psychiatric unit a patient cannot be admitted if ﬂley. do x.xot
consent unless being involuntarily committed (302) and the time is very
linited. Again, this is an infringement of the rights
of the residents.

R



.

{1) The bome shall maintain the cusreat t of the resident to confirm the diagnosis

of the dementia and tbe assessment of other co-occurring bealth conditions,

{2) Within 72 hours of the admission or within 72 bours prior to the resident’s admission
1o the secured unit, a support plan shall be developed, implemented and documented in
the resident record and shalt identify the resident's physical, medical, social, cognitive,

and safcty needs, who will sddress such needs, and the responsible person.

(3) Such plans shell be reviewed at Jesst annually or as the resident’s condition changes.

(4) The resident or their Ieé:l represeatative or bot, shall be involved in the development

and raview of the support plan.

(¢) Discharge standards which provide that if the home initiates & discharge or transfer of 3
resident, or the legal entity chooses ta close the home, the administrator shall give » 60-day

=%

*s legal rep jve, and the referial

sdvance written notice to the resident, the

Yotmd
m

sgent citing the for the discharge ot transfer. This requi shall be stip
the resident-bome contract signed griét to admission to the secured unit. '

(9 Administrator training includi _u..---‘ ing:

2600.229 Secured unit requirements

(e) Why does a secured unit have a 60 day advanced written notice |
instead of a thirty day advanced written notice? '




(1) In addition to the training requirements found at §2500.57 (selating to sdministrator

training and orientation), the administrator of the bome with a d unit shall pl

" orientation related to dementia, sccured unit management, snd staff training.

{2) Ongoing education shall be comp y-tested training including the fo.llowingcontent

sreas specific to the stage of dementia and addressi g issues pasticular to the.
(0] Plxcht;socill issues.

(i) Specific culnrl issues.

(iiQ Psychologica? changes.

(iv) Functionsl co‘nsequeqces_nf other age-related discases.

() ‘ Interpersonat skills in communications and team building.

vi) (?awgiving f&llep‘ﬁ. .

(v.ii)Sexnality issues.

(viii) Nutrition issues.

idents -



(ix) Communication jssues with residents and family and therapeutic activities,

techniques, and swategics.
(x)~ Medication use, effects, and side effects.

(xi) Abuse prevention and resident rights consistent with the Older Adult Protective

Services Act (35 P.S. §§10225.101-10225.5102).

(2) In sddition to tbe training requirements found st §2600.58 (relating to staff training aad

Yrallstaffola d unit shall recéive and successfully pass competency-based

ining related to d ia, to include the following:

(1) Normal nging—copﬁtive, psycbologi ‘,lndf ional abilities of older persons,

(2) Definition and diagnosis cfdementil. description of reversible and irreversible causes,

" and explanation of diffe between d ia, delirium, and depression.

{3) Definition of dementia ind related disorders, progression, sta.ges, and individual

variability, .
{4) Communication techniques.

(5) De;cription of behavioral symptoms of dementia and how to manage resident behaviors.




(6) The role of personality, culture, aod environmental factors in bebavioral symptoms and

dementia care.

{7) The home's philoséphy of dementiz care, including mission statement, goals, policies and

A

procedures.
(8) Working with family members.
{(9)R for residents with demeatia and theis families.
- s
(1_0)1‘&0\ building and stress reduction for the staff, ) |

{11)Older Adult Protective Services Act (35 P.S. §§10225.701-.707)

(&) Residents of d units are idered to be tally i bile. In addition to the

requirements of §2600.56 (relating to siaffing ratios), the Department will exercise its option

to require additional staffing when necegsary.
() " Programming standards, inctuding the following: B ' i

{1) Activity programming in the secured unit, which shall maximize independence while

focusing on strengths and abilities.




(2) General activity programming, which shall be offered with s frequency that meets the
individual needs of the resideat.

(3) Resident participation in general activity programming, which sball:
(i) ‘Have 2 pmpose that the resident can lfs?reciat: and endorses.
(if) Be done voluntarily.
(iti) Respect the mitl{urnt's age and sociel status. . '
(iv) Take advantsge of the resident’s retained abilities.
) (j) Notification to the Department as fo}lows: » A . . ' . ;
(1) 60 days prior to the secured unit becoming operational for the first ﬁn.le, the legal entity
of the borne shall potify the apprapriate Department Regional Office in writing of the
bome's need or desire to implement a secured u;xit within ;he bome.

(2) If the home makes any changes ta the cwrent secured unit with respect to increase or

d of resident ity, change in locking system, additionsl doors to be locked, or

3

floor plan ch;nges. the legal entity of the home shall notify the appropriate regional field

licensing office in writing, 60 days prior to pletion of such chang
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(3) The foliowing d ts shall be included in the written notificetion:

(i) Name, address, and lcgal catity of the home.

(ii? Name of Administrator of the bc;mc.

{iii) Total resident populatfan ?[ the home. ) ) : ) .
{iv) Total resident }opun.ﬁon of the secmd wait,

(v Tn 119 ‘j s .ﬂd (3 r.
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(vi) Unit description.

+ (vii)Type of locking system.
(vii;) Emergency egress. l ‘ . . | T ' S | (
{ix) Sam;x!e of s two~yveck staffing schedule.

(i) Verification 44:[ completion o!'.ldditi!:mﬂ training requiremeants.

(xi} Operational description of the secured unit locking system of ail doors.




(xii)Manufacturer's statement regarding the secured unit locking system.

(xii) Writien approval or a variance from the Depactment of Labor and Industry, or the
appropriate fire safety suthority in the cities of Scranton, Pittsbargh, and

Philadelphia.

(xiv) Name of municipality or 24-hour mor'li(oﬁng service suintaining the

. interconnection with home's fire slarm system.

(xv) Statemnent from the local fire aod building code authoritics of meeting all applicable

ﬁuul:etylnd‘b"" g code requi

{xvi) A sample plan of care and service for the resident addressing the physical,
medical, socisl, cognitive, and safetylndeds. who will address such needs, and the

responsible person
(xvii) Activity standards to be followed.

(xviii) A sample of the complete medical and cogmitive pte-a-dmission assessment, which

is completed upon admission and reviewed and updated annually.

(xix) A ssmple consent form from the resident, or their legal sepresentative agreeing to

the resident’s placement in the secured unit.”




(xx) A sample of the written agreement containing full disclosure of services, admission

and discharge ctitcril; ciunge in condition policies, services, special ptogrammil'ng.

and cost and fees.
(xx) Description of eaviropmenta cues being utilized.

(xxii) A general fioor plan of the entire home.

r 7y 1

ugit,

(xxiii) A specific floor plan of the d atea, and exercise

space.
§2600,230. Mobility standards.

(a) An immobile person who does not require the services in or of a long-term care facility, but

whe does requite personal care services, may be admilted to a home 25 & resident.

(b) If a resident is determined to be imunobile as part of the initial or ennual standardized

screening i includi ',mobility ! specific requi lating to the

care, bealth and safety of an immobile resident shall be met immediately.

{c) The administrator shall notify the appropriate regional field licensing office within 30 days

when an immobile person is tdmingd to the home or the date, when a resident becomes




immobile in order for field office s1aff to evaluate compliance of the home with staffing

requirements for bomes bousing immobile residents.
RESIDENT RECORDS
§2600.241. Resident records.

() A separate record shall be kept for each resident.

(&) The entries in « resident’s record shall be permanent, Jegible, dated, and signed by (he person

making the eatry.
{c) The home shall maintai ident ds on dardized forms utilized by the bome.
- (d) Tte admini shall maintain individual resident records on the premises where the

resident lives. Resident records sball be made available to residents during normal working

hours.

() The home shall comply with §2600.17 (relating to confidenti lity of ds).

§2600.242. Conient of records. '

‘

(a) Each resident’s record shall include personal information such as:




—

(1) Toe name, gender, sdmission date, bisth date, and Sacial Security Number,
(2) The race, height, weight, ;olu of hair, color of eyts, and identifying mnk;.
(3) A current photograph of the residef:t that is no'more thm. 2 years (;ld.
(.4) L-ng;e or means of communication spoken or used by the resident.

(b) Each resident's record shall include emergency information sach as:

7 (1) The name, address, telephone number, and n.htiox.shlp' of a-designated person to be

contacted fn case of an emergency.

(2) The name, address, and telepb ber of the resident’s physician or of health

care and bealth insurance information, if any.

(3) The curzeot and previous 2 years’ physician’s examination reports, including copies of

_the medical evaluation forms.

{4) A list of prescribed medications.

(S) Dictary restrictions.

2600.242 Content of records

(a)2) Howisa pezsbnal care home permitted to ask a person their
race and what difference does that make in the service provided? Please

delete the word race.

(b)(3) Why are two years of previous medical
records needed? This would be difficult and in some

cases impossible to achieve.
personal care homes are not medical facilities.

Medical records are confidential. This VIOLATES
the residents right to confidentiality. The legal

implications of this needs to be explored.
The current medical evaluation form (MA51)

is .sufficient, and adeguately meets the needs of
the PCH. i R ’




—

(15) A tetmination notice, if any.
§2600.243. Record retention and disposal.

Each bome shall bave and utilize 2 policy acd prockdures for closure and storage of the original

oF reprograpbic zeproduction of sesiden ds.. The policy and procedure sbail include, butnot .

be limited to the following:

(1) The resident’s entire record shall be miin_uiu:_d for » minimum of 3 years following the

resident’s discharge from the home or until any audit or litigation is resolved.

(2) The resident’s record shall be destroyed 4 years after bis discharge fom the bome. The

2

'(3) The bome shall maintain a log of resident records destroyed on or afier the effective date

“records shall be destroyed in 8 that p confidentisali

of this Chapter. This Yog shall include the resident’s name, récord number, birth date,

dimission date, and discharge date.

§2600.244. Record Access and Security.

(n)Reco:dsohctive.md" harged residents shall be maintained in a confidential

which prevents unautborized access.




———————

©

@

An inventory of the resident’s personal property as vol ily declared by the resid
upon admission and, voluntarily updated.

Aninveatory of the resideot’s property entrusted to the administrator for safekeeping.
Financial records of residents receiving assistance with financial m;mgement

The reason for termination of services or transfer of the tesident, the date of transfer and

. the destination.

)

an

a2

V)

)

Copies of transfer and discharge summaries from hospitals, if svailable.

If the resident dies in the home, & record of the death of the resident.and a copy of the
official death certificste shall be retained in the ruider;t's file..

Sixned notification of rights, grievance procedures and applicable consent to teatment
protections specified in §2600.31 (refating to notification of rights and complaint
procedures), ' '

A copy of the resident-bome contract

Individual personal care services to be provifled and changes in the xcrvices:

2600.242 Content of records

| (12) Why does a personal care home need a signed consent for

treatment? Personal care homes are not medical facilities and we do
NOT treat. » '
(14) Is this something different than a support plan? Please clarify. Now

i i ired to documenty
we are being required to document what we are require
Should we just hire staff to write or do actual hands on work? .



each resident’s involvement in planning lﬂe relacation, except in the case of an
emergency. Each resident shall bave the right to choose among the available aiternatives
after an opportunity to visit the alternative bomes. These procedures will occur even if

the residenis are placed in a teroporary living situation.

(2) A resident will not be relocated if the Secretary of Public Welfare determines in writing

that the relocation is not in the best interest of the resident.

(d) The revocation of a licenss may terminate upon the Department’s determination thaf its -

violation is comrected.

(¢} If, after 3 months, the Depantment hias cause to refuse or to deny a new license for a bome,

- the prior license is revoked under this section

()R ion or non al under this section will be for a mini of 5 years.

(2) Abome, which bas had a license revoked orbno( renewed under this section will pot be
sllowed to operate, staff or hold an interest in a bome which applies for s license for

years after the revocation or non-renewal.

(f) 1f abome bas been found to heve Class I violations on two or more separate cccasions
duririg e 2-year period without justification, the' Department will revoke or refuse to renew

the license of the home.

(2) The power of the Department to revoke of refuse to renew or issue a license under this
section is in sddition to the powers and duties of the Depimnent under section 1026 of the

Public Welfare Code (62 P. S. §1026).

§16|)0.25i. Policies, plans, and procedures of the home.

All policies, plans, and ptoeedwe.x, which the home is required by these regulations to develop,

shall be implementzd and fallowed by the home. »

Chapter 2620, P f Care Home Licensing. Rescrved.
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October 22, 2002
. Teleta Nevius, Director 4 ' . ;
Department of Public Welfare PR
Room 316 Health & Welfare Building oL
P. O. Box 2675 ‘ dooon
Harrisburg, PA 17120 v

. Dear Teleta Nevius:

I am not opposed to additional training for the employees of personal care
homes. But it needs to be reasonable, goal oriented and hands on. As
administrators, we understand that we are getting residents who need far more
care than we were originally equipped to handle.

We also understand that there are some homes, which should be closed. But we

need to work together to accomplish new regulations, which make sense for all of
us.

| look forward to working with you to rewrite these regulations .

P hy||| Mrosco
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412-580-6940
October 22, 2002

Teleta Nevius, Director

Department of Public Welfare

Room 316 Health & Welfare Buuldmg
P. O. Box 2675

Harrisburg, PA 17120

Dear Teleta Nevius:

Regarding 2600.15(b) the reporting of abuse of a resident shouldn’t there also be
a requirement added to report family abuse.

| can be reached anytime at the above phone number or daily at my office, 412-
244-9901. You can also fax me at 412-244-1548 or e-mail me at

erosco@grane.com.

Thank you for your time in responding to my concerns.

Mrosco
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October 22, 2002

Independent Regulatory Review Commission
333 Market Street

14" Floor

Harrisburg, PA 17101

Dear IRRC:

I am writing in reference to the proposed Personal Care Home
regulations (55 PA. CODE CHS. 2600,2620). This is not the first time I
have written the Department of Public Welfare or legislators about the
changes that have been proposed in these regulations in the last year and
one half. Once again I find myself frustrated that despite the muitiple
comments and suggestions made by personal care home owners,
operators and staff on these regulations, I see the regulations have had
very little change in their content at this late stage in the approval
process.

I am a personal care home administrator. I am also a nursing home
administrator. I have seen what over-regulation has done to the nursing
home industry. It has created a mountain of paperwork, yet has had very
little impact on the care delivery to the residents. I see that same thing
happening in the personal care/assisted living industry if these
regulations are to be approved in their current state. The nursing home
industry is the most regulated health care industry there is, yet the
Department of Public Welfare has proposed changes that exceed what is
required in a nursing home; which takes care of sicker and more
dependent elderly people.

The Department of Public Welfare seems to believe that implementing
these changes would result in some cost to the facility, however, does not
seem to fully understand just how much cost. Some smaller facilities
will not be able to afford these changes and will go out of business.
Often these smaller homes take care of the indigent, those who are on
SSI or cannot afford to pay hardly anything at all for their care. Where
will these people go when these homes close? I don’t know of too many
personal care homes that can absorb many, if any, residents who can
only afford to pay about $800 a month (about what at SSI resident pays).



The Department of Public Welfare claims these regulations will not pose
any cost to the general public. However, the Department of Public
Welfare failed to explain that the cost of these changes would
undoubtedly end up getting passed on to the consumers in the form of
higher monthly fees. Facilities cannot be expected to incur these
additional expenses and just absorb the cost. Despite what many seem to
believe, many personal care facilities are not big money makers, if they
make any money at all.

Twenty-five percent of my residents are either on SSI or receive a
significantly reduced monthly rate because they cannot afford to pay the
normal monthly fee. As a result, my facility, which is non-profit,
struggles each month to just break even. Implementing these changes
will have a significant financial impact on my facility. It will probably
not put my particular facility out of business, but we would need to make
some drastic reductions in other expenses that would reduce the standard
of service we want to provide. We will also have no choice but to
become more selective with our admissions because we may no longer
be able to afford to care for residents who may immobile or require a
moderate amount of assistance. I am sure that we will not be alone with
these changes. When residents cannot afford a personal care facility it
cannot be assumed that they will be approved for medical assistance and
can move into a nursing home. If their level of care is assessed by the
Area Agency on Aging as NOT needing a nursing home, the resident
cannot move into a nursing home and have medical assistance pay for
them. What will happen to this segment of the population who can no
longer afford a personal care home or require more care than a personal
care home can afford to provide, but yet can’t get into a nursing home?

I am a member of a very active personal care home association. I know
that many, many comments have been given to the Department of Public
Welfare on these regulations. I know that this association has been told
that good points were made and that changes would be made in the final
drafts. Yet, the Department of Public Welfare was not good on its word.
The Department of Public Welfare did not embrace, in good faith, this
organization’s desire to become involved in this regulatory process. This
organization is not opposed to changes in the existing regulations. We
support enforcement of the current regulations, which the Department of
Public Welfare has failed to do consistently. We support regulations that
would improve the quality of care and ensure the health and safety of the
residents. However, these regulations need to have logic, need to be
reasonable and need not be higher than what is required in health care
settings that provide a higher level of care. And most of all will not result
in higher cost to the residents.



I have enclosed a rather lengthy attachment that contains my questions,
comments and suggestions on the changes in the regulations that I find
are unclear, unnecessary or excessive. I would appreciate a review of
these comments and I am requesting that the regulations proposed in the
PA Bulletin are stopped until The Department of Public Welfare can
establish a set of regulations that are reasonable, fair, and economical.

I would appreciate a written acknowledgement of the receipt of this
letter.

Sincerely,

//MW/
Karen Russell

Administrator

The Arbors at Valencia Woods
85 Charity Place

Valencia, PA 16059



Comments of Proposed Personal Care Home Regulations

2600.20 Resident Funds

(b) (1)

There shall be documentation of counseling sessions, concerning the use of funds and
property, if requested by the resident.

Comment: This makes the facility sound like they should be giving the resident advice as
to how to use their money. The facility does not have the role of a financial planner. I
believe this item should be removed from the regulations.

“4)

The resident shall be given funds requested within 24 hours if available, and
immediately, if the request is for$10 or less. This service shall be offered on a daily
basis.

Comment: If funds are not available in 24 hours, then what? Most facilities have tight
management of the resident’s personal funds. Access to these funds is usually limited to
key staff. Access to these funds is not something that facilities would want all staff to
have access to. This regulation would require any staff to have accessibility to be able to
give the residents their money at any time. This is too risky. It leaves the facility too
open for liability. After all, banks aren’t open 24 hours a day to access your money. Why
would this be necessary for PCH residents? There needs to be some control for
protection of the residents’ funds. My recommendation is that funds be available within
72 hours and $10 be available Monday through Friday during normal business hours.

9
The home should give the resident an annual written account of financial transactions on
the resident’s behalf.

Comment: This should be changed to be at the request of the resident.

(12)
Upon discharge or transfer or the resident, the administrator shall immediately return the
resident’s funds being managed or being stored by the home to the resident.

Comment: I have the same objection as in (4). Funds of this type, could be a large
amount) are not usually housed at the facility. The money is kept in a bank or at another
location (example, business office that could be at another location). Personnel who
would have access to these funds are not available 24 hours a day. My recommendation is
to have these funds available to the resident within 72 hours.



2600.26 Resident-home contract: information on resident rights

2)

The actual amount of allowable resident charges for each service or item. The actual
amount of the periodic-for example, monthly-charge for food, shelter, services and
additional charges, and how, when and by whom payment is to be made.

Comment: Most facilities do not have separate charges for food and shelter. This
regulation needs some clarification. I don’t think we are really expected to separate food
cost from shelter cost from board cost, are we?

2600.29 Refunds

(d)

If the home does not require written notice prior to a resident’s departure, the
administrator shall refund the remainder of the previously paid charges to the resident
with 7 days of the date the resident moved from the home.

Comment: Refund timelines should be consistent with 30 days. It is nonsensical to have
various refund time limits depending on the circumstance.

(e)

If a resident is identified as needing a higher level of care and is discharged to another
facility, the home must provide a refund within 7 days from the date of discharge when
the room is vacated or within 7 days from notification by the facility.

Comment: Again, timelines should be consistent with 30 days. It is nonsensical to have
various refund time limits depending on circumstances.

2600.31 Notification of rights and complaint procedures

&)

A resident and, upon their request, his family and advocate, if any, shall have the right to
access, review and request modification to the resident’s record.

Comment: I agree with being able to have access to and review the resident’s record,
but I need clarification on “and request modifications to the resident’s record”. Does this
mean we must modify the record at the resident’s request? They may request a
modification that is not accurate. This regulation needs clarification.

2600.32 Specific Rights.
@

A resident shall be informed of the rules of the home and given 30 days’ written notice
prior to the effective date of the new rule of the home.

Comment: A facility may implement a new rule to protect the health and safety of the
residents. In a case like that, the notice should be able to be given with less than a 30
days notice. I recommend that an alteration to this regulation be made to state



“ A resident shall be informed of the rules of the home and given 30 days’ written notice
prior to the effective date of the new rule of the home. If a new rule is implemented to
protect the health and safety of the resident, less than 30 days notice may b given.”

(x) A resident shall have the right to immediate payment by the home to resident’s money
stolen or mismanaged by the home’s staff.

Comment: [ have the same objection as earlier. Funds are stored for safekeeping and
not accessible for disbursement 24 hours a day.

(z) A resident shall have the right to be free from excessive medication.

Comment: Who has the authority and knowledge to determine what is excessive? Isa
not skilled, non-medical inspector going to make this decision? Ultimately, medication
management is the responsibility of the physician, not the facility. This item needs
removed from the regulations. I do not see how the Dept of Public Welfare is going to
determine what is excessive.

2600.53 Staff Titles and qualifications for administrators
(@
The administrator shall have one of the following qualifications:
(1) a valid license as a registered nurse from this Commonwealth
(2) An associate’s degree or 60 credit hours from an accredited college or
University
(3) A valid license as a licensed practical nurse, from this Commonwealth and one
Year of work experience in a related field
(4) A valid license as a Nursing Home administrator from this Commonwealth

Comment: I believe that an administrator should have a minimum of a high school
diploma or GED, but I believe the other requirements may be too high. Currently, there
are many PCH administrators who don’t meet these requirements and that does not mean
they are not good administrators.

2600.54 Staff titles and qualifications for direct care staff

1)
Be 18 years of age of older

Comment: Most facilities employee employees under the age of 18 and they work out
just fine. To eliminate this age group from employment would limit each facility’s
ability to find staff, particularly on the evening shift. Finding staff that want to do this
type of work is difficult enough as it is. Granted not every 16 or 17 year old is cut out for
this work, but that should be left to the discretion of the administrator. Current
regulations require that any staff under the age of 21 not be left alone in the facility and 1
believe that regulation is sufficient. My recommendation is to remove this requirement
from the regulations.




2)
Have a high school diploma or GED.

Comment: Just because you do not have a high school diploma or GED does not mean
that you can’t be caring, compassionate and a good worker. These traits are far more
important to the job that a diploma. My recommendation is to remove this requirement
from the regulations.

2600.55 Exceptions for staff qualifications

(b)

A staff person who transfers to another licensed home, with no more than a one-year
break in service, may work in the same capacity as long as he meets the requirements
outline in subsection (a)

Comment: This requirement is ridiculous. You could have an employee who has been
doing this work for 10 years and takes a year off to care for elderly parents or have a
baby. This person would then no longer be eligible to return to work in a PCH? Does this
then mean that if this person did not have a high school diploma or GED he could not
work in this field again? My recommendation is to remove this requirement from the
regulations. If you are grand-fathered, you are grand-fathered. There should not be
restrictions with a break in employment.

©

A 16 or 17 year old may be employed as a staff person at a home, but shall not perform
tasks related to medication administration, and the incontinence care or bathing of
persons of the opposite sex.

Comment: [ need clarification on this. This seems to contradict 2600.54(1). I agree that
a 16 or 17 year old should not be involved with medication, but I do not see any
justification to having that person do incontinence care or bathing of the opposite sex.
This requirement needs clarified and changed to allow incontinence care and bathing of
persons of the opposite sex.

2600.56 Staffing

©

An administrator, or a designee who is 21 years of age or older and meets the
qualification outlined in 2600.54 shall be on the premises on a 24 hours basis. The
administrator shall be present in the home an average of 20 hours per week or in the
alternative, his designee must meet all of the qualifications and training for an
administrator under 2600.53.



Comment: This item needs clarification. Does this mean that if an administrator is on
vacation, another qualified administrator has to be in the facility? If so, this would mean
each facility would need at least two qualified administrators on staff. Thisisn’tevena
requirement in nursing homes.

&)

When regularly scheduled direct care staff persons are absent, the administrator shall
arrange for coverage by substitute personnel who meet the direct care staff qualifications
and training requirements

Comment: Facilities would not be able to staff their buildings during staffing shortages,
vacations, etc., if this requirement is to be met. Many facilities use agency home health
aides or certified nursing assistants on a temporary basis. These folks would not
necessarily have the same training that is required. My recommendation is to make an
exemption for temporary staff and require that staff that will do direct, hands on care of
the residents either be a nurse, certified nursing assistant or home health aide. Fire safety
and resident rights should be reviewed with temporary employees. Require that if
temporary help is being used and they are a nurse, home health aide or certified nursing
assistant and are being used for a consecutive period of 30 days of more, then the same
training requirements would apply. If they are being used on an interim basis or less than
a 30 day stretch of time, the training requirements would not be necessary if there was at
least one other qualified and trained person in the facility with them.

2600.57 Administrator training and orientation

(6)

Mental Illness and gerontology, which shall include but not be limited to:
(i1)

care for persons with dementia and cognitive impairments

(iid)

care for persons with mental retardation

Comment: If you are not planning to or do not work with those populations, I do not
believe training in both areas is necessary. Many facilities do not have residents who are
mentally retarded and I don’t see where training in that area is necessary if they don’t
service that population.

2600.58 Staff training and orientation

©

Training of direct care staff hired after the effective date of this regulations shall include
a demonstration of job duties, followed by guided practice, then proven competency
before a newly hired direct care staff may provide unsupervised direct care in any
particular area. Prior to direct contact with residents, all direct care staff shall complete
and pass the following competency-based training including, but not be limited to the
following.....



Comment: First, to not allow direct resident contact until a test is passed is not in the
best interest of the employee or facility. An employee needs to have some direct contact
with residents to even make sure this is the type of work they want to do. Sometimes
facilities spend an enormous amount of time and money on a new hire only to find out
that the employee has decided this is not the work for them. To require all of this training
and testing prior to resident contact will not allow the employee to get a true sense of the
job.

Who will create these competency tests? Will the facility and administrator be
responsible for developing these tests? Do you realize what great variance the Dept of
Public Welfare will see in these tests from facility to facility? Will these tests really be
an accurate predictor of performance and competency? This section needs re-worked and
clarified.

(e

Direct care home staff shall have at least 24 hours of annual training relating to their job
duties. Staff orientation shall be included in the 24 hours of training for the first year of
employment. On the hob training for direct care staff may count for 12 out of the 24
training hours required.

Comment: The number of hours required in excessive. This is a higher training
requirement than nursing homes require which take care of sicker and more dependent
elderly. Requiring each employee to have the equivalent of three full days of training
each year would be very costly to the facility and would make it very difficult to cover
the staff who provide care to the residents when they are getting training. For my small
facility alone, I would have to cover the equivalent 54 days of direct care while
employees are getting training. This extra expense will undoubtedly get passed on to the
consumer in the form of higher rates. I am in total support of increased training
requirements, but I believe 12 hours (the equivalent of what is required in nursing homes)
is sufficient and reasonable.

(7) (vii)

Comment: What exactly are de-escalation techniques? I have a Bachelor’s degree in
Gerontology, a Master’s Degree in social work and I am a licensed nursing home
administrator and I have never heard of de-escalation techniques nor have I ever heard
that learning such techniques are critical to working with the elderly population. Who
would be qualified to teach such techniques? This item needs clarification

2600.60 Individual staff training plan

Comment: Again, | support increased training requirements; however, requiring
individual documented staff training plans is an excessive requirement. This is not even
a requirement in a nursing home setting. Annual training should be required on
designated topics and the administrator should track attendance as currently required.
The administrator should have the discretion to decide if a particular employee is in need




of additional training in a particular area and see that he gets it. An individual plan for
each employee is not necessary and time consuming.

2600.59 Staff Training Plan

Comment: These requirements to annual develop a plan, have questionnaires, collect
feedback, and are again excessive. A facility would just about have to dedicate someone
at least on a part-time basis just to handle this training and documentation, especially if
you are a medium to large facility. Smaller facilities with small staffs would probably
find this impossible to do. The resources to implement and create such a plan would just
not be available. If this requirement was to be approved, it is going to be an additional
expense for the facility in staff time and inservice materials. This cost will end up being
passed on to the residents in the form of higher monthly fees. My staff development
coordinator in the nursing home that I work in isn’t required to implement this type of
plan and documentation.

2600.101 Resident Bedrooms

(©)

Each bedroom for a resident with a resident with a physical immobility shall have 100
square feet per resident or allow for easy passage between beds and other furniture...

Comment: Eliminate any reference to greater square footage requirements for immobile
resident. The regulation should maintain the current square footage and allow for easy
passage between beds and other furniture.

(®
There shall be a minimum of one comfortable chair per resident per bedroom. The
resident shall determine what type of chair is comfortable.

Comment: Eliminate the statement “The resident shall determine what type of chair is
comfortable”. You will have residents who think nothing but a Lazy Boy is comfortable
and facilities cannot be expected to meet each resident’s definition of comfortable.

2600.102 Bathrooms

()
Individual toiletry items including toothpaste, toothbrush, shampoo, deodorant, comb,

and hairbrush should be made available.

Comment: This item needs the addition of “These items may be at a charge to the
resident” unless the resident is SSI. Otherwise, this requirement reads as if the facility
should provide these items at no cost to the resident.

2600.130 Smoke detectors and fire alarms
(e)



If one or more residents or staff persons are not able to hear the smoke detector or fire
alarm system, all smoke detectors and fire alarms shall be equipped so that each person
with a hearing impairment will be alerted in the event of a fire.

Comment: If1am interpreting this requirement correctly this would mean that if a
facility had even one deaf resident, all smoke detectors in the building would require
strobe lighting in addition to an audible noise. This requirement is excessive. It is not
even a requirement in a nursing home. I agree that some smoke detectors should have
strobe lighting at various locations in the facility, but to require this on each smoke
detector is not necessary and expensive. It would cost my facility between $500 and
$750 to make this modification. My facility is fully sprinklered, has smoke and heat
detectors and is connected to a 24 hour alarm monitoring service and fire company. This
should be sufficient.

2600.132 Fire Drills

(d)

Residents should be able to evacuate the entire building into a public thoroughfare, orto a
fire safe area designated in writing within the past year by a fire safety expert within 2 2
minutes or within the period of time specified in writing within the past year by a fire
safety expert.

Comment: Evacuating a dorm building with young, mobile students would probably be
impossible to do in 2 2 minutes. This is an impossible requirement for personal care
homes. Yes, the regulation states that if a fire safety expert agrees that a longer period of
time is acceptable, but what fire safety expert will be willing to determine what a
reasonable period of time is for evacuation? Who came up with this time requirement?
Since many facilities are sprinklered and have fire doors in various locations through the
facility, the evacuation of the entire facility would likely never be needed.

@
Elevators shall not be used during a fire drill or a fire.

Comment: Elevators can be used during a fire with the approval and supervision of the
fire company. It is not forbidden or against any law to use elevators during a fire if safe
to do so. As I mentioned earlier, many facilities have various fire zones with fire doors
and an elevator may not be anywhere near the site of fire and, therefore, could be used for
transport. If this would be required, facilities would not be able to put anyone above the
first floor that could not walk up or down stairs. This would eliminate a large percentage
of residents living in facilities on the second floor or above.

2600.161 Nutritional adequacy

(2)
Drinking water shall be available to the residents at all times. Other beverages shall be

available and offered to the resident at least every two hours.




Comment: It is excessive to require that other beverages be offered every two hours.
This is not a requirement in a nursing home with sicker more dependent residents unless
the resident is at risk for dehydration. Other beverages should be available at any time
when requested. It is not necessary for the personal care home population to be offered
something to drink every two hours unless there is a physician’s order that says it is
necessary to do so. This requirement, as written, would indicate that this must be offered
every two hours around the clock. Even when they are in bed?

2600.162 Meal Preparation

()

Adaptive eating equipment or utensils shall be made available and meet the needs of the
residents.

Comment: The requirement needs the addition of “The resident may be charged for this
adaptive equipment”. Otherwise, residents/families will think that adaptive equipment
(which can be costly) should be provided at no cost.

2600.171 Transportation
(a) The following requirements apply whenever staff person, or volunteers of the
home provide transportation for the resident. These requirements do not apply if
transportation is provided by a source other than the home.

Comment: If these requirements do not apply (and I don’t believe they should) to
persons providing transportation other than the home, why should they apply to the
home? What is the significance of having a person present in the vehicle that meets the
required training of direct care staff if it is okay to put them in a vehicle where someone
else is driving that doesn’t have this training?

Medication
2600.181 Self -administration

Comment: The definition of self-administration is no clearer to me now as it has ever
been. Even the inspectors can’t seem to agree on what the definition of self-
administration is. [ am not in support of any regulations that would require a nurse or
physician to assist with medications. It isn’t necessary. You can help your grandmother
with her medications, why couldn’t you help a resident if you have some knowledge
About what you are doing? It is near impossible to find nurses these days. Personal care
homes will NOT survive if this becomes a requirement. I am in support of a standardized
teaching program that would teach someone how to assist with medications and a
standardized competency exam following training before an employee would be
permitted to assist with medications.

2600.182 Storage and disposal of medications and medical supplies
(d)



Prescription, OTC and CAM shall be stored separately.

Comment: Why? I don’t see any good reasonable why a resident’s medication should
not be stored together. You store them together in your own home. Nursing homes and
hospitals store these items together. You would need extra med carts to do this. That
would lead to an additional expense to the facility. It would also take much longer to
assist with medications. There is no logic to this requirement whatsoever.

2600.186 Medication Records

(b)

If the home helps the resident with self-administration, then a medication record shall be
kept to include the foliowing for each resident’s prescription, OTC and CAM:

2)
possible side effects

3)

contraindicated medications.

Comments: To keep a list of possible side effect for each medication that each resident
in the facility is on would be a mountain of work for the pharmacy. I would think that
requiring a physician’s desk reference (PDR) on hand to reference would be sufficient.
Additionally, most pharmacy computers are already set up to flag any contraindications
between medications. I do not believe having a list of all possible contraindicated
medications is necessary. Again, finding a pharmacy to give you a list for each
medication for each of your residents would be expecting the impossible. Again, having
a PDR available for reference would address this.

2600.225 Initial assessment and the annual assessment

(b)
The resident’s initial assessment and his annual assessment shall include the following
areas:

(6)

TADL assessment

Comments: I would clarify what IADL’s are. I do not believe most staff in a personal
care home knows what IADL’s are. It is terminology that is not commonly used.

2600.228 Notification of termination

(h)

The only grounds for discharge or transfer of a resident from a home are for the following
conditions:

Comments: The approved reasons for discharge do not include any reference to a
resident consistently violating the house rules or infringing consistently upon the rights of



the other residents. There needs to be a provision for this or facilities will be forced to
keep residents who are disruptive to others.



