DEPARTMENT OF PUBLIC WELFARE
11 Stanwix Street
Room 230
Pittsburgh, Pennsylvania 15222

ADULT RESIDENTIAL LICENSING Phone: (412) 565-5616/5614
Toll Free: 1-888-322-3664
Fax: (412) 565-5633/565-2840
www.dpw.state.pa.us

Mailing Date: AUG 8 o0

Ms. Loriann Putzier, Executive Vice President
Tithonus Mt. Lebanon, LP

6600 Brooktree Court, Suite 1000

Wexford, Pennsylvania 15090

RE: The Pines of Mt. Lebanon
1637 Washington Road
Pittsburgh, Pennsylvania 15228

Dear Ms. Putzier:

As a result of the Department of Public Welfare's licensing inspection on May 2,
2011 of the above personal care home, the violations with 55 Pa.Code Ch. 2600
(relating to Personal Care Homes) specified on the enclosed Violation Report were
found.

All violations specified on the enclosed Violation Report must be corrected by the
dates specified on the Violation Report and continued compliance with 55 Pa.Code Ch.
2600 must be maintained. As soon as each violation is corrected, notify the
Department’s Regional Office of Adult Residential Licensing so that compliance can be
verified.

Sincerely,

N o
s ;

7 §
Jil Pezzino
Regional Licensing Administrator

Enclosure(s)
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NAME AND ADDRESS OF PERSONAL CARE HOME CURRENT LICENSE NUMBER
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SIGNATURE F L DATE JREGIONAL LICENSING APPROVAL OF PLAN OF DATE
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; ‘ PLAN OF CORRECTION
DATE On April 27, 2011, the Executive Director DATE
REGULATION VIOLATION COMPLIANCE received a report of suspected abuse COMPLIANCE
55 Pa.Code §2600 VERIFIED BY concerning resident # 1. The Executive VERIFIED BY
152 On 04/27/11, at approximately 2:00a.m., Staff Director conducted a thorough
The home shall person A overheard staff person B yelling at investigation into the allegation. The
immediately report resident #1 to lay back down and go to sleap. 42711 Department of Welfare, Area on Aging
Resident #1 told staff person C that he/she had i ’ i i f
suspected abuse of - and the resident’s family were notified o
a resident served in been grabbed by the chin, and pushed back hard the incident. Staff ber C
the home in on the bed. Staff person C stated that resident #1 ¢1ncident. Staki memper ( was
accordance with the | 2Ppeared scared and kept holding [illjaw." Staff suspenf:led pending the investigation. The
Otder Adult persons A and C failad o implement the home's allegation of abuse was substantiated and
. resident abuse policy, and did not immediately staff member C was terminated.
zgt’t(%csﬁ;e geggces report the incident to the homa's administrator, but
10225 70‘1 ___'_10225 waited until after their shift ended at 6:00 a.m. on
707) and 6 Pa. Coda | 94/27/11. On 04/27/11, staff person B provided From June 15 thru Junec 23, 2011, the
§15.21—15 27 unsupervised care of rasidents in the home Executive Director and/or Director of
(refating to réporﬁng between 2:00 a.m. - 6:00a.m. The home began Resident Care Services conducted in-
st an internal investigation on 04/27/11 at 1:00 p.m., . . :
spected abuse) & : services with all staff members to discuss
and comply with the | 2 Sta person B was suspended uni 8/18/11 Resident Rights, 2600.201 Saf
requirements terminated by the home. MCS' en gt TS’ e . ?:l ; dent
anagement Techniques, and Residen
regardi
regtrictizgrjrs on Abuse Reporting and the requirement of
staff persons. immediately reporting suspected abuse to

Western Region

JUL 29 20

a supervisor. {See attached) In addition,
as part of our ongoing staff education,
there is an Elder Abuse and Neglect. in-
service scheduled for August 18, 2011.
This training will be provided by

Adult Residential Licensing

RN from Gallagher Home
Health.
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NAME AND ADDRESS OF PERSONAL CARE HOME

THE PINES OF MT LEBANON, 1537 WASHINGTON ROAD PITTSBURGH, PA

15228

433610

CURRENT LICENSE NUMBER -

INSPECTION DATES (Include all dates of the inspection)

05/02/2011

REGIONAL REPRESENTATIVE
N. Mandock, T. Newman

representatives produce the plan)

PRINTED NAME AND TITLE OF LEGAL ENTITY REPRESENTATIVE SIGNING PLAN OF CORRECTION (Required on FIRST PAGE only uniess multiple

SIGNATURE

DATE

REGIONAL LICENSING APPROVAL OF PLAN OF

DATE

LEGAL ENT
CORRECTION |
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v ) / PLAN OF CORRECTION

DATE {inchude a step-by-step plan to correct the specific DATE
REGULATION VIOLATION COMPLIANCE violation, as well as a plan to assure the violation | COMPLIANCE
55 Pa.Code §2600 VERIFIED BY does not recur) VERIFIED BY
15a On 04/27/11, at approximately 2:00a.m., staff
person A overheard staff person B yelling at
;:; 2;:1&3“;':)0“ resident #1 to kay back down and go to sleep.
suspected abuse of Resident #1 fold staff person C that hefshe had The Executive Director will continue to
a resident served in | P@en grabbed by the chin, and pushed back hard review and discuss the communities’
the home in on the bed. Staff person C stated that resident #1 . \ . .
“ N orientation materials, chapter specific, and
accordance with the appeared scared and kept holding JJlfaw.” Staft
Older Adult persons A and C failed to implement the home's o . Employee Handbook that addresses the
Protective Services | resident abuse policy, and did not immediately ngong Older Adult Protective Services Act. This
Act(35P. S. §§ report the incident to the home's administrator, but includes the definition of Resident Abuse
10225 70'1_'_.1 0225 wailed until after thelr shift ended at 6:00 a.m. on and the i ediate reporti f ted
707) and 6 Pa, Gode | 04/27/11. On 04/27/11, staff person B provided mmeciate reporting ot suspecte
§1 5) 21—1§ 27 €| unsupervised care of residents in the home abuse along with Resident Rights. This
(relaiing to rép orting belween 2:00 a.m. - 6:00a.m. The home began training is part of new employee
suspected abuse) an intemal investigation on 04/27/11 at 1:00 p.m., orientation and annual training.
and comply with the and staff person B was suspended until
requirements terminated by the home. _
regarding G -3 Al drxecX oa b€ ol
restrictions on Sk iR 1 reludn &
staff persons, T R -~ ot
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CURRENT LICENSE NUMBER
433610

INSPECTION DATES (Include all dates of the inspection)
05/02/2011

PRINTED NAME AND TITLE OF LEGAL ENTITY REPRESENTATIVE SIGNING PLAN OF CORRECTION (Required on FIRST PAGE only unless multiple
representatives produce the plan)

SIGNATURE QF LEGAL ITY DATE REGIONAL LICENSING APPROVAL OF PLAN OF DATE
CORRECTION ,
Vel QAP | %S
AN AN O
/ PLAN OF CORRECTION
DATE On April 27, 2011, the Executive Director : DATE
REGULATION VIOLATION COMPLIANCE received a report of suspected abuse COMPLIANCE
55 Pa.Code §2600 VERIFIED BY concerning resident # 1. The Executive VERIFIED BY
15b | Ono4r27111, at approximately 2:00a.m., staff Dlrect‘or clond}lcted a ‘h°r°“$h
If there i person A overheard staff person B ysliing at investigation into the allegation. The
al eg;: o'i ":‘r; abuse resident #1 to lay back down and go to sleep. Department of Welfare, Area on Aging
of 2 resident E:esr-‘deg #1 tokd iha:fcm ¢ that ggfg;gkh:gm 42711 and the resident’s family were notified of
involving a home's onth egb edhbesdh¥f person C statgd that resident #1 the incident. Staff member C was o 2 =
stafi person, the “appeared scared and kept holdingliililfaw." Staff suspended pending the investigation. The = 8 &
:;?r':nl:dsiggiy davelgp | POrsons A and C failed to implement the home's allegation of abuse was substantiated and g__ -
and implemant a resident abuse palicy, and did not immediately staff member C was terminated. 22
plan of supervision report the incident to the homes administrator, but § =
it til after thair shift ended at 6:00 a.m. S
orsuspend the staft | Tt wiam pera & oo™ From June 15 thru June 23, 2011, the S5
%i?g;’:&ogmg“ unsupervised care of residents in the home Executive Director and/or Director of ggg :
' betyv?en 21‘90 a"t'i‘é -t?‘:ona.r& ’21;,’,'15 1h°t'“190%°93“ Resident Care Services conducted in- 8.§ﬁ
an intornal investigation on at i: p.m., : : :
and staff person B was suspended until services Wl_th all staff members to discuss o] 8
terminated by the home. 8/18/11 Resident Rights, 2600.201 Safe D
Management Techniques, and Resident
Abuse Reporting and the requirement of
immediately reporting suspected abuse to
oy Tt a supervisor. (See attached) In addition,
Wes LI g 51S0 as part of our ongoing staff education,
there is an Elder Abuse and Neglect. in-
JUL 29 service scheduled for August 18, 2011.
boL e This training will be provided by |
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RN from Gallagher Home
Health.
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NAME AND ADDRESS OF PERSONAL CARE HOME
THE PINES OF MT LEBANON, 1537 WASHINGTON ROAD PITTSBURGH,PA 15228
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CURRENT LICENSE NUMBER

INSPECTION DATES (Inclode 2l dates of the inspection)

05/02/2011

REGIONAL REPRESENTATIVE
N. Mandock, T. Newman

PRINTED NAME AND TITLE OF LEGAL ENTITY REPRESENTATIVE SIGNIN

representatives produce the plan)

G PLAN OF CORRECTICN (Required on FIRST PAGE only unless multiple

SIGNATURE OF LEGAL ENTITY

DATE

REGIONAL LICENSING APPROVAL OF PLAN OF
CORRECTION

DATE
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/ PLAN OF CORRECTION
DATE (inclnde a step-by-step plan to correct the spec'iﬁc DATE
REGULATION VIOLATION COMPLIANCE violation, as well as a plan to assure the violation COMPLIANCE
55 Pa.Code §2600 VERIFIED BY does not recur) VERIFIED BY
15b On 04/27/11, at approximately 2:00a.m., staff
If there is an person A overheard staff person B yelling at
allegation of abuse resident #1 to lay back down and go to sleep.
ot o resident Resident #1 told staff person C that he/she had o _ _
involving a home's been grabbed by the chin, and pushed back hard The Executive Director will continue to
staff person, the on the bed. Staff person C stated that resident #:f review and discuss the communities’
home shall appeared scared and kept hoiding [fifiaw." Sta orientation materials, chapter specific, and
immediately deveilo persons A and C failed to implement the home's Emol Handbook that ad
nd imoi en¥e nta P resident abuse palicy, and did not immediately . mployee Handbook that addresses the )
alan ofps upervision report the incident to the home's administrator, but Ongoing Older Adult Protective Services Act. This
gr suspen dl lh'e staff | waited until after their shift ended at 6:00 a.m. on includes the definition of Resident Abuse
person involved in S:fu?’ 1 '-&'&%‘ﬁﬁ } gggﬂﬁ’:ﬁ‘;ﬁf&ﬁz"ed and the immediate reporting of suspected
the alleged incident. | o een 2:00 am, - 6:00a.m. The home began abuse along with Resident Rights. This
an internal investigation on 04/27/11 at 1:00 p.m., training is part of new employee
and lstaif egers%r: Bhwas suspended until orientation and annual training.
termina e home.
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REGIONAL REPRESENTATIVE
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v ! PLAN OF CTION
DATE On April 27, 2011, the Executive Director DATE
REGULATION VIOLATION COMPLIANCE received a report of suspected abuse COMPLIANCE
55 Pa.Code §2600 VERIFIED BY concerning resident # 1. The Executive VERIFIED BY
42b On 04/2711, at approximately 2:00a.m., staff Pirect.or c.o nd_u cted a thorough
Aresidentmaynot | PSrSon A overheard staff person B yelling at investigation into the allegation. Thfa
be neglected, resident #1 to lay back down and go to sleep. Departmen‘t of Wclfarg, Area on Aging
intimidated, E:;dgg:b;?:fﬁ:‘ﬂ:cﬁﬁﬁsgzhggfggzkhﬁgrd a7 and the resident’s family were notified of
gﬂﬁfgllyngmlv on tha bed. Staff person C Stated that resident #1 the lnchdilnt. T‘il.e m.:;pqctcd v.;:_mptlp ye%v:s o
subject é dto " | “appeared scared and kept hoiding Wiav. star Suspende 1 pending the investigation. =
corporal punishment | PerSons A and C failed to imploment the home's investigation reveal_ed that staff member D
or disciplined inany | reSidentabuse policy, and did not immediately while providing resident care. The % 3
way. report the incident to the home's administrator, but allegation of abuse was substantiated and S
waited until after thelr shift ended at 6:00 a.m. on . § S
04/27111. Staff person B provided unsupervised the employce was terminated. =
care of residents in the home between 2:00 a.m. %3
- 6:00a.m. The home began an interal From June 15 thru June 23, 2011, the 83
investigation on 04/27/11 at 1:00 p.m., and staff Executive Director and/or Director of g_g
ﬁg,'f,g_" B was suspended untilterminatad by the Resident Care Services conducted in- o
services with all staff members to discuss
8/18/11 Resident Rights, 2600.201 Safe
Management Techniques, and Resident
/ i Abuse Reporting and the requirement of
W eStern Reg 1on immediately reporting suspected abuse to
a supervisor. (See attached) In addition,
JUL 26 orm as part of our ongoing staff education,
L 29wl there is an Elder Abuse and Neglect. in-

service scheduled for August 18, 2011.
This training will be provided by SR
RN from Gallagher Home

S

Health.

Coht o
Vart feop



@ gp\bg 3

VIVLALIUN KEPFUKL CDY\*;
PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 a 3
NAME AND ADDRESS OF PERSONAL CARE HOME CURRENT LICENSE NUMBER
THE PINES OF MT LEBANON, 1537 WASHINGTON ROAD PITTSBURGH,PA 15228 433610

INSPECTION DATES (Include all dates of the inspection)

05/02/2011

REGIONAL REFRESENTATIVE
N. Mandock, T. Newman

PRINTED NAME AND TITLE OF LEGAL ENTITY REPRESENTATIVE SIGNING PLAN

representatives produce the pian)

OF CORRECTION (Required on FIRST PAGE only unless multiple

SIGNATURE OF LEGAL ENTITY DATE REGIONAL LICENSING APPROVAL OF PLAN QOF DATE
CORRECTION
/2 AP [ &6
/A — ),
]’ r PLAN OF CORRECTION
DATE (include a step-by-step plan to correct the specific DATE
REGULATION VIOLATION COMPLIANCE violation, as well as a plan to assure the violation COMPLIANCE
55 Pa.Code §2600 VERIFIED BY does not recur} VERIFIED BY
42b On 04/27/11, at appraximately 2:00a.m., staff
persan A overheard staff person B yelling at
bﬁfa!?::{terélay not residant #1 to lay back down and go 1o sleap.
it Resident #1 told staff person G that he/she had . o
physically or verbally been grabbed by the chin, and pushed back hard The Executive Director will continue to
abﬂzed, ?nistreated, on the bed. Staff person C stated that resident #1 review and discuss the communities’
subjected to appeared scared and kept haiding aW. S.taﬁ orientation materials, chapter specific, and
. persons A and C failed to implement the home's
corporal punishment i i i i i . Employee Handbook that addresses the
or disciplined in an resident abusa policy, and did not immediately Ongoin h ) .
P nany report the incident to the home's administrator, but gowng Older Adult Protective Services Act. This
way. waited unlil after their shift ended at 6:00 a.m. on includes the definition of Resident Abuse
04/27H 1. Staff person B provided unsupervised and the immediate re :
. porting of suspected
care of residents in the home between 2:00 a.m. . g . .
- 6:00a.m. The home began an internal abuse along with Resident Rights. This
investigation on 04/27/11 at 1:00 p.m., and staff training is part of new employee
Eerson B was suspended until terminated by the crientation and annual training.
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