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: | APR 16 2012

Mr. Scott A. Farabaugh, Administrator
New Hope Assisted Living, Inc.

New Hope Assisted Living

300 Union Avenue

Avalon, Pennsylvania 15202

Dear Mr. Farabaugh:

As a result of the Department of Public Welfare's licensing inspection on March
21, 2012, 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,
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Regional Licensing Administrator
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er room. Staff
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O 34712012 at about §:00 PAM,
ane msode of incontnence in his
narsan A asked staff parson B tor e
cleaning the resident’s tathroors. Boih siad
nersons entered the rasident's room. Afier Sta¥
person B finished cleaning the bathroom he/she
saw tha resideni hanaing up the wel pants ins aad
of putting them 1o be undered. While Sta
person B was talking o the resident about thr,,
importance of cleaning the pants, Staff person A
attempted to take the pants cut of the closat while
the resident wasn't iceking. The resident then
grabhed the arm of Saff person A to stop him/her
from going this. Staff person A grabbed the
resident by the shoulders anc pushed himiher
nack into the daorway af the closet and shouled
"You mother far, don't ever ouch me again,
kift you!” Thig inedent was nc»t reportad 1o the
Depariment until Tuasday 3720202

iVED :

4/34/12

Western Field Office
Aduit Residential Licensing

KMondai March 19, 2012

Prior 1o thalNjme, the information that was given
0 the adminisiator was erronecus and decep-
tve insofar as siaff person A wrote an incident
report that focused\on the conduct of Resident
#lversus ine inappropriate conduct of herself
fsea oxhibit 1)

On the afterncon of 3/18/12 \when caregiver B,
winie had observed the altercatidn, came to work

and was gquestioned about the ing , she de-
sorived, in a weitien incident repart at had

actually happened between stail person
Rascent #1 {see axhibit 21

Cir the basis of caregiver B's incident report, :he\

Administrator prepared the appropriate paper-

work within 24 hours as specified by PA Code

2600 Reguiatory Comphance Guide. " Suspecta

Resident Abuse Reponting and investigation Re
"

aesty.”
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The home shall

by renoit
abuse of
a resident served in
the home in
accordsnce with the
Older Aduit
Protective Services
Act(35P. 5 88
1022570110225,
707 and 6 Pa. Caode
§ 15211527
(ralating to reporting
suspected abusa)
and comnly with the
raguiremants
regarding
restrichions o

On 3172012 at anout 8:00 PM, Rasident #1 had
an episode of imont;nence in figther room. Staff
parscn A asked staff person B Inr asgistance in
cleaning the resident's bathroom. Both stefl
persons entered the resident's room. After Stall
person B finished cleaning the bathroom he/sha
saw he resident hanging up the wet pants instead
of pulling them to be laundered. While Staff
person B was talking to the resident about the
impertance of cleaning the pants, Staff person A
attempted 1o take the pants out of the closel while
the resident wasn't looking, The resident then
grabbed the arm of Staff person Ate stop himrher
from doing this. Staff person A grabbed the
resident by the shoulders and pushed him‘her
back into the doorway of the closet and shoute
“You mother L Gon't ever Wouch me again,
kifb vout™ T H: ct e borted o the
.’x P Tuasday

Western Field Office
Aduit Residential licensing
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bAGing withi

{olation is incorrect, The administrator was

Prior to that time, the information that was
given to thg administrator was erroneous
angd deceptive insofar as staff person A
wrote an incient report that focused on the
conduet of Resident #1versus the inappro-
priate conduct ch\herself (sge axhibit 1),

On the aftarmoon of3419/12, when caregiver
8, who had cbserved'the altercation, cams
to work and was guestidned about the ingi-
dent. she described. in a Wwittan incident
report. what nad actually happened be-
tween stafl person A and Resklent #1 {se
exhibit 23,

On the basis of caregiver B's inc
port. thg Admimnistrator prepared the
priate paperwork 1or the Arva Agonoy
24 hours,
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ifthere is an
allegation of abuge
of a resident
mnvolving & home's
staff person, the
home ghail
immediately deveiop
and implement a
plan of supervision
or suspend the staff
parstn involved in
the alleged incident,

Western Field Oﬁ]cé' e e

On 31772012 at abouwt B0
an episoda of ihcentin ner room. Staff
person A asked staff person B for assisiance in
cleaning the resident’s bathroom. Both staf
persuns antersd the resident's room. After Staff
person B finished cleaning the bathroom hefshe
saw the residant hanging up the wet pants insiead
of puiting them to be aundered. While Staff
person B was talking to the resident aboutthe
importance of cleaning the pants, Staff person A
attempied to take the pants out of the close! while
the resident wasn'tlooking. The resident then
grabbed the arm of Stalf person A to stop himher
from deing this. Staff person A grabbed the
jent by the shoulders and pushed
back inte the doarway of the cleset and shoued
e mott ever touch me again, '
ki . did not suspand S
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ﬁ saent in the he
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AP0 2 unsupervised.

Aduit Residentiai Licensing

and deceptive insciar a
wrote an incident report th

On the basis of caregiver A's inciden?

superviss caregiver A on 31812

nort, the Administrator had ne reason 1o
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4:00 p.m. and left a detailed message on the
answering machine regarding the incident, re-

i questing that she return the call.

Vhen the designated person arrived at New

Hope on 3/21/12. for her regular visit with her
1ﬁmcj administrative personnel asked her if

she had received a voicemail, she replied that
she had not checked her answering machine
within the past few days. At that time she was
informed of the incident,

Subseauent 1o that discussion the designatad
parson went 1o herﬁcozr‘ 0 wisth, Atthat

time sha spoke with the DPW inspector who was

i ihe process o sf interviewing Resident 41 about
Hhe incicent. When asked I she had been con-
facted regarcing the incldent she stated thal she
‘mu nol knew anything about it until she arfived at
ley Mops
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Arasident may ne
he regiacted,
ntimidated,
physically or verbally
abusad, mistreated,
subjected to
corporal punishment
or disciplined v any
way.
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Staft
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O 370012 at atout 8:00 PM, Residen
an evisnde of ingontinence in hm,mz room
person A as! reet B for ggsist
("oam"v the rasicdent's bathroom. Both st
persons entered 1he resids snt's room. After Stafl
parsen 8 finished cleaning the bathroom hefshe
saw the rasident hanging up the wel pants :nstp\ari
of pulling them ¢ be jaunderad. While Sta
serson B was talking to the resident about hr>
importance of ceaning 1he pants, Staff person A
attémpted to tke the pants oul of the r,iosgat while
the residen: wasnt looking. The resident then
grabbed the am of Staff persan Atc ston hmfher
from doing this. Staff persen A grabbed the
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Kot 'y:_zul.'

47414

The purpcse of this reguiation 1S 1o ensure that
Residents are not neglected. inlimidated. physi-
cally abused. mistrealed, subjected © corporal
punishment or disciplined in any way.

On 3/20/12 a registered leder (Exhibit 3) was
sent to staff person A informing her that she was
suspended untii an investigation could be con-
ducted. Upon receipt of the formal Vioiation Re-
porl indicting thal the altercation constituted
abuse, she was sent a second certified lefter of
termination on 330/12 (Exhibil 4}

New Hope makes every effort to ensure that
Resident Hights is an ongoing training and edu-
cation topic for all staft persons.  in fact, Stafl

person A, 2/23/112. To date, for the 2012 training
year. 34 individuals have complated this training
nodule. In addition. a separate ingervice training

on 're;yc}rr:zbfr ncicents” was  conducted  on
3:.22:112 ard was allended by 24 wndividuals rep.
resenting 3 shilts of the direc care staff
{Exhib 51

Steps have been taken to

correct violation
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Fach home shall
document in the
resident’s support
plan the medical,
dental, vision,
hearing, mantal
heaith or other
behavioral care
services that will be
made available to
the resident, or
referrals for the
rasident to outside
sprvices [f the
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Resident #1 receives wound care from Ceitic
Home Care one o two tmes per week., This care
is not included in th L recent
Resideni-Assessmert-Suppori-Plan, dated
2/20/2012.
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The purpose of this reguiation is to
ensure that support plans accurately
reflect the care needs of each Resi-
dent.

We have fixed the immediate problem
by amending Resident #1's RASP to
include Home Care services (see ex-
hibit 6).

'n order to ensure ongoing compdi-
ance, on 4/3/12 the nurse who com-
pistes the RASP was re-oriented on
New Hope's Policies and Procedures
related the inclusion of medical care
services. mcluding home health ser-
vices, in fhe appropriate section on
ne state required forms,
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