0§ pennsylvania

\ ]
( DEPARTMENT OF PUBLIC WELFARE

Sent via email to: *
MAILING DATE: August 8, 20

Ms. Nimita Kapoor-Atiyeh, President
Saucon Valley Manor Inc.
1050 Main Street
Hellertown, Pennsylvania 18055
: RE: Saucon Valley Manor
License #205810
Dear Ms. Kapoor-Atiyeh:

As a result of the Department of Public Welfare’s licensing inspection on July 15,
2014 the above facility, the violations with 55 Pa.Code Ch. 2600 (relating to Personal
Care Homes) specified on the enclosed License Inspection Summary were found.

All violations specified on the enclosed License Inspection Summary must be
corrected by the dates specified on the License Inspection Summary and continued
compliance with 55 Pa.Code Ch. 2600 must be maintained.

Sincerely,

Maclde_ W%«.ﬂ@w
Michele Moskalczyk
Regional Licensing Administrator

Enclosure
Licensing Inspection Summary
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VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa,Code Chapier 2600 Page 1 of 2

PCH Name: SAUCON VALLEY MANCR

License Number: 20581

Address: 1050 MAIN STREET, HELLERTOWN, PA 18055

County: Northampton

Administrator: Maxine Middlebraok

Region: NORTHEAST

Legal Entity Name: SAUCON VALLEY MANOR INC

Legal Entlty Address: 1650 MAIN STREET, HELLERTOWN, PA 18085

Certificatelz) of Occupancy
c21p
0B/16/2004
Dept, of Labor & industry

Staffing Hours
Resident Support; 1

Totel Daily Staff: 253

Wuking Staff; 190

Type of inspaction: Partial BHA Dotket Number:

Matice: Unannounced

Reasan{s) for Inspection(s}
Ingident

On-Site Inspections Dates and Dapartinent Representatives On-Site
07M15/201 4 Rushin, Julienne; Harvey, Jason

Off-Site inspection Dates and Inspectors, if Applicable

07/18/2014; Rushin, Julienne
07/21/2014: Rushin, Julienna

Other Details
Partial or Full Triggers; Rapdom Indicators:
Resident Demographic Data as of Inspection Dates
Licensed Capacity: 228 Numnber of Resldents whe:

Number of Residents Servod: 166

Secured Dementia Care Unit in Home: Yes

Area: Lower Lavel

Secured Dementia Unit Gapacity, If Applicabie: 68~ | & o

Number of Resldents Sarved In Secured Dementia Care Upit,
if spplicable: G0

Number of Current Hesplea Residents; 16

Number of Hospice Resldonts In past year: 16 "7 :2

Recelve Supplemental Security ncome: O
Are 60 Years of Age or Dlder; 163

Have Mentat lliness: 5

Have an intellectual Dizahliity; 0

Have a Kiobliity Need: 86

Have a Physical Disability: 7
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Vielation Report: 20581 « 07M15/2014 - Rushin, Julienne
PCH Name: SAUCON VALLEY MANCR

1. REGULATION 55 Pa.Code §2600

2600.42(b) - A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected to corporal
punishment or disciplined in any way,

2a, DESCRIPTION OF VIOLATION

On 7MoM 4, at approximately 815 pm, stalf persan "A" attempled 10 prevent Resident #1 Trom leaving thelr room undressed. Staff
person ‘A" was providing care to Resident #1 and Resident #1 didn't like how they were being treated. Resident #1 aitempted to loave
their room and staff person "A” pulled their arms real hard, pushed them back in lo their room afler they blocked the door, Resident
#1's arm was x-rayed due o a contusion on thelr wrisl saused by siaff parson A,

3. PLAN OF CORRECTION (POC) (Attach puges us necessury, Remember thit you must sign and date any attached pages.)

Inclide steps {o cotract the violatlon dasarded above and steps lo prevant & sithifar Vilation from ocuurring again, If steps cannaf be compieted
immadiately, include dates by which the steps will be completed,

We strongly disagree with this violation as there was na intent to ¢ause injury to the resident
by the staff member. The staff member unintentionally caused the bruise on 7/10/2014 while
attempting to put the resident’s nightgown on hecause the resident was going to expose her breasts
to the residents in the commeon areas of secured unit. The staff member was immediately
suspended with pay upon investigation and with Depariment of Publle Welfare approval the staff
member was brought back on 7/21/2014 with additional training provided by the home. Please see
attached trainings. Qur staff scheduled an appointment with the resident's doctor as a precautionary
measure. Upon staff request, the doctor ordered an x-ray which was negative for everything except
the bruise. The resident requested a behaviorat stay as she has been fesling anxious for several
days prior to lo the incident which lead to her combativeness at tha time of the incident. At the time
of the incident, facility staff reported the incident to all necessary authorities timely and correcily.

To reduce the chances of re-occurrence, the staff will continue to be trained on redirection,
skin inlegrity, and how not to use physical touch for redirection unless the resident is & harm to
themselves or other residenis. For example, the staff can speak to the resident calmly, offer a
blanket to cover the exposed area, and call for sdditional help from other staff members.

We will be working with all staff on a day to day basis to ensure that all resident with mental/
emotional/behavioral needs and those diagnosed with dementia are redirected appropriately. Please
sce the final attachment of our safe management techniques trairing that is provided to all new hires
at orientation and all siaff at annual trainings, We will also review this training with all siaff as needed.
We will also continue to provide the trainings mentioned above at arientation, annually and as needed.

This will be monitored on a daily basis by nursing supetvisors, resident care coordinators, and
administration.

This will help to reduce or eliminate a re-occurrence of violation of 42b.

Repeat Violation: No Daie(s) of Previcus Violation(s):

Signature of Legal Entity Representati
(Roauired oo EVERY FPaag)

Printad Namo and Titie of Lepal Elnﬁty Reprase tative # %
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