'pennsylvania

DEPARTMENT OF HUMAN SERVICES

MAR 0.9 2015

Ms. Cynthia Mazza, VP/COOQO

Salisbury Behavioral Health Inc.
3894 Courtney Street, Suite 100
Bethlehem, Pennsylvania 18017

RE: Salisbury Behavioral Health Personal Care Home of Lehigh County
451 Lehigh Street
Allentown, Pennsylvania 18103
License #: 216740

Dear Ms. Mazza:

As a result of the Department of Human Services’ licensing inspection on
January 14, 2015 of 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.

Your regular license for the period March 26, 2015 to March 26, 2016 was issued
on January 8, 2015. Your regular license remains in good standing.

Sincerely,

Wl (A

Matthew J. Jones
Director/w

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 17120 | 717.783.3670 | F 717.783.5662 | www.dhs state.pa.us




VIOLATION REPORT
PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600
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PCH Name: SALISBURY BEHAVIORAL HEALTH PERSONAL CARE HOME OF LEHIGH CO

License Number: 21574

Address: 451 LEHIGH STREET, ALLENTOWN, PA 18103

County: Lehigh

Administrator: Lynsey Reiss

Region: NORTHEAST

Legal Entity Name; SALISBURY BEHAVIORAL HEALTH INC

Legal Entity Address: 3894 COURTNEY STREET, BETHLEHEM, PA 18017

Certificate(s) of Ococupancy
C2LP
08/14/11998
Dept. of L&l

Staffing Hours
Resident Support: 0 Total Daily Staff: 21

Waking Staff: 16

Type of Inspection: Full BHA Docket Number:

Notice: Unannounced

Reason(s) for Inspection(s}
Renewal

On-Site Inspections Dates and Department Representatives On-Site
01/14/2015: Harvey, Jason; Foulkes, Kimberli

Gff-Site Inspection Dates and Inspectors, if Applicable

Other Details

Partial or Full Triggers: Random Indicators:

Resident Demographic Data as of Inspection Dates

Licensed Capacity: 20 Number of Residents who:

Number of Residents Served: 20

Secured Dementia Care Unit in Home: No
Area:

Secured Dementia Unit Capacity, if Applicable:

Number of Residents Served in Secured Dementia Care Unit,
if applicable:

Number of Current Hospice Residents:

Number of Hospice Residents in past year: 0

Receive Supplemental Securlty (ncome: 20

Are 60 Years of Age or Oider: 5
Have Mental lilness: 20

Have an intellectual Disabliity; 3
Have a Mobilily Need: 1

Have a Physical Disability:
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Violation Repert: 21674 - 01/14/2G16 - Harvey, Jason
PCH Name: SALISBURY BEHAVIORAL HEALTH PERSONAL CARE HOME OF LEHIGH CQ

1. REGULATION §5 Pa.Code §2860 ]
2600.5(@)(1} - The adminlsirator or a designee shall provide, upen request, immediate access to the home, the residents
and records to; Agents of the Depariment,

2a. DESCRIPTION OF VIOLATION
On 1/14/2015, al 930 am, the direct care stalf did not have arccess lo the home's staff racords. The administrator arrived al 10:10am

and granted access lo the siaff records. '

3, PLAN OF CORRECTION (POG) {Attach pages as necessary, Retncinber that you must sign and dete any sifacked pages.)
Inciude steps lo comect Hhe violation desoribed above and steps lo prevent a slmiler violetion fromt ectlining again. If steps cannol be complyled
Immediatefy, Includs dalas by whlch fhe steps will bs completed,

Staff records and resident funds are maintained in a locked closet, At the time of
the annual inspection, only the administrator and assistant program director had
access to the key for the closet, Moving forward, a key for the closet has been
placed at our main office in Bethlehem (completed on 01/28/2015). Should DHS
arrive at the program during a time when the administrator or assistant program
director are not on site, a representative from the main office will come directly
to the site with a key for the locked closet. There is also a hide-a-key lock box
located in the staff office. If necessary, the administrator or assistant program
director can grant access to the hide-a-key for one direct care staff member to
open to closet, and give DHS access to staff charts until a supervisor can arrive on
site. The code for the hide-a-key can then be changed after the DHS visit to
restrict access to the closet once again {until another need for staff access is
identified).  The Adrminisihden shall ©e  TeSponsivle

4o LASWTL  on Q‘inb (,om@\?u\’\ [ EEEENCR ) ‘\5-'\\3 VQB\J\\D\.\\L\I\
and, LSt *é'\v?‘ hbt’m‘\s o8 e Qf—?\\\ “re eﬁ:\r't(\@& '\‘ng&lg\(
alttss o TeetdS  WPon (‘chv\e(,%\ Reb . 2418

Repeat Violation: No Date(s} of Previous Violatlon(s)

Stgnature of Legal Entity Reprosentative

{Required on EVERY Pagel {WWV]{M fﬂ ,L}V\

Printed Name and Title of Legat Entity Rep\'(senﬁaltive ¢ Date

{Requlred on EVERY Page) s W ‘i SPATAN
Reaulred on EVERY Passl  \\\(RAuN Qe Phoninsehealor KPASA

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction fs approved as of _dg-,\_}_.zi.\m Plan of correction implementation status as of widhs

{Dale) {Dale}
D Fully tmplemented

& E} parilally iImplemented - Adequate Progress
The abava plan of corraclion was approved by Ql T [:] Parilally implemented - lnadequate Progress

Initials
¢ ) D Not Implemented
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Viofation Report: 21674 - 01/14/2015 - Harvey, Jason
PCH Name: SALISBURY BEHAVIORAL HEALTH PERSONAL TARE HOME OF LEHIGH CO

1, REGULATION 55 Pa.Code §2600
2600,86(a) ~ A staff training plan shall be developed annually.

25, DESCRIPTION OF VIOLATION
The homs did ol devedop a staff tralning pian for the 2015 tralning year.

3. PLAN OF GORREGTION {POG) (Attach pages as necessary, Remember that you must sign and date any attached pupes.)
Inchide sfeps to comact the violalion described above and sleps lo prevent o similer vielation from ccouring agaln. If steps samnol be complated
immediately, Include dates by which the staps wllf be complefed,

The 2015 staff training plan was completed on 01/15/2015 following the annual
inspection. A copy of the 2015 staff training plan has been attached to this
corrective action plan. Moving forward, the annual staff training plan will be
completed no later than December 30" for each following year,

Repeat Vistation: No Dale(s) of Previous Vielation(s):
Signature of Legal Entity Represeniatly, .
(Regquired on EVERY Page) }é é { A %
™ +F
Printed Nume and Title of Legal Entity Represeritative Date
R d EVERY Page 3 &
Iiequired on = esrny foise Didnaiosehaar L2805
DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of corraction Is approved as of _2-\\6_\\5 Plan of correction Impiemantation status as of LIS
(Dale} ~—oate}
Fuily Implemented ‘
& D Parfially Implemented - Adequate Progress
The above plan of correclion was approved by .5, D Parially kmplemented - Inadequate Pragross
Inltials
¢ ) D Nol Implemented J
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Violation Report: 21674 - 01/14/2015 - Harvey, Jason
PCH Name: SALISBURY DEHAVIGRAL HEALTH PERSONAL CARE HOME OF LEHIGH CO

1, REGULATION 55 Pa.Cade §2600

2600.132(d) - Resldents shall be able lo evacuate the entire building to a public thoroughfare, or lo a fire-safe area
designated in writing within the past year by a fire safely expert within the period of time speciffed in writing within the past
year by a fire safety expert,

2a, DESCRIPTION OF VIOLATION

The‘home dues not have a designated evacualion time from a fire salaly expert, on 6M8/2014 the homes fire difl eXCeed the 2.
minutes anpd 30 seconds as followed;

Fire Drlil date:  Evacuation time:

6/18/207 2 min 55 seo

3. PLAN OF CORRECTION [POC) (Aliach puges us necessary, Remomber that you must slgn and dale aay altached pages.)

Inciuda steps to correel the viclalion deseribed above ahd steps (o prevent a similar viciotion frorm occoning apain. If steps cannot be compieted
immediatety, Incivde dates by which the steps wilf be completed.

The fire drill on 06/18/2014 was an unsuccessful attempt because the fire drill
exceeded the allotted time. The fire drill was corrected on 06/22/2014 with a
successful evacuation time of 2 minutes and 26 seconds. The administrator and -
assistant program director will complete fire drills monthly and will ensure the
days of the week, shift/times of day and night, and exit routes used are rotated,
All fire drills will be documented on the fire drill record, whether the fire drill
attempts are successful or unsuccessful. All direct care staff and residents of the
program will continually be educated on the importance of evacuating the
building in the allotted time, which is currently 2 minutes and 30 seconds.

Repaat Viotation: No Data(s) of Previous Violation|s):

Slgnature of Legal Entity Representatwe
{Requjred on EVERY Pagel Li QUM

Printed Name and Title of Legal Entlty Represgn!ative Date
d
(Requlred on EVERY Page) LﬂWJS?pma Do daker V2%
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

PARYARNN
A Plan of correction Implementalion status as of THBWS

(Date) —
Fully impfemented

The above plan of correction js approved as of

Partially Implemsented - Adequate Progress

_.%.

Parllally Implemented - Inadequate Progress
(Inflials)

The above plan-of cagfedtion was approved by
' Not implemented

N
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{ Viciation Rapork: 21874 - 01142075 - Harvey, Jason
PCH Name: SALISBURY BEHAVIORAL HEALTH PERSONAL CARE HOME CF LERIGH CO

1, REGULATION 55 Pa.Code §2600
2600.162(c) - Menus, staling the specitic food being 3erved at each meal, shall be prepared for 1 week in advance and
shall be followed, Weekly menus shall be posted 1 week in advance in a conspicucus and pubiic place in the home.

2a. DESCRIPTION OF VIOLAYION
The menu board tecaled in the entrance of the home did not contaln the following week's menu.

r i

3. PLAN OF CORRECTION (PQC) (Attach pages as necessary, Remember that you must sign and dute any niiached papes.)
Include sleps lo comect the viokation desaribed above and steps lo praveal a similer violalion from ocguiring égaln. If sleps cannof be complelsd
immediately, Include dalas by which ihe slaps will be completed,

The menu for the following week was completed, but had not been printed and
attached to the bulletin board for the residents. The menu for the following week
was immediately printed and posted to the bulletin board during the annual
inspection on 01/14/2015. Moving forward, the assistant program director will
ensure that all menus are posted on the builetin board for the current month (at
least 4 weeks). Prior to the last week of the current month, the following month’s
menus will be completed and posted to ensure the residents are aware of what
they are eating for each of their meals in advance. This will become a continuous
process to ensure there is adequate menu coverage without any lapse in time,
The menu for the missing week is attached, as well as the rest of January and
February to show that we are in compliance.

Regeat Violation: No Date(s) of Previous Violation{s):

Signalure of Legal Enfity Representative

{Reguired on EVERY Page) [wm/u 1 f/ﬂu\/\
A / J i

Printed Nama and Tile of Logal Erility Rapr%entg‘ivre Date
(ogured en BYERYEosiel | (¥l Ve~ dninichvnlny 10501
DEPARTMEQJF USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! ]
The above plan of correction Is approved as of ___l_l};: {3)\ S Plan of correction Impiementation status as of B BIAS
(Dale)

Fully Implemented
Partiaily Implemented - Adegquate Pragress

_.%.

{inltials)

The above plan of coraction was approved by Partially Implemented - Inadequalte Progress

CO0IX

Not Implemanted
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Violaflon Report: 21674 - 01/14/2015 - Harvey, Jason
PCH Namg: SALISBURY BEHAVIORAL HEALTH PERSONAL CARE HOME OF LERIGH CO

1, REGULATION 55 Pa.Cade §2600
2800.183(d) —Only current prescription, QTC, .sample and CAM for individuals fiving in the home may be kept in the home

28, DESCRIPTION OF VIQLATION
Resident #1 is prescribed Humalog 100 units/mi, The madication expires per the manufaclurer's Instructions 25 days after the Insulin
Is opened. There was no dale on the insulin indicaling whan the home opened the insulln and therefore when it would expire.

3. PLAN OF CORRECTION (POC) (Altaeh pages as necessacy, Remember that you must sign and date any aitached pages.)

Include steps te corree| the viclation descrivad above and steps to pravent a similar violalion from vcourring agaln, If steps cannot be complalert
Immadiately, Include dates by yihich the steps will be compleled, '

The administrator had completed an audit of the medication room on
01/13/2015. Resident #1 did not have a Humalog insulin pen open at that time
because he had not needed insulin administered in the previous week. At 8pm
medication administration on 01/13/2015, resident #1 required a prescribed dose
of the Humalog insulin to be administered. The staff who administered the insulin
neglected to date the pen. This violation was corrected on the date of inspection,
01/14/2015. The administrator dated the insulin pen in the inspector’s presence,
The staff who administered the insulin on 01/13/2015 was educated on the
importance of dating all insulin pens once they are opened, in accordance with
the manufacturer’s instructions, The administrator and assistant program director
met with this staff on her next scheduled shift (01/16/2015) to discuss this with
her.

Repsat Violation: No Data{s) of Previous Violation(s):

Signature of Legal Enlity Representative )
{Required on EVERY Page) i ELUJ/\'

Printed Name and Title of Legal Entity R:a\p{;;eatali\ia d ” Date
fomiedonpverrPesel e Laeer Deloninisliaiee L 2%\S
¢ o ’
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE/

ﬂz\_\i_\fém Plan of correction implementaion status as of KA \3\\'5
{Date) — E

‘ D Fully lmplemented

The above plan of correciion is approved as of

& Partially lmplemented - Adequate Progress
The above plan of correction was approved by F,____Gbﬁ;_‘_ [:‘ Partially Implemented - Inadequale Progress
(initlals)
‘ U No{ Implementad
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Violation Report: 21674 - 01/14/2015 - Harvey, Jason
PCH Hame: SALISBURY BEHAVIORAL HEALTH PERSONAL CARE HOME QF LEHIGH CO

1, REGULATION 55 Pa.Cade §2600
200,184 (a) - The originat ccntainer for prescription medicaticns shall be labeled with a pharmaoy label that Includes the
following:

{1} The residenl's name,

{2} The name of the medicallon,

{3) The date the prescription was |ssued.

(4} The prescribed dosage and instructions for adminisiration. '

(8} The name and title of the prescriber,

2a. BESCRIFTION OF VIOLATION

The Medicatlon Administralion Record stales Ihal resldent #1 Is prescribed Laxalive, 10my aupposnory genere for BISAC-EVAC 10
and Itis prescribed by Maha Alchaar on 8/16/13. The medication labei states Laxalive 10mg suppository ATL generic for Ducolax
10mg and It is prescribed by G, Wolfe on 8/7/13.

3. PLAN OF CORREGTION {POC) {Attach puges us ncecssury, Remember that you must sign and date any attached pages.)

Include steps to comect e viofation deseribed sbuve and sleps fo prevent a simlfar viclation freem ccourring sgain. If slaps cannof be complefed
Immediately, lncludea dalas by which the steps will ke complaled.

The pharmacy was contacted on 01/14/2015 in the Inspector’s presence, The pharmacy
stated that the MAR entry of the Laxative 10mg suppository generic for Bisac-Evac 10mg is the
same medication as the label on the medication bag, which states the Laxative 10mg
suppository Is generic for Dulcolax 10mg. The pharmacy faxed the site a communication slip
stating this, which is attached for documentation. Resident #1 had an appointment with the
prescribing PCP,_ on 01/15/2015, During this appointment, staff inqlired about
obtaining a new prescription for the Laxative 10mg suppository to replace the original
medication and to have the medication administration record corrected. However, since
resident #1 has not had a need for the medication in over a year, the physician discontinued the
medication. The pharmacy communication slip reflecting the discontinuation of the medication
is also attached.

Moving forward, when the administrator and assistant program director complete
audits of the medication room, they will pay close attention to the medication administration
record and the labels on medications to ensure they both correctly match and are in
compliance,

Repeat Violation: No Date(s) of Previcus Viclatfion{s):

Signature of Legatl Entity Representatwe
{Requlred on EVERY Paqe} mru,u W

Not hmplemented

Printed Name and Title of Legal Enfity Reprcsenlatage Date
Required on EVERY P TR
(Requiced o S W S5 o~ Ddoninehmyer L 2RAS
DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of comectlon Is approved as of M Plan of corrsction Implementallon status as of &} RN\S
(Dale) *“"'“zb*?ﬂéj‘—‘—‘
] Fully Imptemented ‘
[7] Partially implemented - Adequale Progress
The above plan of correction was approved by e) -5 : D Partially mplermented - Inadequate Progress
. {Inftialz)
[
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["Violation Report: 21674 - 6171472075 - Harvey, Jason
PCH Mame! SALISBURY BEHAVIORAL HEALTH PERSONAL CARE HOME OF LEHIGH GO

1. REGULATION 55 Pa.Code §2680
2600.187(d) - The hoeme shall follow the directions of the prescriber.

2a, DESCRIPTION OF VIGLATION
Rasident #2 Is prescribed Risperdal Gonsta 26mg; Inject conlents of syringe Im every lwo weeks. This medicatfon Is tisled en the
homes Medicalion Administralion Record. This medicalion was last administerad by the ATT team on 12]‘31!14 and the medicaton will

el ba administered today, 1114115,

3. PLAN OF CORRECTION (POC) {Altach pages as necessary. Remember that you rust sigh and dite any ultached puges.)
Include sleps fo carrsc! the viotation doscribed above and steps to prevent a simifarviolation from oceinring agsie, If sleps cannat be completed
Immediately, Inclide dates by wiich tha steps wil be complated,

Residents who recelve intramuscular injections have these injections administered
aither at a physician’s office or by a nurse from thelr ACT team, who administers the Injection
on site. In the case of resident #2, a nurse from her ACT team orders the Rlsperdal Consta,
tracks when the Injections are due, and comes to the PCH to administer the injection to
resid?ent #2 The administrator and direct care staff currently do not arder the medications or
track when the injections are due because direct cara staff have never administered the
injections. However, the medicatlon Is delivered to the PCH and is listed on the resident’s
medication administration record, which places the responsibility of tracking the injectlons on

direct care staff.

Starting 02/01/2015, all residents who receive intramuscular injections by an outside
agency will no longer have those medicatlons listed on the medication administration record, as
those medications are not administered in the PCH. intramuscular medications will also no
longer be delivered to the PCH, but to the appropriate ACT team office for the nurses on the
ACT team to administer. The administrator communicated the concern to the supervisors of
both ACT teams, who were very understanding in this matter, and have no problem with the

medication being dellvered directly to thelr office,

Repeal Violation; Yes Date(s) of Previous Violation(s}: 0712472014

Signature of Legal Enlity Repreaantalwe
{Required on EVERY Pags} M 1 M

Printed Name and Tille of Legal Entlty Represenfatge Date
R ot
S — AV | S0V Vorse Ddminichmler RS
DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS LINE!
RTAT

Dt Plan of correction implementation status as of 2113113
. {Dale)
l_, Fully Implemented

The above plan of cerreclion is approved as of

Partially Implemented - Adeqguate Prograss

The above plan of correction was approved by 0.5 D Partiafly Implsmented - hadequate Progress
. {initials) [:_]

Not Implemented






