pennsylvania

DEPARTMENT OF HUMAN SERVICES

SEP 3 © 1015

Ms. Gail A. Inderwies, President/Executive Director
Keystone Hospice

8765 Stenton Avenue

Wyndmoor, Pennsylvania 19038

RE: Keystone Hospice
License #: 127970

Dear Ms. Inderwies:

As a result of the Department of Human Services’ licensing inspection on
July 17, 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 June 11, 2015 to June 11, 2016 was issued
on March 18, 2015. Your regular license remains in good standing.

Sincerely,

oo Qs

Matthew J. Jones
Director o

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
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VIQLATION REPORT
PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 2

PCH Name: KEYSTONE HOSPICE

License Numbaer; 12797

Addrass: 8765 STENTON AVENUE, WYNDMOOR, PA 18038

County: Monfgomery

Adminlstrator: Ms, Gall Indenvies

Regtan: SOUTHEAST

Legal Entity Name: KEYSTONE HOSPICE

Legal Entity Address: 8765 STENTON AVENUE, WYNDMOOR, PA 18038 ‘

Certificate(s) of Occupancy
C-21P
12/05/1089
PAL&I

Staffing Hours

Resldent Support: Total Daily Staff: 14 Waking Statf: 11

Type of Inspeciion: Partlal BHA Docket Numbar: Notice: Unannounced

Reason(a) for Inspestion(s)
Indicater

On-Slte Inspectlons Dates and Department Representatives On-Site

0717/2015; Mclivain, Shawn

Off-5ite Inspection Dates and Inspectors, if Applicable

Other Details
Partial or Full Triggers:

Random Indicators:

Resldent Demographic Data as of Inspaction Dates

Licensaed Capacity: 20

Number of Resldents Served: 7

Secured Dementia Gare Unit in Home: No
Area:

Sacured Dementia Unit Capacity, if Applicable:

Number of ResTdents Served In Secured Dementia Care Unit,
If appilcable:

Number of Currant Hospice Residents: 7

Numbar of Hospice Realdents In past year: 118

Number of Residents who!

Recelve Supplemental Securlty Incoma: 0

Are 80 Years of Age or Oldor " 7 —
Have Mental liiness: 0 e / 4 / | S

Have an Inteliectual Disabliity: O
Have a Mohillty Need; 7
Have a Physlcal Disability: 0
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Viclatior: Report: 12797 - 07/17/2015 - Mclivain, Shawn
PCH Name: KEYSTONE HOSPICE

1. REGULATION 88 Pz.Code §2800
2600.95(a) - The home shall have afirst aid kit that includes nonporous disposable gloves, antiseptic, adheswa bandages,
gauze pads, thermometer, adhesive tape, scissors, breathing shield, eye coverings and tweezers.

2a. DESCRIPTION OF VIOLATION
On July 17, 2015, the first ald kit on the second ﬂoor nursing stafion, did not contain googlesfeafety glasses,

3. PLAN OF CORREGTION (POC) (Attach pages as necessury, Remember that you must sign and date any attached pages.)

Includn staps to comrect the violellon described above and steps fo prevent a simifar violation from occurring again. If steps cannot be completed
Immediately, include dales by which the steps vill be completed.
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Repeat Violation: Yes Dale(s} of Previous Violatlon{s):

Signature of Legal Entity Represeniative

{Requlred on EVERY Pagg] . ea@im— ==

Printed Name and Title of Legal Entlty'Representative Date /
Required ocn EVERY Pape G;‘ m+ 08’ }‘f '20 jS"

DEPARTMENT USE ONLY -~ HOMES MAY NOT WRITE BELOW THIS LINEI ,

%) é é
The above plan of correctin is approved as of %é/—f Plan of correction implementation stalus as of -1
Dale

[] Fuly imptemented

‘ /B/Partially Implemenited - Adequats Progress
The above plan of corectlon was approved by D Partially Implemented - Inadequate Progress
(itials)

] Notimplemanted






