¥ pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL —~ RETURN RECEIPT REQUESTED
MAILING DATE: September 1, 2016

Larry S. Berger, PHD, Program Director
Keystone Human Services

1009 Old Noblestown Road

Oakdale, Pennsylvania 15071

RE: Keystone Community MH
License #438760

Dear Mr. Berger:

As a result of the Department of Human Services’ licensing inspection on
August 13, 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.

Sincerely, / c/

Human Services Licensing Supervisor

Enclosure
Licensing [nspection Summary

Bureau of Human Services Licensing
11 Stanwix Street, Room 230 | Pittshurgh, PA 15222 | 412.565,5614 | F 412.565.2840/412.565.5633 | vwowr.dhs.state.pa.us



VIOLATION REPORT
PERSONAL CARE HOMES - 55 Pa.Gode Chapter 2600 Page 1 of 8

PGH Name: KEYSTONE COMMUNITY MH

License Numbar: 43876

Addrogs: 1009 OLD NOBLESTOWN ROAD, OAKDALE, PA 15071

County: Allegheny

Admintstrator; LAKEYSHIA PRICE

Region: WEST

Legal Entity Name: KEYSTONE HUMAN SERVICES

RECEIVED

Legel Entily Address: 1009 OLD NOBLESTOWN ROAD, OAKDALE, PA 15071

Certificata(s) of Qocupancy

3 b3
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FIe oy 0h

Olher WESY REGION F1ELD OFF!
06/28/1981 . Human Servicos Lj CE
L&I s

Staffing Hours
Resldent Support: 0 Tolai Dally Stafi: 14 Waklng Staf: 11

Type of Inspastion: Pariial BHA Docket Number: Nolee: Unannounced

Reason(s} for Inspection(a)
Complaint, Incident

@n-Site Inspestions Dates and Department Represantatives On-Site

08/13/2015: Barllett, Patdcka

Off-8ite Inspaction Dates and Inspectors, if Appllcahle

Other Detalis
Partial or Full THggers:

Random indieators!

Resldent Demographic Data as of Inspection Dates

Ligensed Capachy: 16

Number of Residerds Served: 13

Soayrod Demeniia Gare Unit in Home: No
Arga: '

Socured Dementla Unit Capacity, if Applicable:

tNumber of Resldents Sarved in Socurad Dementla Care Unlt,
if applicable:

Number of Current Hosplee Resldants: 0

Number of Hosplee Resldents in past year: 0

Number of Resldents who:
Recelve Supplementat Socurify Income: 13
Are §0 Years of Age-or Older: 2
Have Mental lHiness: 13
Have an Intellectual Disabliity: O
Havae a Mobllity Mead; 1
Have a Physleel Disabllity: 0




RECEIVED :

APR 0§ 7016

MEST REGION EIELD.OFEICE  Page 20 §
Human Services Licensing

Viofatlon Reporf: 436876 - 08/13/2015 - Barlleft, Patricia
PCGH Name: KEYSTONE COMMUNITY MH *

4. REGULATION &5 Pa.Code §2600

2600.15(=) - The home shall immediately report suspected abuse of a resident served in the home in accordance with the
Older Adults Protective. Services Aot {36 1.5, Sections 10225.701 - 10225.747) and 6 Pa. Code Seclions 16.21 - 16.27
(relating to reporting suspected abuse) and comply with the requirements regarding restrictions on staff persons.

2a, DESCRIPTION OF VIOLATION

On 7/3/15, an allegation of sexual abuse regarding resident #1 by the resideﬁt's rommate was reported to
staff person A; however, the home did not report efther of the allegations of abuse to the local Area Agency on

Aging.

On 7129115, another allegation of sexual ahuse ragarding resident #1 by the residant's rcommate was reported
to staff persons B and C; however, the home did hot report the allegation of abuse to the local Area Agency on

Aging.

3. PLAN OF GORREGTION (POC) (Attach pages as necessary, Remember that you must sign and dato any atlached pages,)
Inofude stops to correct the violelion described ahove and sleps to prevent a slmifier violallen from cccuring again, If steps cennot be compleled
immadiately, Include dales by which the steps will be complatad,

1. Resident #1 did not move into the program untit -2015. The first part of this violatlon is an eror, and therefore, does not
requlre & plan of corraction, -

2. Per ihe altached documentation, Keystone staff did follow proper procedure and reported the Inlftal allagation on 7/16/2015. As a
rostilt of the Initial allegation, which was Investigated by the [ocal Area Agency on Aging offics, it was determined at a treatment team
meeling, on 7/22/2015, that staff would not report allegations that were assessed to be part of the residents psychological lssues.
Howevsr, as a result of this violation, this process will change.

3, Each time resident #1 reports an allegation of sexual abuse, staff will report the information to the Frogram Administrator or
the member of the management team who s on-call.

4, The Program Administrator or on-call person will then follow our normal incident reporting procedures for this type of situation,
which would inciude notifying the local Area Agency oh Aglng office.

5. All incldent reporis will ba complated within 24 hours of the resident reporting the allegation to staff.
8. This will ba communicated fo all staff via an email on 4/8/2016 and again during the next staff mesting on 4/27/2016.

7.'The Program Director will monitor for compliance.

Ropeat Violatlon: No Date{s) of Previous Vio} to,n{; {
L Vad

Signature of Legdl Entity Representative
(Required on EVERY Page)

Printed Name and Title of Legal Entity sentative P . :
{Raquired on EVERY Page} % s / Z &2 Date /—4 ﬂ%
' DEPARTMENT USE ONLY - HOMES NAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved s of n—i\%étf;g& Plan of correction implementation ataus as of @! U ( (e
ate

[] Fully oplemented

Partially Impiemented - Adequate Progress

The above plan of correclion was approved by _ [:] Parlialiy‘implgmenled - Inadequate Progress
nilals) [] Notimptementsd




RECEIVED

. ) _ e e prien Page 4 of 6:
[ Violatfon Report: 43676 - 0B/1312015 - Barlletf, Palricla AV AV
PCH Name: KEYSTONE COMMUNITY MH - ~

1. REGULATION b5 Pa,Goda §2600 ¥ Eiian Sorvicos Lioensing
2600.187(c) ~ If & resident refuses to take a preseribed medication, the refusal shall be documented In the resident's
record and on the medication record. The refusal shall be reported to tha prescriver within 24 hours, unless otherwise

instru?igi by the prescriber, Subsequent refusals totake a prescribed medication shall be reported as required by the
prescribor,

2a. DESCRIPTION OF VIOLATION

Resldent #1 is orderad Novolog insulin on a sliding scale, with twice daily biood giucose readings daily at 8:00
a.m. and 4:00 p.m.  On 7/30/15, the resident refused his/her 4:00 p.. blood glucose test, and therefore
received no insulin, The resident's physiclan was not notified of the refusal.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
inchils steps o comect the viofation deseribed sbove and slops lo pravent a similar violation from occurring again, If steps cannat bo compleled
immodialely, Incfutls dates by which the steps wilf b compleled,
1. Since the date of the licensing visit, 81132018, nursing staff has been In contact with the prescribers for all madication refusals.

2. By 411312016, the Program Dlrector will provide education to fl staff who administer medications related to the prescribing physidan

being notified for all medication refusals. This information will alse be addressed at the next staff meeting on 4/27/2016 by nursing
staff,

3. The Nursing Supervisor, or designated staff, will be responsible for menitering medication refusals and making sure the prescribing :
physiclans are-ndtified within 24 hours of the refusal. -1~ hoovme vott Lo o F“ﬂ seriberty
Fegquivenmiewsts .Q—af rf/‘p or‘hksh a_.\,LL,Sc,;(uM ~ ) : ‘ :
- 7/14

)

Repeat Violation: _N_o Date{s) of Previcus yjyaﬁyg}:-—j 7 , - !
-Stgnature of Legal Entity Representative 7> g
{Required oh EVERY Page) 7 . .

-
Printect Name and Title of Legal Entlty Rep ve Date
{Reauired on EVERY. Page) %z_ % 5 YL

e

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

The above plan of correction Is approved as of —fd(%]f-t(;—ﬁew Plan of carrection Implementalon stalus as of gffl g% A
aie atd)

[} Fubly mplemented
IH Pariiglly implemented - Adequalte Progress

The above plan of comection was approved by - l:} Parially implemented « Inadsquate Progress

lale) Ej Nat Implemented




RECEIVED

APR GG 2010

. [ iolatlon Report: 43676 - 0811 32076 - Bartiett, Patricia

' 7 i
PCH Name: KEYSTONE COMMUNITY MH L Human Services Licensing

Page § of 5

|

1. REGULATION 56 Pa.Code 52600

2800.227(d) - Each home shall document in the resldent's support plan the.madical, dantal, vislon, hearing, mental health
or other behavioral care services that will be made available to the resident, or referrals for the resldent to outside services

if th? resident's physician, physician's assistant or cerfified registered nurse practitioner, determine the necassily of {hese
sanvices.

2a. DESCRIPTION OF VIOLATION

Resldents #2 and #3 recelve physician services for mental health needs. However nelther the support plan for
resident #2, dated 6/22/15, nor the support plan for resident #3, dated 6/15/1 §, indicate the name of
physiclan(s) who provide these services for the residents,

3. PLAN OF CORRECTION (POG) {Aftach pages s necessary. Rentember that you must sign end date any attached pages.)

lnchude sleps lo comect the violalion described above and steps lo provenl & similar viofation from eccurring agafn. i steps cannol be completad
Imimodiately, Inolude dates by which the steps wiif be compioted.

1. The support plans for both residents were updatad sharlly aftar the llcensing visit op 8/13/2015.

2. To help prevent this from re-ocgurring, management staff have baen having monthly support plan meetings on the first Thursday
of each month to review the support plans for each resident for these types of errors. The Program Director [s responsible for
scheduling the monthly suppart plan meeting - designated on the calendar as a "RASP Meeting." The Mental Health Professional is
respansible far snsuring the support plans are complated in thelr entirety.

o]

Repeat Violatlon: No Date(s) of Previous Viola /p(é}:/ /j /

Slgnatura of Légai Entity Representative 7
{Raqulired on EVERY Payg) .
L

Printad Name and Title of Legal Entity Rapres é ) ,
{Required on EVERY Page) % % g Date y__ A4 7"&

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

(Date}
_ i:[ Fully lmplemented

. Partlally Implamented - Adequate Progress
The above plan of correction was approved by ﬁ/_ {:] Pastlally Implemented - Inadequate Progress
(Initials) f:] Not Implemsnted

The above plan of correction Is appraved as of .3_74{#_ Plan of carcection implementation status as of X[l L g (
a i1






