pennsylvania

DEPARTMENT OF HUMAN SERVICES

Mr. James Kusko, President

Sacred Heart Assisted Living by Saucon Creek LLC
3910 Adier Place, Suite 100

Bethlehem, Pennsylvania 18017

RE: Sacred Heart Senior Living by Saucen Creek
4851 Saucon Creek Road
Center Valley, Pennsylvania 18034
License #; 216750

Dear Mr. Kusko:

As a result of the Department of Human Services’ annual licensing inspections
on October 14, 2015 and October 18, 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,

Ut (D

Matthew J. Jones
Director o

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
625 Forster Streat, Room 631 | Harrisburg, PA 17120 | 717.783.3670 | F 717,783.5662 | www.dhs.siate.pa.us
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PERSOMNAL CARE HOMES - 55 Pa.Code Chapter 2600
PCH Name: SACRED HEART SENIOR LIVENG BY SAUCON CREEK '

‘| License Nomstbar: 21675

Addreas: 4851 SAUCON CREEK ROAD, CENT ER VALLEY, PA 18034

County: Lehigh

Administrator: Suzanne Panick

Reglon: NORTHEAST

1.5gal Entily ¥ame: SACRED HEART ASSISTED LIVING BY SAUCON CREEK LLC

Lagal Entity Address: 3910 ADLER PLAGE SUITE 100, BETHLEHEM, PA 18017

Certificate(s) of Occupancy
-1

1272712005

Township of Upper Saucon

Staffing Hours
Resident Suppori: NM

Total Daily Staf: 99

Waking Staff; 74

‘Type of Inspection: Full

BHA Docket Number:

Notice; Unannounced

Reason(s) for Inspection(s)
Renewal, Complaint )

10/1472015: Hummel, Jessa
10M16/2015: Hummesl, Jesse

On-Site Inspections Dates and Department Representatives On-Site

Qff-Site Inspection Dates and Inspectors, if Applicable

Other Details
Partial or Full Triggers:

Random Indicators:

Resident Demographic Data as of Inspection Dates

Licensed Capacity: 100

Number of Residents Served: 71
Securad Dementia Care Unit In Home: No
Area: '
" Secured Domentia Unit Capacity, if Appiicable:

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

Number of Current Hospice Residents: 7

Number of Hospice Rexldents in past year: 12

Number of Residents who:
Rsceive Suppiemeﬁhl Security Incame; §
Are 6D ‘fearé of Age or Older: 70.
Hava Mental lHiness: 2

T 71 Have an Intellectual Disabliity; 0

Have a Mobility Need: 28

Heve a Physical Disability: 3

Tim Mu,ska{ mﬂ_n,a.%ﬂr' u/{s/:s*
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Violation Report: 21675 - 10/14/2015 - Hurmmel, Jesse
PCH Name: SACRED HEART SEMNIOR LIVING BY SAUCON CREEK

1. REGULATION 55 Pa.Code §2600 7 '
2600.51 - Criminal history checks and hiring policies shall be in accordance with the Older Adulf Protective Services Act

(OAPSA) (35 P.S. §§ 10225.101-10225.6102) and & Pa.Code Chapler 15 {relaling to prolective services for older adults).

2a. DESCRIFTION OF VIOLATION .
Direct care staff person A was hired on -15- Siaff person A began providing unsupesvised care to residents on 7/11/95. Direct care
staff person A has not residad in Pennsylvania for the previous two years and therefore requires an FBI criminal history check as well
a8 a Pennsylvania State Palice Criminal Background Check, The facility did not complete the Pennsylvania State Police Criminal
Background Check unlil 7/3/15 and did nat complste an FBI check until 8/25/15. The facility did nol complete the reguired criminal
history background checks fo ensure the staff person was not convicted of any prohibiled offenses under the Qlder Adult Proteclive

Services Act prior to staff person A having contact with residents.

3. PLAN OF CORRECTION {POC) (Attach pages a5 necessary. Remember that yon must sign end date any attached pages.)

Inciude steps fo comrect the viclation deseribed sbove and steps fo prevent & similar violation from occurring agaln. If sleps cannot be complated
immedialely, include dates hy.which the staps wili be completed.

Regulation 2600.51:

* EXPLANATION: The Human Resources Manager did not follow new hire protocol, which
resulted in several avoidable exrors. Both the FBl and PATCH final results showed No Criminal
Record for Employee A. '

CORRECTION;

The Administrator ¢created a Criminal Record Check Policy, formailly stating what has been '
standard proceduré, attached. This policy has been reviewed with the HR Manager and
Department Heads to-ensure that ALL new hires are kept off the schedule until Criminal Record
_ Check results are complete and available in-house. The Human Resources Manager will report
weekly by emall to the Administrator on the Criminal Record Check status of all new hires.

Repeat Violation: No Date(s) of Previm{s Violation(s):

Signature of Legal Entity Representative
{Required on EVERY Page)

7
Printed Name and Title of Legal Entity Represeniative .
{Required on EVERY Paae) O?M-«JLU,SHO’ mna%r Date 44 { iz / s~

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

The above plan of correction is approved a8 of ; o’ ;’ A) Plan of correction implementation status as of !Q‘Qc? ard)
" :

T ate)
Iy

Fully Implemented

Partially implemented - Adequate Progress

The above plan of cormection was approved by A Partially implemented - Inadequate Progress

nitials)

I =

Nof Implemented
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Viclation Repork: 27675 - 10/14£2015 - Hummel, Jesse
PCH Name: SACRED HEART SENIOR LIVING BY SAUCOM CREEK

1. REGULATION 55 Pa.Code §2600

2600.65(g) - Direct care staff persons, anciliary staff persons, substitute personnel and regularly scheduled volunieers
shall be trained annually in the following areas;

(1) Fire safety completed by a fire safely expert or by a staff person rained bya fire safely expert.

(2) Emergency preparedness procedures and recoghition and response to crises and emergency situations.

(3) Resident rights.

{4) The Qlder Adult Protective Services Aci (35 P. 5. §§ 10225.101-10225,5102),

{5) Falls and accident prevenfion.

{8) New populatioh groups that are being served at the home that were not previously served, if applicable.

2a. DESCRIPTION OF VIOLAYION
Ancillasy Stafl person B who was hired on-13 did not receive apnual fraining in Resident Rights or the Older Adult Protecfive
Services Act for the 2014 iraining year.

3. PLAN OF CORREGTION (POG} (Atiach pages as necessary. Remember that you must sign and date any attached pages.}

Include siaps lo correct the violalion described above and steps fo pravent a similar violailon from eccurring agaln. If steps cannot be completed
immediately, inciude dales by which the sleps will be compleled. :

Regulation 2600.65(g):

¢ EXPLANATION: At the time of inspection Staff person B's Resident Rights and OAPSA training
were not available for the inspector to view. These trainings are typically offered annually
online every January. In 2014, the Deputy Administrator of the Lehigh County Department of
Aging provided this training m—person in March, The records were not filed in the training

binder. Sl-a,-éFng-sm B A in fack c.om.fno-l-e —Hm.-h’wnma
CORRECTION:

Fhe Administrator will ensure that all training records are filed by the 15™ day of the following
month by reviewing the Training Binder monthly after the 15

Repeat Violation: No - | Date{s) of Pre‘ious Viclation(s):
Signature of Legal Enfity Representatwe :
{Required on EVERY Page) ;ﬁ
Printed Name and Title of Legal Entity Représentative <
 (Roauired on EVERY Page) . . “_). .. :ﬁ o L _‘_‘_.[_[_? [R"M .

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

The above plan of comection is approved as of Jﬂ(gg{;f— Plan of correction implementation status as of {&!1&74 /5
al

Fully tmplemented
Partially Implemented - Adequate Progress

The above plan of correction was approved by ‘Partially Implemented - Inadequate Progress

nitals)

O OF

Mot traplemented
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Viclabion Repork 21675 - 1011472015 - Hiumimel, Jasse _
PCH Name: SACRED HEART SENIOR LIVING BY SAUCON CREEK

1. REGULATION 55 Pa.Code §2600

2600.132(c) - A written fire drill record must Include the date, time, the amount of ime it took for evacuation, the exit route
used, the number of residents in the home at the lime of the drill, the number of residents evacuated, the number of staff
persons participating, problems encountered and whather the fire alarm or smoke detector was operative.

2a, DESCRIPTION OF VIOLATION ‘ . ‘

Depariment Reprasentafives reviewed the facility's fire drill iog. The facility condugted a fire drill on 7/27/15 at 10;61am. The fire drill
log indicates there weres 68 residents in the facility when the alarm sounded and only 64 residents evacuated. The facility conducted a
fire dritt on 8/25/15 at 3:22pm. Tha fire drill log indicates there were 70 resident in the facility when the alarm sounded and only 63
residents evacuated. The facility conducted a fire drill on 9/21/15 al $:51am. The fire drill log indicates there were 70 residents in the
facility when 1he alanm sounded and only 69 residents evacuated. It was determined through staff inferviews that ali residents were in

fact evacuated during these drills. The fire dsill Ing was inaccurately documented.

3. PLAN OF CORRECTION (POC} (Attach pages as nesessary. Remember that you must sign and date any attached pages.)
" Include steps fo comect the violation described above and sieps to prevent & similer viciation from occurring again. If steps canrot be completed
immadiately, include dates by which the steps will be completed.

Regulation 2600.132{c):

¢ EXPLANATION: The Fire Drills were conducted and completed in accordance with Chapter 2600
regulations. All residents in-house were safely evacuated into fire safe areas within the
established safe evacuation time. The Maintenance Director incorrectly documented the
information on the Fire Drill Log.

CORRECTION:

The Administrator will review the Fire Drill Log with the Maintenance Birector foliowing each
monthly Fire Drill, thereby ensuring accuracy in documenting.

Repeat Viojation: No Date(is\of Previous Violation(s):

Signature of Lagal Entity Represen

ive
Required on Y Page W

Printed Name and Title of Legal sentative .‘
.M i, Husko, Trianasger| oo 1i[13 s~

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

Date

The above pian of correction is approved as of ) o |B] IS Plan of comection Implementation status as of KD’ Z@l 5
ate)

D Fully Implemented

Q\ E Partlally Implemented - Adequate Progress

“The above plan of coneclion was approved by E D Parlially impiemented - inadequate Progress
' Ietitiafs
( ) ] NetIimplemented
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Violafion Report: 21675 - 10/1472015 - Huminel, Jesse
PGH Name: SACRED HEART SENIOR LAVING BY SAUCON CREEK

1. REGULATION 55 Pa.Cods §2600
2600.132(e) - A fire drill shall be held during sleeping hours once every & months.

Za. DESCRIPTION OF VIOLATION

As perinterviews with Staff Members E and F, the facility's sleeping hours are from 6:00 am fo 8:00 pm. An avermight fire drill was
conducted on T1/18/14 at 6:54 am. Based oninterviews with staff, moming care to residents is well under way at 6:00 am.

The 6:54 am drilf was not conducted within the home's sleeping hours when the residents are typically asleep in their beds. -

3. PLAN OF CORRECTION (POC) (Aftach pages as necessary. Remember that you must sign and dats any attached pages.)
Include steps fo comrect the vialation described sbove and steps lo pravent a similar viciation from occuming again. If sleps cannot be compleled
immedielely, include dales by which the stops will be completad.

Reguiation 2600.132{e}:

¢ EXPLANATION: The steeping hours fire drill was held at 6:54 AM, cutside of the fa cility épeciﬁc
9:00 PM — 6:00 AM sleeping hours window.

CORRECTION:

The Administrator will ensure that sleeping hours fire drills occur within the 9:00 PM - 6:00 AM
established window.

Repeat Violation: No Data(s) uk?revious Viclation(s}:

Signature of Legal Entity Representati
{Requirest on EVERY Page) /%:’

Printed Name and Title of Legal En ntative - :
| (Required on EVERYPagel " _ _ Jim Husks, Mansger| vate peftgfIs”

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

The above pian of correction is approved as of /2 “ ¥ IS ;Diti}ﬁ Plan of comection Implementation status as of BQ" QXS
‘ (Date

The above plan of correction was approved by @__
{Ihitials)

Fully Implemented

Patttally lnplemented - Adequate Progress
Partially Implemented - Inadequate Progress
Not implemented

mininl=
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Viglation Report: 21675 - 10/14/2015 - Hummel, Jesse
PCEE Name: SACRED HEART SENIOR LIVING BY SAUCON CREEK

1. REGULATION 55 Pa.Code §2608
2600.187(a) - A medication record shall be kept to include the following for each resident for whom medications are
adrninistered:
. (1) Resident's name.
(2} Drug allergies.
{3) Name of medication.
{4) Strength,
(5) Dosage form.
{6) Dose. ‘
{7) Route of administration.
(8) Frequency of administration. -
(9) Administration times.
{10) Duration of therapy, if applicable.
(11) Special precautions, if applicable,
{12) Diagnosis or purpose for the medication, including pro re nala (PRN),
{13) Date and time of medication administration.
(14) Name and initials of the staff person administering the medicafion.

2a. DESCRIPTION OF VIOLATION

QGn 1012115 staff person C, who has not completed the Depariment approved diabetes patient education program tested the blood
glucose level of resident #1 and administered insulin to the resident. Staif person then documented on the resident's Medication
Administration Record the initials of staff person D. -

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Renembes that you must sign and date any attached pages.)

Include steps to carrect the violation described above and sleps to preven! a similar vivlation from occuming agafa. ¥ steps cannol be completad
immadiately, inciude dates by which the steps wilf be completed.

Regulation 2600.187[a) and 2600.190(b):

¢ EXPLANATION: Staff-person D reported the incident to the Director of Nursing, who investigated the
incfident and found the report to be true. The incident was reported by the facility to the BHSL via
the Reportable Incident Form.  Staff person C was fully aware of proper protocol and in her
impatience made a poor declsion that resulted in her termination. it was determined that the
Accucheck and insulin administration were completed correctly with no ill effects to the resident.

CORRECTION: Med Techs will no fonger be scheduled on Meds until the Diabetic Course has been
completed. Director of Nursing -reinstructed all Med Techs on the requirements of
Regulations 187(a) and 190(b), emphasizing the importance of the disbetic training and signing ONLY
for the medications they administer.

Raepeat Violation: No Date(s) of Previous Viclation{s):

Signature of Legal Entity Representa )
{Required on EVERY Page) \ _,L-g__::)

Printed Name and Title of Legal Exfity Repyesentative . - '
et e ey SB[ ity P | owe lrsfis”

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

The abovi pian of correction is approved as of I2\281S Plan of comection implementation status as of <) &SUJ"
‘LD' ate)

{Drate)
D Fully implementad
m Partially mplemented - Adequate Progress

Paniaﬁy implemented - Inadequate Progress

Not Implemented

mm =f

The above plan of corraction was approved by
. {injtials)
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Viclation Report: 21675 - 10/14/2015 - Humemel, Jesse
P(‘;H Name: SACRED HEART SENIOR LIVING BY SAUCON CREEK

1. REGULATION 58 Pa,Code §2600
2600.187(d) - The home shall follow the directions of the prescrlber

2a. DESCRIPTION OF VIOLATION

Reskiient #1 is prescribed Humaleg insulin based upon a sliding scale of the residents blood glucoss levels. On 10/11/15 at 7:22pm
the resident’s blnod glucose was tested: 249, Based upon the resident's sliding blood glucose scale, the resident required 2 units of
insull coverage. The resident did not receive any insulin covérage. The facility is not following prescribers orders regarding insulin
‘adeinistration foir resident #1.

3. IPLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date oy atiached pages.)

fnclude steps to correct the vialstion described above and steps to prevert a similar viclation from occurring again. I stops cannot be complefed
Irmmadiately, include detes by which the staps will be completed.

Repulation 2600,187{d):
i

!

e EXPLANATION: On 10/11/15, the Med Tech for Resident #1 failed to administer insulin
according to the sliding scale order, an undiscovered medication error. The facility is following
prescriber's orders for this resident with the exception of this one medication error.

CORRECTION:

Implemented the day after inspection, every oncoming shift is checking the prior shift's insulin
coverage. Any discrepancies found will be reported immediately to the Director of Nursing, who
will investigate and report to the Administrator. The Administrator will confirm proper protocol
has been followed.

\T—T/\& ‘(\QW\\ b%qcane,p_ \/\Jl, lG/y\,Q__LU\g 0\4_0(3 pvom‘_\ “h‘au,wd
Stofy WHLEWL aicday Tagulin, Envploges Lohe due o a gt
\»\-‘KV\D\\L“.S {\s ,Rt‘o.';w\(x«\ ahrm s men0in - Lo ke /\wvaizé A

Qo‘ QAL Nemnd Fraiainy, AR echon [ M XSS g R et
ot A~bee SM_AP s ciQ_Q.wu& g1 t‘_ﬂsscuwj JSjg % aAndaisieesr

g@. ra\ 2@\

A
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Repeat Violation: No Date{s} of Pré\lious Violation(s):

Signature of Legal Entity Represenfatwe

Requirer on EVERY Pay \W

Printed Name and Title of Legal Endl “]:F présantative - .
ulred on EVERY Page ﬁ:m Hﬂ-ﬁ[icf’ ’Mw‘mger Date 1‘/ 13/ 15"

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of corection is approved as of 13‘ ~ &/ Plan of correction implementation status as of | ~Q£’ )

(Date) Dae
[T] Fully Implemented

Parilaily Implemented - Adequate Progress
e

Partially Implemented - Inadedquate Progress

The above plan of corection was approved by \ § i)i N
}

DO

Not implemented

\
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Viclation Report: 21675 - 10/14/2015 - Hummel, Jesse
PCH Name: SACRED HEART SENICR LIVING BY SAUCCON CREEK

1, REGULATION 5% Pa.Code §2600

2600.180{b} - A staff person is permiited to administer insulin injections following successful completion of a
Department-approved medications administration course that includes the passing of a written perfonmance-based
competency iest within the past 2 years, as well as successiul completion of a Department-approved diabetes patient
education program within the past 12 months.

2a. DESCRIPTION OF VIOLATION . : .
On 10112115 staff parson C, who has not completed the Depariment approved diabetes patient educalion program tested the bloed
glucose level of resident #1 and administered insulin to the resident.

-

3. FLAN OF CORRECTION (PdC) (Attrch pages as necessary. Remernber that you must sign and date any attached pages.)

Iriclude steps to comrect the violation described above and steps fo prevent a similar violatiar from occuming again. I steps cannof be compieted
fmmodiately, inchude dates by which the steps will be complefed. - :

Regulation 2600.187(a) and 2600.390({b):

¢  EXPLANATION: Staff person D reported the incident to the Director of Nursing, who investigated the
incident and found the report to be true. The incident was reported by the facility to the BHSL via
the Reportable Incident Form, Staff person C was fully aware of proper protacol and in her
impatience made a poor decision that resuited in her termination. It was determined that the
Accucheck and insulin administration were completed correctly with no ill effects to the resident. 5

CORRECTION: Med Techs will no longer be scheduled on Meds until the Diabetic Course has been
completed. Directar of Nurslng-reinstructed all Med Techs on the requirements of
Regulatiohs 187(a) and 190{b), emphasizing the importance of the diabetic training and signing ONLY
for the medications they administer.

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

Signature of Legal Entity Representstjve
{Required on EVERY Page]

Printed Name and Title of Legal Entity Répresentative - '
[Required on EVERY Page} im Frusho TNanager | Date 1 [ 13fis

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

The above plan of comrection is approved as of /ot Q(EDL{S; Plan of comection implementation status as of [\ 8| LT
. > ; \ 98|
. {Date]

[] Fully Implemented
m Partially implemented - Adequate Progress

The above pian of correction was approved by 4 D Partially Impiemented - Inadequate Progress
_ o ,
gt D Not Implemented






