pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL - RETURN RECE[PT REQUESTED
MAILING DATE: February 2, 2016

Ms. Amy Ponzoo, Administrator
Persanal Care at Evergreen, Inc.
336 North Main Street
Washington, Pennsylvania 15301
RE: Personal Care at Evergreen
25 Glade Avenue
Waynesburg, Pennsylvania 15370
# 400900

Dear Ms. Ponzoo:

As a result of the Department of Human Services’ licensing inspection on
November 2, 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,

£

—

f'l‘f@/"‘%ﬁ—/%——{

i .
Janine Wenzig
Human Services Licensing Supervisor

Enclosure
Licensing Inspection Summary

' Bureau of Human Services Licensing
11 Staniwix Strest, Room 230 | Pittsburgh, PA 156222 | 412.565.5614 | F 412.565.2840/412.565.5633 | www.dhs.state.pa.us




VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1of4
‘PCH Nanre: PERGONAL CARE AT EVERGREEN . Licanse Number: 40020
Address: 25 GLADE AVENUE, WAYNESBURG, PA 156370 ' _ ‘ County: Greene
Administrator: Amy Ponzoo : . k Reglen: WEST

Logal Bntity Name: PERSONAL CARE AT EVERGREEN ING

Legal Entity Address: 338 NORTH MAIN STREET, WASHINGTON, PA 16301 _;ﬁr ({ F‘ H’\\ [ H"j

Certificate(s} of Occupansy r\ { [; o
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11212015

WEST REGION FIELL OFFIGE
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Staffing Houre
Resident Support: 57 Total Daily Staff: 114 Waking Staft: 86

Type of Inspection: Partial BHA Docket Number: Notlea: Unannounced

Reason(s) for Ingpection(s)
Complaint, Incident

On-Site Inspestions Dates and Department Representatives On-Site
- 11/022016: Barry, Courtney; Flinner-Alinan, Lisa

Off-Site Inspection Dates and Inspectors, if Applicable

11/03/2015: Barry, Courtney
114 7/2018: Barry, Courtngy
11/09/2018: Barry, Courinay

Other Datails
Partial or Full Triggers: Random Indicators:
Resldent Demographic Data as of Inspection Dates
Licensad Capacity: 44 Number of Resldents who!
Number of Resldents Sarved: 40 Receive Suppfemaental Security Incoma: Q
Sacured Demantia Cara Unit in Home: No . Ara 60 Years of Age or Older: 40
Area: Have Mental lliness: 1
Sacured Damentla Unit Capacity, if Applicable: Hava an [ntellectual Digabtilty: O
Number of Residents Served In Secured Dementia Cara Unit, Have a Mobility Nead: 17
if applicable:
Have a Physical Disability: 1
Number of Current Hosplce Resldants: 6
Numbae of Hosplas Resldants In past year: 15
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Violation Report: 40090 - 1170212015 - Barry, Couriney
PCH Name: PERSONAL CARE AT EVERGREEN

1R ATION 55 Pa.Code §2800

2600.142{a\> The home shall assist the
shall documant the resident's need for the medical care,

WESTREGIONTELLrOrTIoR

.. i E3oevie o iranainge .
resident to secure madical care ifa ﬁéié‘mre'ﬁpsﬁgéi\!ﬁcéfgid%lﬁgg‘f%@g The home
ineluding updating the residents assessment and suppott plan.

23. DESCRIPTION OF VIQLATION _
On 10/22/15, at approximately 7:20 p.m., resident #1 was found sitting on the window ledge of his/her
badroom, with his/her feet out the window. Staff person A intervened and helpéd the resident back insidé the
home. The resident was then admitted to an inpatient behavioral health unit. R .

The resident had exprossed suicidal ideations prior to this incident; however, the home failed to obtain needad
behavioral ¢are treatment for the resident. . On B/19/15, the resident attempted to smash his/her hearing aid
with a walker, and yelied at staff, saying “Get-me a razor blade so that | can slice myself up.” On 9/18/15,
resident #1 said, while at the top of a staircage, that he/she wanted to throw him/herself down the stairs, and
made a move to do so, but was stopped by staff. The resident also exhibited other behavioral changes,
including attempting to punch staff persons and hit staff persons with a walker,

The assessment and support b!an for resident #1, dated 11/5/14, indicate the resident requires total physical
assistance securing health care and the home is responsible to assist in securing needed health care
services,

3. PLAN OF CORRECTION (POC) (Attach pages as necessary, Remember that you must sign and date any altached pages.)

Includs steps to correct the viclstion describod above and steps Io prevent a similsr viclation from ocouring agaln. If steps canof be completed
immediately, include dates by which the steps will he completed.
an
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Repeat Violation: No

Date(s) of Previous Violation{s):

Signature of Lagal Entity Represenigtive
{Required on EVERY Paue) LY

Printed Name and Title of Legal Entity
Reguired on EVERY Page
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Ay Pz R

Date ),-5.. l(ﬂ

o

The above plan of correction is approved as of

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

The above plan of correction was approved by

.}‘.- j ’/...7,.,.
(Initials)

Plan of carrection implementation status as of o

O8O

Fully implemented
Partially Jmplemented - Adequate Progress
Partially Imptemented - Inadequate Progress

Not implemented
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Fumar Services Licensing

Immediately — The administrator or designee will complete a new assessment or have a new
assessment completed by an outside agency of any resident who has a significant change in
health status, including behavioral health status, to ensure the home can continue to meet the
resident’s needs. The home shall document the resident's need for medical care in the
resident’s assessment and support plan, including increased supervision needs when
applicable.

Immediately - The Administrator will develop a system to ensure that when a resident has an
ongoing decline in heaith status, including behavioral health status, the home closely supervises
the resident and obtains prompt medical care, and/or follow-up medical care.
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Tolation Report: 40050 - 1170212015 - Barry, Gounney
PCH Name; PERSONAL CARE AT EVERGREEN . RERTECR

R (AP aLs:
1. REGULATION 5B Pa.Cade §2600
2600.225(c) - The resident shall have additional assessments as follows: WEST REGIQN - iRl OF Ei iz
(1) Annuadly, Human Services Licensing
(2) If the condition of the resident significantly changes prior to the annual agsessment.
(3) At the réquast of the Department upon cause to believe that an update is required.

2a. DESCRIPTION OF VIOLATION

The assessment for resident #1, dated 11/6/14, indicates the resident requires no supsrvision in the home,
However, on 6/19/15, the resident attempted to smash his/ther hearing aid with a walker, and yelled at staff,
saying "Get me a razor blade so that | can slice myself up.” On 9/18/15, resident #1 said, while at the top of a
staircase, that he/she wanted to throw hlm/hersalf down the stairs, and made a move to do so, but was

stopped by staff.

4. PLAN OF CORRECTION (POGC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
Inchidle steps to correct the viclalion described above and steps fo prevent & sinifer vidation from océuning egain, If steps cannot bo completed
Immadiately, include dates by which the steps will he completed.
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Repeat Viotation: Yes Date(s) of Previous Violation{s): 02/05/2015 -
Signature of Legal Entity Representati
(Roguired on EVERY Page) @J\J

Printed Name and Title of Legal Entj Repras tlva '
Requlred on EVERY Page

Date ./_,5;,“[} .

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is approved as of M Plan of correction implamentation status as of &[(!téa
ate,

{Date}
E] Fully lmplemented
E’ Partially Implemsnted - Adequate Progress

The above plan of correction was approved by E & o D Parizlly Implemented - Inadaquate Progress
Initials)

E] Not Implemented
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Violation Report: 40090 - 11/02/2016 - Barry, Courtney BTN AV ¥
PCH Name: PERSONAL CARE AT EVERGREEN N it e s s £t L Lttt e e rre oy
1. REGULATION 85 Pa.Cods §2600 4 D R T LY N [P S N TR T
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y SUan oepvices Licensing
2600.227(d) - Each home shall document in the rasident's support plan the ir;iigélﬂgi, &:én[al, vfsfon, {ﬁ\éari)ng,“jmeﬁta!.heallh

or other hehavioral care ssrvices that will be made availabls to the rasident, or referrals for the residant to outside services
if the resident's physiclan, physician's assistant or certified registered nurse practitioner, determine the necessity of these
services.

2a. DESCRIPTION OF VIOLATION

The support plan for resident #1, dated 11/5/14, indicates the resident requires no suparvision In the home,
and was not updated to address the resident’s nead for increased supervision and for behavior health
services, as a result of the resident making suicidal statemeants and aggressive behavior. On 6/19/16, the
resident attempted to smash his/ther hearing aid with a walker, and yelled at staff, saying "Get me a razor
blade s0 that | can slice myself up.” On ©/18/15, resident #1 said, while at the top of a staircase, that he/she
wanted to throw him/herself down the stairs, and made a move to do so, but was stopped by staff. :

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

Include steps to corract the violafion dascrihed abave and steps to prevent & simflar violation: fromt occurring again. If steps cannot he completed
immediately, inclhide dates by which the sieps will be completed.
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Repeat Viokation: No Date(s) of Previous Vlolation(a)? Hi26/2015 4

Signature of Legal Entity Representative
{Required on EVERY Page) ﬁmu W .

- ]
Printad Name and Title of Legal Entity Represeoitative
{Reauired on EVERY Page) A{%\v /ﬂﬂ /‘f&‘] 0 M Date /, 546

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

The above plan of correction is approved as of M Plan of carrestion implementation status as of
(Date) (Date

D Fully Implementad
,E’ Partially Implemented - Adequate Progress

The above plan of correction was approved by @: D Parlially Implemented - Inadequate Progress
itfals)

Y

Q1.

D Not Implemented
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