pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL - RETURN RECEIPT REQUESTED
MAILING DATE: February 17, 2016

Ms. Wendy Peace, Owner/Administrator
Wendy Jo Peace

P.O. Box 536

429 Union Street

Big Run, Pennsylvania 15715

RE: Peace’s Personal Care Home
Certificate #406550

Dear Ms. Peace:

As a result of the Department of Human Services’ licensing inspection on
November 10, 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 vioiations 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.

ot |

Jon Kimberland
Human Services Licensing Supervisor

Enclosure
Licensing Inspection Summary

Bureau of Human Services Licensing
11 Stanwix Steeet, Room 230 | Pittsburgh, PA 15222 | 412.565.5614 | F 412.565.2840/412.565.5633 | vwav.dhs state.pa.us




VIOLATION REPORT
PERSONAL CARE HOMES - 55 Pa,Code Chapter 2600 Page 1 of 6

PCH Name: PEACE S PERSONAL CARE HORME

License Humbser: 40665

Address: 428 UNION STREET P O BOX 538, BIG RUN, PA 15715

County: Jefferson

Administrator: Wendy Peace

Region: WEST

Legal Entity Neme: WENDY JO PEACE

Legal Entity Address: P.0O. BOX 538 429 UNION STREET, BIG RUN, PA 15715

Cerllfieata(s) of Ocoupancy
i-1
ot/11/2012
Bureau Veritas North Amenl

Staffing Hours

Resldent Support: O Total Daily Staif: 16

Waking Staff: 12

Type of Inspection: Partial BHA Docket Number:

Notles: Unanhounced

Reason(s) for Inspestion(s)
Incident

On-Site Inspections Dates and Department Representatives On-Site

11/10/2315; McConnell, Deb

Off-Slte Inspection Dates and Inspectors, iprpIicébla
11/24/2015; MeGonnell, Dab

RECEIVED

FEB 48 201

WEST REGION FIELD OFFIEE

Gther Details
Fartial or Full Triggers:

Random Indicators:

HUMa Services Licensing

Resident Damegraphic Data as of Inspaction Datos

Licensed Capagity: 18

Number of Residents Sorvad: 16

Sesaured Bamentia Gare Unit In Home: No
Araar

Secured Dementla Unit Capasity, it Appllcabe:

Number of Resldants Served in Sscured Damentia Care Unlt,
If applicabte:

Numbaer of Current Hospice Resldants: 0

Number of Hosplce Resldents in past year; 1

Number of Residents who!

Racelve Supplemental Sscurity Incoma: 15

+ 5

Ara 80 Years of Agyo or Dldsr

Heve Mantal lliness: 15

Have un intallectual Disabliity: §

Have a Mobslity Nead: 0

Have a Physical Disahility: 0




RECEIVED
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VioTatlon Report: 40855 - 11/10/2015 - McGonnell. Bob
PCH Name: PEACE § PERSONAL CARE HOME WEST REGION FIELD OFFICE

N8
1. REGULATION 56 Fa.Code §2600 7
2600.15(=) - The home shall immediately report suspected abuse of a resident served i the home in accordance with the
Older Adults Protective Services Act (35 P.&. Sections 10225.701 - 10225.707) and 6 Pa. Code Sections 18.21 « 15.27
(relating to reporting suspected abusea) and camply with the requirements regarding restrictions on staff Persons,

2a, DESCRIPTION OF VIOLATION

On 10/23/15, at 4:30 a.m., Resident #1 kicked resident #2, who was crouchad in the second fioor hallway, In the face causing the
resident to bleed froin the nose and mouth. Resident #1 was pacing back and forth in the haliway and stated was yelling obscenities
al resident #2. Both residents wera hospitalized, Resldent #2 was diagnoged with closed fractures of the face. Tha home did not
report the ineldent (o local area ageney on aging until 11710418, at 1:30 p.m,

3. PLAN OF CORRECGTION (POC) (Attach puges as necessary. Remember that you must sign and date any alyched pages.)

Inaiuda steps to comeet the violallon dascribed above and sleps lo pravent a similar viofalion from occurring agein. If sleps cannot be compleled
immadiately, Include dates by which tha steps will ba camplatad.
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Immediately: The administrator will review all reported incidents and any allegations of abuse at least weekly to
ensure any allegations of abuse and reportable incidents are reported in accordance with the Older Adult Protective
Services Act and the Department of Human Services regulations. 2-¢2-/¢ r :

Immediatély: The administrator will dévelop and implement a policy and procedures to ensure any aliegations of
abuse are reported in accordance with the Older Adult Prolective Services Act. 2 « 77& %

Imimediately: All slaff persons will be instructed to direclly report suspecled abuse and reportable incidents fo the
Departiment in the absence of the administrator in accordance the Department of Human Services reguiations. = -/7-10’/

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

Signature of Legal Entity Repragsntative
{Reyuired on EVERY Page) \\\\\\_\N LR VATNC
= 5
Printed Name and Title of Legal Entity Representative Date

{Regulred on EVERY Pags) \.)QX\@ \)‘ 15“0 ’th& , a#qﬂ\u

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

The above plan of correction is approved as of _2 = /7-¢4_ Plan of correction implemantation stalus as of 2.,-, /.4
(Date) —TBater

[:] Fully Implemented

X} Partially Implemented - Adequate Progress =~

The above plan of correction was approvad by F i D Partially Implamented - Inadequate Progress
initele) [7] Not mptemented




RECEIVED

U
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FEB 08 2016 Page 3 of §

Violatloh Report: 40665 - 1171072015 - McConnall, Deb
PCH Name: PEACE S PERSONAL GARE HOME WEST REGION FIELD OFFICE
Human Senvices Lisensing-

1. REGULATION 55 Pa.Code §2600 h

2600.18 - A home shall comply with applicable Federal, State and local laws, ordinances and regutations.

Zn. DESCRIPTION OF VIOLATION
On 10/23/15, at 4:30 a.m., Residont #1 kicked residant #2 who was crouched in the se i

. m. . cond floor halhway, In the face causing the
res:dqnt ta blead from th.e nose and mouth. Resident #1 was pacing back and forth In the hallway and stated was yaling obgcenities
at res:dent_ #2‘. Both residenis were hospitalized. Realdent #2 was diagnosed with closed fractures of the face. The home did not
report the incidant to lacal area agency on aglng until 11/10/15, at 1:30 p.m.

A_n administrator ar employee wh9 has reazonable cauge to suspect that & reciplent betwesn the ages of 18-50 with a disabilily is a

victim of abuse, neglact, explaltation or abandonment shall immadiately make a repor in accordance with Adult Protective Services

gﬁ%\) Law (Act 70). Staif person A, the home's administrator, did not report the incldent 1o Adult Protective Services untit 1171 0/15, at
30 p.m.

3. PLAN OF CORRECTION (PQG) (Attach pages us necessiey, Remember that you must sign and date any attached pages.)

Includs staps to correct the violatlon describad above and slaps to pravant a simiar violalion from cocurring i p. 0
. . : agoin. IF stape ¢annot ho d
immadialely, include dales by which tha steps will bo compieted. i 8g no iplete
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Immediately: The administrator will review all reporled incidents and any allegations of abuse at least weekly to
ensure any allegations of abuse and reportable incidents are reported in accordance with the Adult Protective

Services Act and the Department of Human Services regulations. 2 -/ 7.7&,

Immediately: The administrator will develop and implement a policy and procedures to ensure any allegaltions of
abuse are reported in accordance with the Adult Protective Services Act. »./2- /c}

Immediately: All staff p.éi‘s'ons will Hé‘insif’iséted to directly report suspected abuse and reportable incidents to the
Department in the absence of the administrator in accordance the Department of Human Services regulations. P
4

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

Slgnature of Legal Entity Representativ

e
[Required on EVERY Pas) q\ﬁu\\\\\ﬁx 5 }\\ \b MINGN

Printed Name and Title of Logal Entity Representative 3 Dat
B0) -

Requirad
{Required on EVERY Page) \\\_’M\%\\‘ {;_C\__\kﬁ
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

20/ .
Plan of correction implementation siatus as of 272 2

Date) —E—

[T] Fully Implemented
[E‘ Partially Implemented - Adequate Progress 7

The above plan of carrection was approved by [C] Partally implentented - inadequate Progress
’ jfnitials}
[C] Notimplemented

The above plan of comrection is approved as of




RECEIVED

Page 5 of 6

Viclafion Repart: 40656 - 1171072076 - McConnall, Deb RO

PCH Name: PEACE S PERSONAL CARE HOME -
WESTREGIONTFIELD OFFICE

1. REGULATION 65 Pa.Code §2500 ;
2600.225(¢) - The resident shall have additional assessments as follows: Human Services Licensing
{1} Annualy,
(2) If the condition of the resident significantly changes prior to the annual assessrmant.
(3) Atthe request of the Department upon cause to beligve that an update is raquired,

2a. DESCRIPTION QF VIOLATION

Resident #1's annuat assessment, dated 8/1/15, does not include the resident's ongaing suicldal ideation. Crisis Intervention was
called to the home five (5) imes from 4/21/16 through 9/18/15 to provide service {o resident #2 as foltaws:

4121716 - suicidal ideation '

4/23115 - suicidal ideation

5129116 - guicidal ideation

8/28/16 - guicidal deatlon

9/19/18 - suicidal Ideation

Residenl #1's annual assessment, dated 8/1/15, indicates tha resident can solf-adminisler madications with assistanca in
remembaring limes and assistance in offering medications at prascribed times. Howaver, the resident’s medical avaluation, dated
B8/4/15, indicates the resident cannot self-administer medications.

Resident #2'= annual assessmant, daled 6/3/15, indicates the resident can self-administer medications with assistance in offering
madications at prescribed times, Howeaver, the resident's medical evaluation, dated 9/10/15, indicates the resident cannot
self-administer madications.

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

Inelude steps to corect tha violation daseribed abova and Staps to provent a similar violatlon from occuving agein. If stops ceanot be conplated
immediately, include dates by which the steps will be complatad. :
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ithi ; i ion: The ini i implement a system o
30 days of receipt of the accepted plan of correction: Thﬁ: administrator or dgsugnee shall develop and imp i
gf:}?e all regident assgssmenls and support plans are immediately updated as resident care needs change. All direct care staff
shall be educated on the new system. Documentation of education shall be kept in the staff record. 2 -/72-#¢ ¥

Rapaat Violation: No Data(s) of Previeus Violation(s):

Signature of Legal Entity Reprasentative

Requirad on EVE age \\BSLN\J\( X)\b‘ Y kR

Printed Name and Title of Legal Entity Rapresantative

Requirad on EVERY Page &Q}\@\_\ ‘NQ (D%_(‘__g o A,_Q\_“ \\.O

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

tam ~F2,
The above plan of correction is approved as of _'?__Zf_‘_. Plan of corrsetion impternentation status as of 2 </2./4
{Date} —ate)

. l:l Fully Implemanted
E Partially Implemnented - Adequate Progress¢—
The above plan of correction was approved by ;4. i D Partially Implamented - inadecquata Progress
(Infiale [::] Not Impfemenied
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Violation Repori: 40655 - 11/1072015 - McConnell, Deb
PCH Name: PEACE § PERSONAL CARE KOME

1. REGULATION 55 Pa.Coda §2600

2600.227(d) - Each horne shall document in the resident's support plan the medioal, dental, vision, haaring, mental health
or other behavioral care ssrvices that will be made available to the resldent, or referrals for the resident to outside services
if the resident's physician, physician's assistant or ceriified registered nurse practitioner, determine the necessity of these
services.

Za. DESCRIPTION OF VIGLATION

Resldent #1's support plan, dated 8/1/15, doss not indleate the care snd servicas the home will orovide related to the resident's
diagnoses of paychosis, anxiely, insomnia, depression, and bipolar disorder, The resldent's support plan does nof address the
rasident’s engoing suleldsl ideation and the proper level of supervision 1o prolect the resident and other residents in the home. The
support plan indicales the resident requirss minimal sugervision “requires no supervision in the home*,

Resident #2's support plan, dated 8/3/18, does not indicate the aare and sefvices the home will provide related to the resldent's
diagnoses of pace maker, gelzure diserder, paranoid schizophrenia and bipolar disorder.

3. PLAN OF CORRECGTION (FOC) (Attsch pages as nevessary, Remember that you mus! sign and date any attached pages. )

Include slaps o corrgct the violalion describad above and sieps (o provent a similar viclation from occurring agaln, Jf steps cannal bs completed
immadialely, includa dates by which the steps will ba compleled,
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Repeat Violation: Np Date(s) of Previous Violation(a): }N}‘\\:\&, WA Q‘b\\\d-\- @ &q__ Wy

Signature of Lagal Entity Representative
{Reguired on EVERY Page) \B&W Ry, ) Sy
Printed Name and Title of Legal Entity Representative \3 )

{Requirag on EVERY Page) \\SN\\‘ 1—5 M( \ Date -G\

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

The above plan of correclion is approved as of _'_l_iif___ ‘ Plan of corraction implementation atatus as of 2-/7- /4
(Date) e

Fully implemented
Partially Implemented - Adaquate Progress g
Parttally implementsd - Inadequate Progress

The above plan of corrgction was approved by ’(5

{Initials}

OO

ot Implemented






