'pennsylvania

DEPARTMENT OF HUMAN SERVICES

SEP O 2 016

Mr. Mark T. Pile, President/CEQC
Diakon Lutheran Social Ministries
798 Hausman Road, Suite 300
Allentown, Pennsylvania 18104

RE: The Buehrle Center
One South Home Avenue
Topton, Pennsylvania 19562
License #: 214960

Dear Mr. Pile:

As a result of the Department of Human Services’ annual licensing inspection on
May 24, 2016 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,

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
525 Forster Street, Room 631 | Harrisburg, PA 17120 {717 783.3670 | F 717.783.56682 | www. dhs state.pa.us




VIOLATION REPORY

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 8
PCH Name: THE BUEHRLE CENTER License Number: 21496
Address: ONE SOUTH HOME AVENUE, TOPTON, PA 195682 County: Berks
Administrator: Monigue Cole Region: NORTHEAST

t-egal Entity Name: DIAKON LUTHERAN SOCIAL MINISTRIES

Legal Entity Address: 798 HAUSMAN ROAD SUITE 300, ALLENTOWN, PA 18104

Certificate(s) of Occupancy
Other
07/0218997
Department of Health

Staffing Hours
Resident Support: 33 Total Daily Staff: 141 Waking Staff: 106

Type of Inspection: Full BHA Docket Number: Notice: Unannounced

Reason(s) for Inspection(s)
Renewal

On-Site Inspections Dates and Department Representatives. On-Site
05/24/2018: Yellenic, Cindy; OHaire, Anne

Off-Site Inspection Dates and Inspectors, if Applicable

Other Details
Partial or Full Triggers: Random Indicators:
Resident Demographic Data as of Inspection Dates
Licensed Capacity: 92 Number of Residents who:
Number of Residents Served: 75 Receive Supplemental Security Income: 0
Secured Dementia Care Unit in flome: Yes Are 60 Years of Age or Older; 75
Area: separate wing in SNF Have Mental liiness: O
Secured Dementia Unit Capacity, If Applicable: 26 Have an Inteliectuat Disabliity; 0
Number of Residents Served in Secured Dementia Care Unit, Have a Miohility Need: 33
if applicable: 26
Have a Physical Disability: 0
Number of Current Hospice Residenis; 0
Number of Hospice Residents in pasf year: 5




PageZof B

Violaticn Repert 21496 - 05/24/20186 - Yellenic, Cindy
PCH Name: THE BUEHRLE CENTER

1. REGULATION 55 Pa.Code §2600

2600.15{a) - The home shall immediately report suspected abuse of a resident sefved in the home in accordance with the
Older Adulis Protective Services Act (35 P.S, Sections 10225.701 ~ 10225.707) and 6 Pa. Code Sections 15.21 - 15.27
(relating to reporting suspected abuse) and comply with the requirements regarding resirictions on staff persons.

2a. DESCRIPTION OF VEOLATION

On 5-22-16, Resident #4 told Staff Persen C there was money missing from the resident’s locked drawer in the night stand. The home
did ot report it to the Office of Aging, in accordance with the Qlder Adults Protective Services Act, until 5-24-15,

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

include steps fo corvect the violation deseribed above and steps to prevent a similar viclatlon from ocourring again. If steps cannot be completed
immediafely, include dates by which the sfeps will be completed.

Itis extremely important that suspected abuse be reported immediatsly to both DHS

and the Area Office of Aging: A late report of missing money was submitted as per regulation.

A 30 day look back audit was Gompleted to determine if there have been other allegations of

missing money. Staff person ¢ was immediately in-serviced on the process for reporting allegations
of abuse/misappropriation of property. Staff in-served will be conducted to provide education on the
process of reporting abuse allegations/misappropriation of property. PCHA/designee wiill audit cases
of allegations of abuse/misappropriation of property for proper reporting process weekly x4, monthly
x2. Audit findings will be presented in monthly Quality Assurance meetings for x3 months.
PCHA/designee will monitor for ongoing compliance.

+ The admivstdor pledl Le M/.:Wn{% (faf m?w7 Cmn-z,lm«a .
| 7/2///‘4.

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

T (] covnoe [Ny, PLH

Printed Name and Title of Legal Entity Rep tative Date
{Required on EVERY Page) Jen mfer Miller, PCHA o 720018

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

The above plan of correction is approved as of ll—i-L(g';t ) b Plan of currechon implementation status as of 7{ Zléfé\
. : {Date

]:l Fully lnplemented
Fartially lmplementéd - Actequaté Progress
The above plan of correction was approved by [l D Partially Implemented - Inadequale Progress

Initlals,
( 4 [ ] Notimplemented




. : Page 3 of B
Violation Report: 21496 - 05/24/2016 - Yelleric, Cindy ’
PCH Name: THE BUEHRLE CENTER

1. REGULATION 55 Pa.Code §2600 7
2600.65(f) - Training topics for the annual iraining for direct care staff persons shaif include the following:

{1} Medication self-administration training.

{2) Instruction on meeting the needs of the residents as described in the preadmission screening form, assessment tool,
medical evaluation and support pian.

{3) Care for residents with dementia and cognilive Impairments. :

{4) Infection controf and general principles of cleanliness and hygiene and areas associated with immobility, such as
prevention of decubitus ulcers, incontinence, malhuirition and dehydration. :

(5) Parsonal care service needs of the resident.

(8) Safe management {echniques.

(7} Care for residents with mental iliness or menial retardation, or both, if the population is served in the home.

2a, DESCRIPTION OF VIOLATION .

-| Direct Care Staff Person A did not have annual fraining in the Department forms for the Pre-Admission, DME, and the RASP in the
2016 training year.

Direct Care Staff Person B did not have annual training in the Department fmms for the Pre-Admlssmn DME, and the RASP in the
2015 training year.

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

Include steps to correct the viofation described above and steps lo prevent a similar vioiation from ocourring agsin. If steps cannot be compleled
immediately, include dates by which the steps wiltbe compieted.

It is important that all staff have ongoing training and education. Staff Persons A and B immediately

completed the trainings on Pre-screening, DME and the RASP. They will complete this training -

again for the 2016 training year. PCHA/designee will complete quarterly audits to ensure training

compliance. Trainings will be reviewed at Quality Assurance Meetings quarterly and the
#PCHA/designee will monitor for ongoing compliance.

Repeat Violation: No Pate(s) of Previous V),olation(s):

Signature of Legal Entity Representative
{Required on EVERY Page) {7

L I PLas

Printed Name and Title of Legal Entity Repres tive

{Required on EVERY Page} o Jennifer Mlller PCHA Pate  7/20/16

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

The above plan of comrection is approved as of lluéb— Plan of correction implementation status as of 7{ 24 ‘l [
‘ {Date;

(Date)

Fully lmpkemented
Partially lmplemenled - Adequate Progréss

The above plan cf correction was approved by Partiaily Implemented - Inadequate Progress

{Initials)

DDED

Not Impiemented




Page 4 of B
Violation Report: 21496 - G5/24/2016 - Yellenic; Cindy -
PCH Name; THE BUEHRLE CENTER

§. REGULATION 55 Pa Code §2500
2600.65(g) - Direct care staff persons, ancillary staff persens, substitute personnel and reguiarly scheduled volunteers
shall be trained annually in the following areas:

{1} Fire safety completed by a fire safety expert or by a staff person. trained by a fire safety expert.

{2} Emergency preparedness procedures and recogniiion and response 1o crises and emergency SItuatlons

(3) Resident rights.

{4) The Older Adult Protactive Services Act (35 P. S, §§ 10225.101-10225, 5102).

{5) Falls and accident prevention,

{6} New population groups that are being served at the home that were not previously served, if applicable,

Za. DESCRIFTION OF VIOLATION
Direct Care Staff Person B did not have annual training in Emergency Preparedress and Procedures in the 2015 training year,

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

Include siaps to correct the violation describad above and steps fo prevent & similar violation from occuning again. If steps cannot be completad
immedialely, Inclucie datas by which the staps will be completed.

It is important that all staff be irained annually in Emergency Preparedness s0 they are able to
implement and execute our plan in the event of an emergency. Staff person B completed her
Emergency Preparedness training. She will complete this again for the 2016 training year.
PCHA/designee will complete quarterty audits to ensure training compliance. Trainings will be
reviewed at Quality Assurance meetings quarterly” PCHA/desngnee will monitor for ongoing
compliance.

Repeat Viclation: Yes Date(s} of Previous Violation(s) 051071201/

Signature of Legat Entity Representative
{Required on EVERY Page) J nl‘le ; ) 2, P P PC{‘/?Q

Printed Name and Title of Legal Entity R senfative

{Required on EVERY Page) Jennn‘er Miller, PCHA Date

7/20/16

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction is appraved as of i - ! _& Plan of corection implementation status as of J ‘Z{ Z{ L
ate) {Date)
[] Fuly implemented

Partially Implemented - Adequate Progress

{Initials)
Mot Implemenied

The above plan of correction was approvad by [ ! VN D Partially Implemented - Inadequate Progress




B Page 5 of 8
Violation Report: 21496 - 05/24/2016 - Yellenis, Cindy -
PCH Mame: THE BUEHRLE CENTER

1. REGULATION 65 Pa.Code §2600
2600.103(f) - Food requiring refrigeration shall be stored at or below 40°F. Frozen food shalt be kept at or below 0°F.
Thermometers are required in refrigerators and freezers,

2a. DESCRIPTION OF VIGLATION ~ ° :
The GE brand refrigerator / freezer Iocated in the Terrace Lounge actwlty room had a freezer temperature of 12 degrees Fahrexhelt at
2:30pm.

3. PLAN OF CORRECTION (POC) (Attach peges as necessary, Remember that you must sign and date any attached pages.)
Inciude steps fo cormact the violation described above and sleps o prevent a similar viclation from accurring again. If steps cannot be complated

immediately, mcfud_e dates by which the steps will be completad,
Mainienarice immediately inspected the refrigerator to ensure it was in proper working condition.
Staff were in-serviced on the procedure for documenting temperatures and reporting concerns to
maintenance. Residents will be reminded 1o close the refrigerator and freezer
doors ang to let staff know of any concerns in the August Newsletter. PCHA/designee will
complete audits weekly x4, monthly x2 to ensure the refrigerator/freezer log is being completed
and temperatures are within range. Audits will be discussed at monthly Quality Assurance
meetings x3 months. PCHA/designee will continue to moniter for ongoing compliance.

Repeat Violation:rNo' Date(s) of Previous Violation(s)

S ([l [l 7LD

Printed Name and Title of Legal Entify Reprgdentative

{Required on EVERY Page} Jenmfer Miller, PCHA Date 7/20/16
. DEPARTMENT USE ONLY 7 HQMES MAY NOT,W_RITE BELCW THIS LINE!
The above plan of corvection is approved as of 7 (?Eit |j b Plan of correciion implementation status as of i ) 1&
: : ' {Lﬂat )

[} Fuly implemenied

Partially Implemenied - Adequate Prégress

AN

The above plan of correction was approved by
: {Initials)

Not Imptemented

D Partially Implemented - Inadequate Progress-




Page 6 of 8

Vielation Report: 21496 - 05/24/2016 - Yellenic, Cindy
PCH Name: THE BUEHRLE CENTER

1. REGULATION 55 Pa,Code §2600
2600.141(a){2) - The medical evaluation must inciude the following: (1) through (10}

2a, DESCRIPTION OF VIOLATION

Resident #1's DME corpleted on 04-13-16 did not indicate if Resident #1 was capable of managing their medicafions independently
or needed assistance with medication adminisiration.

3. PLAN OF CORRECTION (POC) {Atlach pages as necessary, Remember thal you must sign and dale any atlached pages.)

Include steps to commect the violation described above and steps to prevent a simifar violation from occurring again. If steps cannof be completed
immediately, include datos by which tho steps will be completed.

it is important that all resident DMEs are completely filled out with accurate information. This
DME was immediately corrected. A DME audit was created. This audit will be completed monthly
x3, then on an as needed basis. The PC Unit Manager will conduct random audits to
ensure compliance. Audits will be reviewed at Quality Assurance meetings.

/ PCHA/designee will monitor for ongoing compliance.

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

Signature of Legal Entity Representative

Reqauired on EVERY Page CL W M Ml : LA

Printed Name and Title of Legal Entity Repﬁmahve . Date
{Required on EVERY Page) Jennifer Miller, PCHA ate  7/20016

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

The above plan of corsection is approved as of Q{EH-ZJL Plan of correction fmplementation status as of 7 i l[ﬂ
atk) {Dat

[] Fully Implemented

m Parlially Implemented - Adequate Progress

The above plan of correction was approved by /W\ ' [] Parially Implemented - Inadequate Progress
' Inidjals
( ) [ ] Wot Implemented




Page 7 of B

Violation Repori: 21496 - 05/24/2016 - Yellenic, Cindy
PCH Name: THE BUEHRLE CENTER

$. REGULATICN 55 Pa.Code §2600 :
2600,185(a) - The home shall develop and implement procedures for-the safe storage, access, security, distribution and
use of medijcations and medical equipment by trained staff persons.

2a. DESCRIPTION OF VIOLATION

Resident #2 had a physician's order for Nystatin. The medication was nof available in the medmatlon cart.

Resident #3 had a physician's order for Cepacol. The medication was not available. Resident #2 also had a physician's order for
Tramadol. The medication was not available,

3. PLAN OF CORRECTION (POC) (Aftach pages as necessary. Remember that vou must sigr and date any aitached pages.)

{nchude staps to correct the violation described above and steps fo prevent a similar violation from occurring again. If steps cannot be completed
immadiately, Inclide dates by which the sleps will be completed.

An immediate audit of medications was completed for these two residents. Physician ordered
were reviewed and the medications were ordered/discontinued. Staff were in-serviced on
proper riiedication administration and PRN medications,as well as the proper disposal of
medication. A medication audit will be completed monthly by nursing staff starting

August 2016. PC Unit Manager will complete random audits to ensure angeing

compliance. These audits will be reviewed at Quality Assurance meetings.

PCHA/designee will monitor for ongoing compliance.

Repeat Vialation: Mo | Date(s) of Prevuous Viglation(s}:

Signature of Legal Entity Representative

{Required on EVERY Pagel @Mﬁj,éu MJfJM )DCHJQ

Printed Name and Title of Legal Entity Re@entatwe Dat
{Required on EVERY Page) Jennifer Miller pPCHA e 7/20/16

DEPARTMENT USE ONLY ; HOMES MAY NOT WRITE BELOW THIS LINEI
The above plan of correction is approved as of ,? Lijlb Plan of correction implementation status as of ’)f P _LL
(Date

(Date)
[] Fully mplemented

m Partially Implemenied - Adequate Progress

_ Fhe above plan of correction was approved by I:I Pal’sially.lmplemented ~ Inadequate Progress

Initials
¢ ) |:] Not Implemented
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Violation Report; 21406 - 05/24/2016 - Yallowe, Cdy -
PCH Name: THE BUEHRLE CENTER

1. REGULATION 55 Pa.Code §2500 )
2600,187(a) - A medication record shall be kept to include the following for each resident for whom medications are
administered:

(1) Resident's name,

(2) Drug allergies.

{3) Name of medication,

4) Strength.

(5) Dosage form.

(6} Dose.

(7} Route of adminisiration.

(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 nata (PRN).

(13) Date and time of medication administration.

(14) Name and initials of the staff person administering the medication,

2a, DESCRIPTION OF VIOLATION

Resident #2 was proscribed the following medications on 3-24-16 to be taken jor § days until finished and then discontinued. The
medications; Ipratropium-Albuterol, Methylpred nisalone, and Azithromysin were not taken off or marked discontinued in the E-MAR
system.

3. PLAN OF CORRECTYION {POC) (Attach pages as necessary. Remember thal you must sipn and date any attached pages.)

Include steps to corest the violation described above and steps {o prevent a simifar vioiation from occuning agsin. If steps cannot be completed
immediately, incliide dates by which the sleps will be completed.

An immediate audit of medications was completed. All medications were given as ordered.

At this time the EMAR was new for staff and they missed checking off the proper box stating the
medication was given. Staff were in-serviced on the proper documenting process on the EMAR.
An audit tool will be implemented August 2016. Audit will be completed

monthly x6, then on an as needed basis. PC Unit Manager will complete random audits to ensure
ongoing compliance. Audits will be reviewed at Quality assurance meetings.

PCHA/designee will manitor for ongoing compliance.

/\

Repeat Violation: Yes Date{s) of Previous Violation{s): 5!07!2015

Signature of Legal Entity Representati
(Required on EVERY Page) / LN NLAL /7)17)’77-—/;0(}/;4

Printed Name and Titie of Legal EntitG‘)resentatw

{Required on EVERY Page) Jenniter Miller, PCHA pate 7/20/16

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

The above plan of correction is approved as of ‘—,’]-I——L(g“atelh Plan of correction implemeniation status as of ~ ) 4 Z.‘ # l[s
Date

D - Fully Implemanted
Partially Implemented - Adequate Progress

The above plan of cormection was approved by _m&_ D Partially implemented - Inadequate Progress
: (Inktais)
[ ] Notimplemented






