pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFICATE OF COMPLIANCE

This certificate is hefeby granted to 1680 SPR]NG CREEK ROAD OPERATIONS LLC
To operate_ LEHIGH COMMONS

HAME OF FACILITY OR AGENTY

Located at 1680 SPRING CREEK ROAD., MACUNGIE. PA 180062

{COMPLETE ATNRESS OF EAQILITY QR AGENCY)

ADDRESS OF BATELLITE SiTE ADDRELG OF SATELLITE SiTE

ABGRESS OF SATRLLITE SITR ADDRESS OF SATELLITE GRK

ADDRESS OF SATELLITE SITE ADDRESS OF SATELLITE SiTE

Restrictions:

This certificate is granted in accordance with the Public Welfare Code of 1967, P.L. 31, as amended, and Regulations

55 Pa.Code Chapter 2600: Personal Care Homes

(RIANUAL NUMBENR ANG TITLE OF REGULATIONSE}

and shall remain in effect from _August 7, 2017 until February 7.
unless sooner revoked for non-comptiance with applicable laws and regulations.

No: 222051

THEUING OFFILER . GEPUTY SECRETARY

HOTE: Thiz ceriificate is issued for the above siefs) only and is not ransferable
ang should be posted in & conspicucus place in the faciity HS 628 — 12/14




pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL - RETURN RECEIPT REQUESTED
DATE: _ .
MAILING AUG O 8 2017

Mr. Marc Heil,

Executive Director

1680 Spring Creek Road Operations LLC
1680 Spring Creek Road

Macungie, Pennsylvania 18062

RE: Lehigh Commons
License #: 222051

Dear Mr. Heil:

As a result of the Department of Human Services’ (Department) licensing
inspections on April 19, 2017, May 24, 2017 and June 28, 2017 of the above facility, the
violations specified on the enclosed Licensing Inspection Summary were found.

Based on violations with 55 Pa.Code Ch. 2600 (relating to Personal Care
Homes), your current license #222050 dated June 14, 2017 to June 14, 2018 is
REVOKED. A FIRST PROVISIONAL license is being issued based on your plan to
correct the violations as specified on the Licensing Inspection Summary. This first
provisional license replaces all previously issued licenses and is effective for six months
from the date of issuance. The license dated June 14, 2017 to June 14, 2018 is NOT
reinstated upon expiration of this first provisional license. This decision is made
pursuant to 62 P.S. 1026(b)(1) and 55 Pa.Code § 20.71(a)(2) (relating to conditions for
denial, nonrenewal or revocation.) Your first provisional license is enclosed.

All violations specified on the Licensing Inspection Summary must be corrected
by the dates specified on the Licensing Inspection Summary and continued compliance
with 55 Pa.Code Ch. 2600 must be maintained.

Bureau of Human Services Licensing
625 Forster Straet, Room 631 | Hamisburg, PATI20 | 717783 3670 | F 717.783.3662 | www.dhs stata pa.us



Mr. Marc Heil 2

Pursuant to 62 P.S. 1085-1087 and 55 Pa.Code §§ 2600.261-268 (relating to
enforcement), the Department intends to assess a fine for the following violations unless
fully corrected on or before the mandated correction date.

55 Pa.Code  Class Fine Calculated Mandated

Chapter 2600 of Census at Perresident Fine Correction Date

Section no. Violation Inspection X Per day = Per day (to_avoid Fine)

60a Il 65 $5 $325 5 calendar days from
mailing date of this letter

15a ¥ 65 $3 $195 15 calendar days from
mailing date of this letter

227d I 65 $3 $195 15 calendar days from

mailing date of this letter

A fine will be assessed on a daily basis beginning with the date of this letter and
will continue untii the violation is fully corrected, and full compliance with the regulation
has been achieved. If the violation is fully corrected, and full compliance with the
regulation has been achieved, by the mandated correction date, no fine will be
assessed. You must notify the Department’s Regional Human Services Licensing office
in writing as soon as each violation is fully corrected and submit written documentation
of each correction. The Department will conduct an on-site inspection after the
mandated correction date, and within 20 calendar days of the date of this letter. If one
or more violations is not fully corrected and full compliance with the regulation has not
been achieved, you will pericdically receive invoices from the Depariment’s Bureau
Human Services Licensing with payment instructions. The fines will continue to
accumulate until the violation is fully corrected and full compliance with the regulation
has been achieved.

No fine is being assessed at this time; therefore, you may not appeal any fine at
this time. If a violation is not corrected and full compliance with the regulation has not
been achieved by the mandated correction date, a fine will be assessed and an invoice
will be mailed. This invoice will contain the right to appeal the fine.

If you disagree with the decision to issue a provisional license, you have the right
to appeal through hearing before the Bureau of Hearings and Appeails, Department of
Human Services in accordance with 1 Pa.Code Part I, Chs. 31-35. if you decide to
appeal your provisional license, a written request for an appeal must be received within
10 days of the date of this letter by:

Kevin Brumbach, Enforcement Manager
Bureau of Human Services Licensing
Department of Human Services

Room 631, Health and Welfare Building
625 Forster Street

Harrisburg, Pennsylvania 17120
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This decision is final 11 days from the date of this letter, or if you decide to
appeal, upon issuance of a decision by the Bureau of Hearings and Appeals.

Sincerely,

Enclosures
license
Licensing Inspection Summary



VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 21
PCH Name: LEHIGH COMMONS License Number: 22205
Address: 1680 SPRING CREEK ROAD, MACUNGIE, FA 18062 Eounty: Lehigh
Administrater; Thomas Howaritz Region: NORTHEAST

Legal Entity Name: 1680 SPRING CREEK RDAD OPERATIONS LLC

Legal Entity Address: 1680 SPRING CREEK ROAD, MACUNGIE, PA 18062

Certificate(s) of Occupancy
C-2LP
10/09/1997
PA Dept of LEI

Staffing Hours

Resident Support: 0 Tota! Caily Staff: 79 Waking Stafi: 59

Type of Inspection: Fult BHA Docket Number: Kolice: Unannounced

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

-On-Site Inspections Dates and Department Representatives On-Site
04/19/2017: Foulkes, Kimberli; Huramel, Jesse; Deluca, Amy

Off-Site Inspection Dates and Inspactors, if Applicable

QOther Details
Partial or Fult Triggers: Random Indicators:
Resident Demographic Data as of Inspection Dates
Licensed Capacity: B0 Number of Residents who:
Number of Resldents Served: £0 Recelve Supplemental Security Incomn: O
Secured Dementia Care Unit in Home: Yes Are 60 Years of Age or Otder: 60
Area; Homestead first floor wing Have Mentat Iiness:
Secuted Demuantia Unlt Capaclty, if Applicable: 14 Have an Intallectual Disablitty: 0
Number of Residents Served in Secured Dementiz Care Unit, Have a Mobllity Need: 19
if applicable: 13
Have a Physical Disability: 1
Number of Current Hospice Residents: 2
Number of Hospice Reslidents in past year: 2
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Vicfation Report: 22205 - 04/19/2017 - Foulkes, Kimberli
PCH Name: LEMHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.5(a)(1) - The adminisirator or a desiynee shall provide, upon request, inmediate access to the home, the residents
and records to: Agents of the Department.

2a. DESCRIPTION OF VIOLATION

Department Represeniatives requested the direct care staffing schedule as weil as direct care staffing recards at $0:00am. 1t was
determined that these items are kept on-sita at the facilly. These ilems were subsequently requested at 10:45am and 11:30am, The
faciiity provided the stalfing schedule at 11;55am. Depaniment Represeniatives obtained the s1alf records at 12:00pm. The facility is
required lo provide immediate access to records.

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

friclude sleps io correct the viviation describad above and sleps la praveni a similar viclalion from occurring again, i steps capnot be complated
immediately, include dales by which the steps will be compieled.

Employee files will be reorganized in a manner that will alow immediate access to iraining,
education and background information. Target date of completion, Sept 1%, 2017. Ongoing
compliance will be monitored by the Business Office Manager or designee going farward.

The edmisistrotor phell mmimbr 6od onturs.
O—}lgfﬂ‘wq QM?QM‘ML@,.

(w; 2]

Repeat Violation: No Datefs) of Previcus VEolatior}ss):
o) .
Signature of Legal Entity Representative % )
(Required on EVERY Pags) ¢
Printed Name and Title of Legal Eptity Representative Date 5/ /
{Required on EVERY Page] ~/ e MAD /% st T ate 5’%6 / 7

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE] ;

The above plan of correction is approved as of S @\ Plan of correction implementafion status as of S ‘ 2‘"{ {7
Date}

(Date} ’

[ Fully imptemented
Rparﬁally Implemented - Adequate Progress
The above plan of correction was approved by /W\ D Partially Impiemenied - Inadequate Progress

Initials
{ ) |:] Not implemented
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Vioiatian Report: 22205 - 04/1972017 - Fouikes, Kimbari
PCH Name: LERHIGH COMMONS

1. REGULATION 55 Pa,Code §2500

2600.15(a) - The horne shall immediately report suspected abuse of a resident served in the home in accordance with the
Qider Adults Protective Services Act (35 P.S. Sections 10225.701 - 10225.707) and 6 Pa. Code Sections 15,21 - 15.27
{relaling to reporting suspecled abuse) and comply with the reguirements regarding restrictions on staff persons.

2a, DESCRIPTION OF VIOLATION

On 4117 resident #1 reporled to staff person A thal slaff person B was giving the residen! a shower and that staff person B was
rough and lefl a black and blue mark on the resident's right wrisl. The hore did not report the aliegalion to the lecal area agency on
aging or the Stale Depanment of Aging.

3. PLAN OF CORRECTION (POCG) (Attach pages as necessary. Remember that you must sign and date any attached pages.}
include steps lo comect the vivlation descnbed above and sleps to praven! a similar viclation from occuring again. If sleps cannof ba complated
immediately, includa datps by which the steps will ba complated.

Allegation of abuse was reported on May 12", 2017, a copy of Act-13 report attached. Anin-
service with all center staff will be completed on Abuse prohibition by June 2%, 2017, Ongoing
compliance wilt be monitored by the Executive Director or designee going farward.

The. cdomnihrodr phell Mol and
GNA pala d“&d%ﬂ CM"&Q‘,Q}\M&_ .
/‘/\r;:’l,g{l/f

—
Repeat Vinlation: Yes Date(s} of Previous V‘m!aﬁon(s)ifjjl 012812016 )
i

Signature of Legal Entity Representative
{Required on EVERY Paqge) L =~

el /
Printed Name and Tile of Legal Entity Representative C Date / /
{Reguired on EVERY Page) %c‘“ﬁ 5 r‘;‘{: oy A FT 5/ 7C /7

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

1
The above pian of correction is approved as of _g X ‘ 7 Plan of correction implementation status as of, 5 22 :i “7
(Date)

{Date)

[T] Fully imptemented

/\’\/\ D Partially Implemented - Adequate Progress

H Parlially Implemented - Inadequale Progress
[] mottmplemented

The ahove pian of correction was approved by
(Inilials)




Page 4 of 21

Violation Report: Z220% - Q4/189/2017 - Foutkes, Kimberli
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600

2600.16(c) - The home shall report the incident or condition to the Depastrnent's persanal care home regional office or the
personal care nome campla:m hotline within 24 hours in a manner designated by the Department. Abuse repertmg shall
also follow the guidelines in section 2600.15 (relating to abuse repomng covered by law).

2a. DESCRIPTION OF VIOLATION

During the avernight hours on 2110/17 into 211117, resident #2 developed diarhea. On 2/11/17 when stafl checked on the resident at
approximalely 2:45pm, the resident was wheezing and stated they lelt Ylousy” and they had a temperature of 99,8 degrees Fahrenheit.
The resident was admitled to Lehigh Valley Hospital with a dx of Sepsis and Pneumonia. The residerd was discharged from the
hospital fo Lehigh Center on 27 was discharged from Lehigh Center back to Lehigh Valley Hospital on .1 7 and then expired af
the hospital on it? The hame continued {o hold the resident's bed and planned ta have the resident return to the faciity. As of the
date of the inspection the resident’s belongings were still in the home. The home has nat submitled an incident reperd to the
Pegartiment.

Resident #3 is prescribed Lidocaine 5% patch, one palch to skin dally, remove and discard patch within 12 hours, 6am and pm. The
resident had not received the medication from 4/8/17 through 4/19/17. The resident is also prescribed Lovastatin 20mg, one tablet by
mouth daily at Bpm. This medication was nol adrministered from 4/8/17 through 4/14/17. The hame has not submilted an incident
repor e the Department.

On 4/111/17 resident #1 reported to staff person A that staff person B was giving the resident a shower and |hat stalf person B was
rough and left a black and blue mark on the resident's right wrist. The home has not submitted an ineiden! report {o the Department.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and dafc any atteched pages.)

Include steps lo comact the vidlalion described abeove and steps lo preven! a similar violation from ocouring again. If steps camnot be compleled
immediately, include datas by which the steps will be completed.

An incident report, regarding the expiration of resident #2 was submitted on April 19", 2017,
copy attached. An Incident Report for resident #3 was submitted on May 12%, 2017, copy
attached, All staff administering medication was in-serviced on May 3" 2017 on the necessity
of medication being available as ordered by the physician. An Incident Report for resident #1
was submitted on May 12", 2017, copy attached. The incident was also reported to the Area
agency on aging on May 12* 2017, copy attached. Ongoing compliance wiil be monitored by
the Resident Care Director or designee going forward.

The admunistredo- Ahall Aoar Gnd srdine

Repeat Violatian; Yes Date{s) of Previous Violation{s) ‘4'{ 10282016

Signature of Legal Entity Representative b o~
{Required on EVERY Pange] -

s iy
Printed Name and Title of Lega! Entity Repfeseffgtwe éf

(Required onEVERY Pasie) %0 a5 e g T Date j’///'é' /17

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

The above plan of correclion is approved as of Q—.U-S-il- Plan of corection implementation status as of S ng:! ] [7
[¥ate

(Date)
D Fully Implemented

'Kparﬁally implemented - Adequale Progress
[] Partially implemented - Inadequate Progress

D Not implemented

VAa'a

The above plan of correclion was approved by
{Initiats)
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Viclation Repori: 22205 - 0411012017 - Foldkes, Kimberi
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.18 - A home shall comply with appiicable Federal, State and Iocal iaws, ordinances and regulations,

7a. DESCRIPTION OF VIOLATION

The facility has an industiial sized natural gas clothing dryer localed in the basement of the facility and a natural gas fired oven located
in the kitchen of the facility. The faciiity does have a carbon monoxide delector installed in each of these areas, however each
detecter is instalied closer than 15 feel from each device. The facility is not in compliance with the Care Facllity Carben Monaxide
Alarms Standards Act.

3. PLAN OF CQRRECTION {POC) (Attach pages 35 necessary. Remember that you must sign and date uny atached papes.)

inciude steps ta correct the viclalion described above and steps to prevent a similar vivlation from ocouring again. if steps canno! be completed
immadialely, include dales by which the sfeps will be complated.

All of the carbon monoxide alarms were relocated ta be further than 15 feet away from each
device on April 24", 2017, Ongoing compliance will be monitored by the Director of
Maintenance or designee going forward.

The wdaminishrator 42 Lall /m;nr"ar' fande

Mﬁ:i’}ﬂ

Repeat Violation: No Dafe{s} of Previous Viotation{s}:
hi) P

Signature of Legal Entity Representative
{Required on EVERY Fage)

: — 17
Printed Name and Title of Legal Entity ngffs::ntatl B o
{Reguired on EVERY Pags) %a.ﬂm‘f 5 /_/‘ NP Te_. ate 5‘"4’(; /:‘ 7

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

The above plan of correction is approved as of -ﬂ—l&lﬂ— Plan of correction implementation status as of 5 ( SL“H l n
i ate]

{Date)
[] Fully Implemented
ﬁ’ Partially implementad - Adequate Progress

4

{Initials)

The above plan of comection was approved by D Partially Implemented - Inadequate Progress

D Nof Implemented
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Yiolation Report: 22205 - 04/18/2017 - Foulkes, Kimbeii
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2500
2600.26(a) - The home shall establish and implement a quality management plan.

2a. BESCRIPTION OF VIOLATION
The Quality Managemenl Plan states meelings are lo be held *10 times annually, preferably manihly”. Minutes wese recorded for

meelings on /27, 2/24, 3715, 518, 8121, 11117, and 12/28. Only 7 meelings were held in 2018,

3. PLAN OF CORRECTION (POC) (Attach pages as necessary, Romernbtr that you must sign and date any attached pages.)
Inciuds steps {o correct the viclation described above and steps fo prevent a similar Violation from occurring agein. I steps canno! be complaied
immedialely, include dales by which the steps will be completed.

Quality Management meeting dates were established for 2017. A copy of the meeting
schedule is attached. Compliance will be monitored by the Executive Director or designee
going forward, :

e admmisieatsr sl awondor and asouge
cméd-:.rj e—'lwagirmc-o_, ' |
’ /VV;I(S”FI

Repeat Violation: No Date{s) of Previous Violationis}:

Signature of Legal Entity Representative

{Required on EVERY Paga) ey Vi
Printad Name and Title of Legal Entily Repfesﬁaﬁva Dat /
{Required on EVERY Pagel /ﬂ,“ Ay A{u AN 772 ate 5///6 /7

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! i
. . /‘
The above plan of comection is approved as of elid ]y " Pian of correction implementation siatus as 4, 5 /! 2! “ 7
a

(Late) )

D Fully implemented

/]rv‘" -E_Parﬁal!y Implemented - Adequale Progress

The above plan of cotrection was approved by [ ] Patially implemented - Inadequate Progress

(Initials}

D Mot kmplemenied
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Vialation Report; 22205 - 04/19/2017 - Foulkes, Kimberli
PCH Name: LEHIGH COMMUNS

1. REGULATION 55 Pa.Code §2600
2600.51 - Criminal history checks and hiring policies shall be in accordance with the Older Aduit Protective Sarvices Act
{OAPSA) (35 P.5. §§ 10225.101-10225.5102) and 6 Pa.Code Chapter 15 (relating to protective services for older adults).

Za. DESCRIPTION OF VIOLATION
Hospice employese C has a ciminal hislery as indicated on his/her Pennsyivania State Police backgmound check, The home did not
eblain infermation about the details of the criminat history.

3. PLAN OF CORRECTION (POC) {Amtach papes as necessary, Remember that you must sign and dste any attached puges.)

Inclute steps lo corect the viclation described above and sleps fo prevent a similar violation from oecurring again. If sleps cannot be complated
immediately, include dafes by which the staps will ba compleied.

Information regarding the eriminal history of Employee “C” was ohtained on May 10", 2017.
Copy of Pennsylvania State Police report is attached. Alivendors will be advised thata
criminal background check must be provided prior to providing services to our residents
Ongoing compliance will be monitored by the Business Office Manager or designee going
forward.

ﬂ{ atgﬂhhufx%ﬁwﬁf ﬁ—Lﬂ-H WO‘% !‘Il”f‘ 5‘4/&6(
LA ol 0‘\/1?0’10-7 ad\ua’bga.&;uc-(_

L/)esfey

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

Signature of Legal Entity Representative 3
{Reguired on EVERY Paqe) S

Printed Name and Title of Legal Entity Ref:msﬁative (// Dat
{Required on EVERY Page) ﬂ‘a-hﬂj /1/'? T ate _7/{5 /{7

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

rd
The above plan of correction is approved as of (t{ { J f Plan of correction implementation status as of > qu , n
2

{Cate)
[} Fully implemented
g Partially Implemented - Adequate Progress

N
The above plan of correction was approved by Parlially Implemented - inadequale Progress

{Initiais)

D Not Implemented
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Victation Report: 22205 - 04715912017 - Foulkes, Kimberli
PCH Name: |LEHIGH COMMONS

1. REGULATION 55 Pa.Code §26008
2600.60(a) - Staffing shall be provided 1o meet the needs of the residents as specified in the resident’s assessment and
support plan,

2a. DESCRIPTION OF VIOLATION

Department Representalives delermined thraugh stolf intesviews that the facility has 19 residenis with mebiiity needs that would
require assistance to evacuate in the event of an emergency. The facilily consisis of two floors with residents residing on bolh floors.
The first floor has a secured dementia care unit whera 13 residents raside. All 13 have a mobifity need based on their cognitive abilily.
[t was delermined thal residents #4,5,8,7,and B require the assistance of two staff persons to transler the residents out of bedrchair
and also one person {o assist the residents o ambulate in each resident’'s wheelchair. Residenls # 6,10 and 11 require the assislance
on one persen to transfer the residents out of bed/chair and also epe person fo assist the residents to ampulate in each resident's
wheelchair, Resident #12 has a visual impairment and requires the assislance of one staft person to guide the resident. The facility
has five separate intemat firg safe stair fowers that residents evacuale lo during an emergency. Departiment Representatives reviewed
the facility's staffing schedule and determined that on 4/1/17 from 11:00pm to 7:00arm the facility had only 3 staff working at the Facility.
On 4/2117 from 11:00pm to 7:0Gam the {acility had only 4 staff working at the facility. Based upon the care neads of the residents and
each resident's mobility needs, 4 staff is not sufficient to safely transier, evacuate, supervise and account for each resident during an
emergency evacuation. In addition the facility regularly schedules only one stalf person to work in the Secured Dementia Care Unit
fram 11:00pm to 7:00am. Residents # 6,9, and 12 require physical assistance fo evacuate the bullding, One staff person working in
the secwed dementia care unit is not sufficient {o safely transfer, evacuate, supervise, and accound for each resident considering the
magnelic locking mechanism will refease upon an emergerncy allowing residents 1o exit the facility {o unsafe areas while the one staff is
assisiing residents out of bed.

3. PLAN OF CORRECTION {POC) (Attach pages as nccessary. Remember that you must sign and date any attachicd pages.)

Inehude staps to comect the violation described above and sleps o prevenl a similar violation from occurming apals. I steps cannol be completed
immediataly, include dales by which the steps will be complafed.

Tha facility is in the process of hiring and training additional staff. Daily staffing schedules are
reviewed to assure resident’s needs are being provided as outlined in the resident assessment
and support plan. Daily staffing will be monitored by the Resident Care Director or designee

going forward to ensure compliance.

7212_ cucfﬁv\ia!m‘)tr*a;’uf '(;; /Lﬂ-fa)m:ﬁ/M feg_ d\'\jﬂ'h'7

-

C My@l% Co-
/V\fg:[ 1§17
T

Repeat Violation: Yes Date(s) of Previous Viplation{s): Q412”1‘12016 / \_goarzm‘s) ( 1211312016 \
o /) — o

Signature of Legal Entity Representative A —
{Required gn EVERY Page) P -

. -
Printed Name and Title of Legal Entity Repfeserfative  / / Date /
e's.w@l;‘l"‘* (fﬁ//'?

{Required on EVERY Page} % s
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! |
The above plan of cerrection is approved as of S (E!f‘e){ Plan of correction implementation status as of 7 25* 7
_;/3_‘12‘( g

D Fully Implemented
) [j Partially Implemented - Adequate Progress

VA"

The above plan of correction was approved by Partially Implemented - Inadequate Progress
{Initials)
D Not implemented
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Violation Report: 22205 - 0471972017 - Foulkes, Kimbeli
PCH Mame: LEHIGH GOMMONS

1. REGULATION 55 Pa.Code §2608
2600.63(a) - At least one staff person for every 50 residents who Is trained in first aid and certified in obstructed airway
technigues and CPR shall be present in the bome at all times.

Za. DESCRIPTION OF VIOLATION
On 4/1/2017 only 1 slalf persod on the 11pm fo Tam shift had both CPR and First Aid training. Based on the number of residents in the
home at ihat time the home was required to have at least 2 staff persons with CPR and First Aid training,

3. PLAN OF CORRECTION {POC) {Attach pages as neeessary, Remember that you must sign and date any attached pages.)
Include steps fo correct the violalion described above and steps le prevant a similar violation fram accurring again. It steps cannol he complated
immedialaly, include dates by which the steps wil e compleled.

All clinical staff will be trained by a certified instructor by July 1%, 2017. Until this time period,
the RCD will assure a minimum of two people per shift will have current first aid and CPR
certification. Ongoing compliance will be monitared by the Resident Care Director or designee

going forward.

The administondo r L Aty coand

/St

A

Repeat Violation: No Dale{s) of Previous Violation{s):
Fal

Signature of Legal Entity Representative /4
{Reguired on EVERY Page} .

\

Printed Name and Title of Legai Entity Rep{;seﬁiative (/) D
[Required on EVERY Page] ﬁa -:‘fT/f 5 /{’{Gwd‘f\i P2 ate ,;-//w // 9

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

The atove plan of correclion is approved as of "‘g{ teg) ( Plan of correction implementation status as of S MinN
a —4511——
ale)

[} Fully Implemented

g’ Partially fmplemented - Adequate Progress

The above plan of carrection was spproved by /}Y\ Partially implemented - Inadequate Progress
SO, E— p q G

{Intlials)
D Not implemented
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Violation Report: 22205 - 04/ 1012017 - Foulkes, Kinoerh
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.65(f} - Training topics for the annual training for direct care staff persons shali include the following:

(1) Medication seif-administration training.

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

(3) Care for residents with dementia and cognitive impairments.

{4} Infection cantrol and general principles of cleanliness and hygiene and areas associated with immobility, such as
prevention of decubitus ulcers, incontinence, malnutrition and dehydration.

(5) Personal care service needs of the resident.

{8) Safe management technigues,
{7} Care for residents with menial iiness or mental retardation, or botlh, if the populalion is served in the home.

2a. DESCRIPTION OF VIOLATION

Direct care saff person D hired on 14 did not receive training in Medication self-administeation training, instuction on meeling the
needs of the resident's as described in the preadmission screening form, assessment teol, medical evaluation and suppert plan;
Infection Controf; pmsonal care service needs of the resident; and sale management techniques during lhe 2016 calendar year.

Dipect care staff person E hired on B o did not receive fraining in medication sef{~administralion training; instruction on meeting the
needs of the resident’s as described in the preadmission screening form, assessment tool, medical evaluation and support plan;
personal care service needs of the resident; and safe management lechniquss during the 2016 calendar year.

3. PLAN OF CORRECTION (POC) (Attach pages as nccessary. Remember that you must sign and date any allached pages.)
Inclute sfeps to cormact the viptation described above ant steps to prevent a similar violation from accumiag agafn. If steps canncl be compleled
immediately, inciude dales by which the sleps will be completad.,

Birect care staff person “D" who was out on Medical Leave of Absence has resigned her

pasition on Wednesday- 2017.

Direct care staff person “E" is scheduled to receive along with all staff annual training. All staff
will receive training on the state required topics throughout the 2017 calendar year. Copy of
the 2017 training calendar is attached. Ongoing compliance will be monitored by the Business
Office Manager or designee going forward,

The a,afmm;?ﬁﬂ:uﬁr Y/ ﬁ’afs.v ffmffﬁ&rm"b " ﬁe ﬂ/n?uae,q&'
OZ s /tfjm&afmﬂ, ,gw '/S—a,n,\ju Yeon 20/6, A well aq., 3o/ 7.
Qmummﬁ'ﬁm fg 7’1-'- T’Y\afln.,,w) /‘Lq//-&-ﬂ M%ﬁmcﬂ /5"9 ﬁu\Aﬂwe_

Repeat Violation: No Date[s) of Previous V‘o!anon(s) M W‘ﬂdM J‘f {),U_WM

Signature of Legal Entity Representative | 4/ Soe ALyt
{Renuired on EVERY Page) w¥d - W}/&'//?

J

Printed Name and Title of Legal Entity Represeﬁtativez// \/

{Required on EVERY Paga) ﬂ ¢ MAS i i A T Date g~ 74 f7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI |

{Date)

The above plan of correclion is approved as of ‘-S%-A—ﬁz Plan of correction Implemeniation status as of 5!;2_‘:‘ h‘}
{Data]

D Fully impiemented
Ng:Panialiy Implemented - Adeguale Progress

“The above plan of corection was approved by D Partially Implemented - Inadequate Progress
Initials
¢ ) D Mot Implemented
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Viclation Report! 22205 - 4112017 - Foulkes, Kimberh
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.65(g) - Direct care staff persons, ancillary staff persons, substitute personnel and regularly scheduled volunteers
shall be trained annually in the following areas:

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

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

{3} Resident rights.

{4) The Older Adult Protective 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 thal were not previously served, if applicable.

25, DESCRIPTION OF VIOLATION

Direct care staff person D hired on -14 did not receiva iraining in Flre Safety completed by a Fire salely expert, emergency
preparedness procedures, resident sights, the Older Adult Prolective Services Act, o falls and accident pravention during the 2016
calendar year,

Direct care staff person E hired 01-10 and Ancittary staff person F hired on -15 did nof receive fire safely training completed
by a fire safely expert during the 2016 calendar year.

3. PLAN OF CORRECTION (POC) (Aftach pages as necessary. Remember that you must sign and date any attached pages.)
include sleps to correct the violalion described above and sieps {o prevent a shmifar violaiion from occurming again, ¥ steps cannot be complelsd
immediately, include dales by which the steps will be complated.

Direct care staff person “D” who was out on Medical Leave of Absence has resigned her
position an Wednesday- 2017,

Direct care staff person “E” and “F" is scheduled to receive along with all staff annual training.
Al] staff will receive training on the state required topics throughout the 2017 calendar year.,
Copy of the 2017 training calendar is attached. Ongoing compliance will be monitored by the
Business Office Manager or designee going forward,

— The coclmpmishndor /3—/»4./[ 7(n:uw ﬁazg /PErocs ”A:' AF T paq 7’1u_
am,:zagmmﬁ«e fﬂ-ﬁm7 year 20/ , e well aal
2011 - Decumarliin () fru: Hassivy e e icencl by Po]

Repeat Violation: No Date{s) of Previous \yo!atlon[s) —'_\ ! Jy/cf// 7

Signature of Legal Entity Representative T /
{Required on EVERY Page} 4

Printed Name and Title of Legal Entity Repreénh/;we (,/i Date / o
{Required on EVERY Page) T:‘a.:'ﬂf? 5 /Z/c e T /e // 7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! ,,
The above plan of corection is approved as of ‘F‘(E{‘je)l Plan of correction implementation status as of b ( El{ /{ 7
{Date)

[] Fully implemented
E/ Partially Implemented - Adequate Progress

The ahove plan of correction was approved by [ ‘ ‘ - [T] Partially implemented - Inadequate Progress
{Initials)
[} Notimplemented
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Violation Repurl, 22906 - D41 972017 - Foulkes, Kimeeri
POH Name: LEHIGH CGMMO@S

1. REGUIATION 55 Pa.Code §2800
2600.82{c) - Poisonous materials shall be kept locked and inaccessible ta residents unless all of the residents living in the

horne are able to salely use or avoid poisonous materials.

2a. DESCRIPTIOM OF VIOLATION
At the time of the inilial walk through the door to the Housekeeping room localed in the basement was left wide open and therefore

accessible 1o residents, The room contained numerous poisonous materials including Medline Surface cleaner, Heavy Duly bowl
cleaner, Spotzyme, and Clorox bieach cleaner, Not all residents of the home are assessed to safely use and avoid poisonous

materials.
The doar to the maintenance room also localed in the basament was wide open as well and also contained poisonous materials

including Nubrite and Goof Off.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember thut you must sign and date any attached pages.)
Include steps to correct the violation described above and sleps to prevenl a similar viclalion from occurring again. If steps cannot be completad
immediately, include dales by which Ihe aleps will be compleifod.

Poisonous materials will be kept in a locked room inaccessible to residents. An in-service will
be conducted with the housekeeping staff on the importance of maintaining products in a safe
focation and locking the door immediately upon exiting the room by May 15", 2017, Ongoing
compliance will be monitored by the Director of Maintenance or designee going forward

The adlanm ishotor rhall Ao /]
Agovine. 0\'\9m'z7 Complinces .

o
574/

Repeat Viclation: Mo Date(s) of Previous Vioiatj%;}_: [~

Signature of Legal Entity Representative : T

[Reguired on EVERY Page) o " 7

Printed Name and Tille of Legal Entity Repr%s’Er:taﬁv Date / /
{Required on EVERY Page) ﬁu.’mﬂ} L syt £ 72 s/n {7

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

The above plan of correction is approved as of Aﬂm Plan of correction implementation status as of gé 2y ! W)
Date

{Date}
D Fully implemented
.ﬁ Parially implemented - Adequate Frogress

WNn—

The above plan of correction was approved by I:l Partially Irnplemented - inadequale Progress

{initials)
[[] Mot implemented
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Violation Report: 72205 - 847192017 - Foulkes, Kimber
PCH Name: LEHIGH COMMONS

1, REGULATION 55 Pa.Code §2600

2600 .91 - Telephone numbers for the nearest hospital, police department, fire department, ambulance, poisen control,
tocal emergency managament and personal care home complaint holline shall be posled on or by each telephone with an
outside line. '

2a. DESCRIPTION OF VIOLATION
The telephone focated in the basement next to the generat storage room dees not have emergency numbers posted next fo it.

3. PLAN OF CORRECTION (POC) (Attach peges a5 necessary. Remember that you must sign and date any attached pages.)
Intlude steps lo correct the violation described above and steps (o prevenl a similar vialation Irom ocouing again. If steps cannot be completed
immedialely, include dates by which the sleps will be completed,

Immediately a list of emergency phone numbers was attached to the telephone located in the
basement upon identification. Compliance will be monitored by Director of Maintenance or

designee going forward,

~ The G nishajor /S.Aa_// At Tn a,wc/

/1/?/“/!7

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

Signature of Legal Entity Representative

{Required on EVERY Page} f o

W H
Printed Name and Title of Legal E;‘% Repfesént{{ive K y, e P
Required on EVERY Page ThemAs / s ST g5lrp 1

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

. &
The above plan of correction is approved as of ’18 Plan of correction implementation status as of g m
ae [Date)
D Fully Implamented

ﬁ Partially Implemented - Adequate Progress
/I/V~—-

‘the above plan of correction was approved by D Padially Implemenled - Inadequate Progress
{initials)
D Not Implementad




Page 15 of 21

Violation Report; 22205 - Q41312017 - Foulkes, Kimberh
PCH Name: LEHIGH COMMONS

1, REGULATION 55 Pa.Code §2500
2608, 141(2){2) - The medical evaiuation must include the following: {1} through {10)

Za. DESCRIPTION OF VIOLATION
The initial medical evaluation for resident #13, dated -‘EG, does nat include the residenl’s medications. It states "see electronic
print oul” bul there is nothing attached or with the OME in the plastic sleeve.

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

include sleps lo correc! e viclalion described above and steps to prevent a simifar violalion from occurring again. i sleps cannct be completed
immedialely, include dates by which the steps will be completed,

The medical evaluation for resident #13 was updated an April 20", 2017 to include the

residents medications, copy attached. Ongoing compliance will be monitored by the Resident
Care Director or designee going forward.

72. ‘< o c{m'l.l.l’)r?'ﬁ/‘a_ﬁ/‘ M// KM’HF’%J/‘ M"/

Agatne 0"\;0%/‘7 W;bﬂ@_%
S/ 18/

Repeat Violation: No Date{s) of Previous Viu!atian(s};l P
Signature of Legal Entity Representalive y
(Required on EVERY Page} 7 7
et .
Printed Name and Title of Legal Entity Represestative
T o Date / /{ ?
{Required on EVERY Pagel 773, apfs  Afour st T2 S Jrk

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

{Crate)

The above plan of correction is approved as of S JI & Plan of correction implementation status as of gl Y ll7
(Date)

D Fully Implemented

A 'g Partially Imptemented - Adequate Progress

The above plan of correction was approved by D Partially Implemented - inadequate Progress
(Initials)
[] wotimplemented
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Violation Repart: 22205 - 04/T9/2017 - F oulkes, Kimberli
PCH Name: LEHIGH COMMONS

1. REGULAYION 55 Pa.Code §2600
2600.183(e) - Prescription medications, OTC medications and CAM shall be stered in an organized manner under proper
condificns of sanilation, tlemperature, moisture and light and in accordance with the manufacturer's inshructions.

2a, DESCRIPTION OF VIOLATION

Department Represenlatives compleled an audit of the facility's medication cart. Observed at the hottam of the medication carl drawer
was a loose pilt determined to be Xarello 20mg. The facility is responsible for the safe, organized and sanilary storage of resident
medications.

3. PLAN OF CORRECTION {PQC) (Altach pages as necessary. Remembrer thul you must sign and daie any attached pages.)
Inciisde steps fo correct Hhe violation descrbed above and steps fo praven! a similar violation from cecurring again. If sleps cannat be compleled
immaediately, include datas by which the sleps will be completed.

Staff will complete weekly med cart audit and cleaning. Any Jose rﬁedications will be disposad
of properly, Ongoing compliance will be monitored by Resident Care Director or designee
going forward,

The &af/m:n;u_sﬁfaﬁr ahatl Mn??ér w‘/

Sligfra
Repeat Viotatien: No Date(s) of Previous Violation(s}:
P -

Signature of Legal Entity Representative ;

{Reguired on EVERY Page) b
printed Name and Title of Legai Entity R{E;eseﬁ*t;tiveg (/ ’

| {Required on EVERY Page) e )49 oA T 2 Date 5 /i /) 7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]
The ahove plan of correction is approved as of 4 D{ite; ! Plan of correction impiementation status as of gfll_,( II’]
(Date)

D Fully implemented
B’_ Partally Implemented - Adequale Progress

A

The above plan of torrection was approved by D Partially implemented - Inadequate Progress
{nitials;
finitai) [} Notimplemented
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Violation Report: 22705 - 04/19/2017 - Noulkes, Kimbert
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.185(a) - The home shall develop and implement procedures for the sale slorage, access, securily, distribution and
use of medications and medical equipment by trained siaff persons.

2a. DESCRIPTION OF VIOLATION
Hesident # 14 has a physician's order for Blood glicose readings twice daily an Mendays, Wednesdays, and Fridays. On 4/717 at
7:12am the bload gliscose reading in the meter was 93 but was recorded on the MAR as 132

Resident # 15 has a physician's arder for btood glucese readings twice daily, fasting and al 8pm. Resident # 15's blood glucose
readings wera incorrectly recorded on lhe MAR as follows:

On 4/18/17 at 9:26pm the BG meter reading was 112 and recorded on the MAR as 186

On 4/16/17 at 9:05pm the BG meter reading was 169 and recorded on the MAR as 168

On 414117 at 9 11pm the BG meler reading was 158 and racorded an the MAR as 210

Cn 4/11/17 at 8:30pm the BG meler reading was 190 and recorded on the MAR as 210

On 4/06/17 at 3:08pm the BG meter reading was 129 and recorded on the MAR as 138

On 4/05/17 at 3:03pm the BG meter reading was 213 and recorded on the MAR as 243

Resident # 13 is prescribed Humalog insulin based upon a sliding s;caie of the resident’s blood glucose levels. On 4!17?“57 the
resident's blood glucose level was tested to be 147, The facHfity incorrectly documented 117 on the resident's Medication
Admiristration Record (MAR).

Resident # 16 has a physician's order for blood glucose readings 4 times dally. Resident # 16's blood glucose readings were
incorrectly recorded on the MAR as follows:

On 4/40{17 al Bpm the BG meler reading was 188 and recerded on the MAR as 183

Qn 4/12{17 at 4pm the BG meler reading was 167 and recorded on the MAR as 201

On 4112Z/17 at Bpm the BG meler reading was 200 and recorded on the MAR as 167

On 4/14/17 at Bpm the BG meler reading was 159 and recorded on the MAR as 156

3. PLAN DOF CORRECTION (PQC]) (Attach pages as necessary. Remember that you must sign and date any attached pages.)

Include steps to commect the viclalion described above and sleps to prevent 8 similar vicdation from ocourring again, if steps cannot be completed
inwnediately, include dates by which the steps wilf be completed.

No residents suffered any ill effects from the mis-documentation of blood glucose readings.
Both employees invalved received verbally counseling on April 19", 2017 and written
counseling on May 15%, 2017. Both employees were informed that further infractions will
result in disciplinary action leading to possible termination. Copies of the disciplinary action
are attached. Ongoing compliance wili be monitored for completeness by Resident Care
Director or designee going forward.

v r‘
« The ﬁ—cémm:_sﬁkﬁﬂ_ @hall be /l!z{%us‘-.&-ﬁ ,4% G dripy
Repeat Violation: No Date(s) of Previous Violation(s): . Y v v C"‘iﬂé{_“: Cen s

Signature of Legal Entity Representative
{Required on EVERY Page} . ' e ‘-57/6)//7

W i g
Printed Name and Title of Legal Enti Hepresémali( ( 4 Dat
Required on EVERY Page “F bt amast 5 )27{0“V,4JV ra__ ate 5//‘/5 //,?

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

The above plan of correction is approved as of ([I)gt )i Plan of correction implementation stalus as of é 20 /
ae
{Dale}

[] Fully implemented
[j Parially Implemented - Adequate Progress

_(h—

{Initiais}

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

D Not implemented
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Vigiation Report: 22205 - 41927 - Foulkes, Kimberli
PCH Name: LEHIGH COMMONS

1, REGULATICON 55 Pa.Code §2600
2600 187(d) -~ The home shail follow the directions of the prescriber.

22. DESCRIPTION OF VIOLATIO

Residen! #3, dale of admissios 7, is prescrbed Lidocaine 5% palch, one patch to skin daily, remove and discard patch within 12
hours, 8am and 8pm. On the date of the inspection, 4/19/17, this medication was not available in the home. The resident had not
received the medication from 4/8/17 thraugh 4/19/17, The residenl is also prescribed Lovastatin 20mg, one tablet by mouth daily at
9pm. This medication was not available in the home and nol administered from 4/8/17 thecugh 411417,

Resident # 16 is prescribed 1o have biogd glucase moniloring compieted 4 limes daily. On 4/18/17 at Bpm this was not completed,

3. PLAN OF CORRECTION (PQC) (Attuch puges a5 necessary. Remember that you rmust sign and date any attached papes.)

inclyde steps to carrect the viclation described above and sfeps ta prevent & similar violation from cecurring again. if steps cannat be completed
immedialely, include dales by which the sfeps will be completed.

No residents suffered any ill effects from late administration of medication. New process was
initiated on Monday May 1st to assure timely medication distribution. Ongoing compliance
will be monitored for completeness by Resident Care Director or designee going forward.

77‘4, QJM‘I‘AI.S]VAJDF /-‘/Aa.// /V\/w\‘quD/‘ /M
O-V\c)(}m? CW.MCL .
/Vvtk’//&’/ﬂ

[N

Repedt Violation: Yes Date(s} of Previous \flolatiun(s):( 99/1 52016

Signature of Legal Entity Representative 4 ) k._-—-—/
{Regquired on EVERY Page)

L
e —
Printed Name and Title of Legal Enﬁ%epéépﬁ’tive (//

{Reguired on EVERY Pags) e mAs ,L/U__,,w N Date  <7//z //'7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correciion is approved as of kY] Plan of correction implementation status as of 3 / Y {t 7
{Date —Date]

[] Fully implemented
g Partially Implemented - Adequate Progress
The above plan of correclion was approved by { " \ D Partially Implemented - Inadequate Progress
{Initials)
(] wot implemented
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Violation Repori: 22205 - 641572077 - Foulkes, Kimberl:
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600

2600.227(d) - Each home shall document in the resident's support plan fhe medical, dentai, vision, hearing, mental health
or other behavioral care services that will be made available lo the resident, or referrals for the resident to outside services
if the resident's physician, physician's assistant or certified registered nurse practitfoner, determine the necessity of these

Services,

2a. DESCRIPTION OF VIOLATION
The inilial support pian for resident #13 was updaied-ﬂ and -i? afler the resident had falis, The update didn'l include the
frequency with regards 1o how often the responsible parties will ensure the needs are met.

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

Include steps fa comect the viclation described above and sleps to prevent a similar viclation from cococurriog agsin, If steps cannct be compleled
_ imnmediately, include dates by which the steps will be completed.

Resident #13 support plan was updated an April 20" 2017. Copy of the sup;uaort planis
included. Ongoing compliance will be monitared for compieteness by Resident Care Director
or designee going forward. ‘

The admipistat, obtafl it T

bmd  and e mjv—-«;‘? C«Jwgf:éw.c& -

T
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—~ N\

Repeat Violation: Yes Date(s) of Previous Vulataon(s{ /0911 SW ( 10/28/2016 ) \L 12/13/2616 )
Signature of Legal Entity Representative 2 \ \"*\——/
{Required on EVERY Page} .
Printed Name and Titie of Legal Entity R nGtwe
{Required on EVERY Page} T/ A /.L i T2 bate ¢~/ ) 7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of -‘Sj(-)a! ) Plan of correction implementation status as of g P'qh’]
. (Date)

[ ] Fullyimplemented
D Partially Implemented - Adequate Progress

The above plan of corection was approvedby /Y M Pattially Implemenied - Inadeqguate Progress
{initials)
[T Notimplemented




Viclation Repart: 22205 - 04718/2017 ~ Foulkes, Kimberdi” ™™™~
PCH Name: LEHIGH COMMONS

Page 20 of 21

1. REGULATION 55 Pa.Code §2600
2800.227(g) - Individuals who participale in the develupment of the support plan shall sign and date the support plan.

2a. DESCRIPTION OF VIGLATION

Residert #13's support plan daled 1/3/18 does not have the signature of he resident and there is pathing checkad to indicate the
rasident was unable 1o participale, declined to panicipale, refused to sign or was unable to sign. The resident did sign their contract
dated 12/21/16.

3. PLAN OF CORRECTION {POC} {Aftach pages a5 necessary, Remember that you must sign and date any attached pages.)
Include steps fo corract the violafion described above and steps fo prevent a similar viclation from cccurring again. Jf steps cannol be compieted
immedialely, Include dates by which the sleps wifl be completed.

Resident #13 suppaort plan was signed by the resident on April 19", 2017 Copy of the signature
sheet is included. Ongoing compliance wilt be monitored for completeness by Resident Care

Director or designee going forward.

The ad s shrator /etfmu Mfﬁw w:(L
Curopre— m&&mj Cc»w@&m@_-
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N

Repeat Violation; Yes Date(s) of Previous Violation{s}: K?{Ef 13120186

Signature of Legal Entity Representative i MI
[Required on EVERY Page)

Printed Name and Titie of Legal Entity | pmi‘ema/l?ve / /
Required on EVERY Pane S sy ,45“,‘,1,‘; c TR Date 5%6 /7

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

The above plan of comrection is approved as of i{g}%'—? Plan of correction Implementation status as of g} 4 ‘ 7
: {Date)

D Fully implemented
&/ Partially Implemented - Adequate Progress

e

The above plan of correction was approved by D Parfially Implemented - [fiadequate Progress
{Initials)
[T Motimplemented




VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa.Code Chapter 2600

Page 1 0of3

PCH Name; LEHIGH COMMONS

License Number: 22205

Address: 1680 SPRING CREEK ROAD, MACUNGIE, PA 18082

County: Lehigh

Administrator: Thomas Howanitz

Regiom NORTHEAST

Legal Entity Name: 1680 SPRING CREEK ROAD OPERATIONS LLC

Legal Entity Address: 1680 SPRING CREEK ROAD, MACUNGIE, PA 180

62

Certificate(s) of Occupancy
C-2LP
12/19/1897
PA Dept of L&

Staffing Hours
Resident Support: 0 Total Daily Staff: 82

Waking Staff: 62

Type of inspection: Partial BHA Docket Number:

Notice: Unannounced

Reason(s) for inspection(s)
nterim

On-Site Inspections Dates and Department Representatives On-Site
05/24/2017: Foulkes, Kimberli; Hummel, Jesse

Off-Site Inspection Dates and Inspectors, if Applicable

Other Details

Partial or Full Triggers: Random Indicators:

Resident Demuographic Data as of Inspection Dates

Licensed Capacity: 80 Number of Residents who:

Number of Residents Served: 63

Secured Dementia Care Unit in Home: Yes

Area: n/a

Secured Dementia Unit Capacity, if Applicable: 14

Number of Residents Served in Secured Dementia Care Unit,
if applicabte: 14

Number of Current Hospice Residents: 2

Number of Hospice Residents in past year: 2

Receive Supplemental Security Income: 0

Are 60 Years of Age or Older: 63
Have Mental liiness: 0

Have an Inteliectual Disabliity: O
Have a Mobility Need: 19

Have a Physical Disability: 1




Page 2 of 3

Violation Report: 22205 - 05/24/2017 - Foulkes, Rimberli
PCH Name: LEHIGH COMMONS '

1. REGULATION 55 Pa.Code §2600
2600.60(a) - Stalting shalt be provided fo meet the needs of the residents as specified in the resident's assessment and

support plan.

2a. DESCRIPTION OF VIOLATION

Department Represenltatives defermined through stalf interviews that the facility has 19 residents with mebiiily needs that would
require assistance to evacuale in {he evenl of an emergency. The facility consists of two floors with residents residing on both ficors.
The firs! floor has 2 secured demenlia care unit where 13 residents reside. All 13 have a mobility need based on their cognitive ability.
ltwas delermined that residents #1, 2, 3, 4, and 5 require the assistance of two staff persens fo transfer the residents oul of bedfchair
and aiso ane person fo assist the residents lo ambulate in each resident's wheelchair, Residenis #6, 7, and B require the assistance
on cne person fo lransler the residents out of bed/chair and also one person to assist the residents to ambulate in each resident's
wheelchair. Resident # 9 has a visual impairment and requires the assistance of one staff person fo guide the resident. The facility
has five separate inlemal fire safe stair towers that residents evacuale to during an emergency. Depariment Representatives reviewed
the faciliy's staffing schedule and détermined that on 5/20/17 and 5/21117 from 11:00pm Io 7:60am the facility had only 3 staff working
at the facility. (n 4/5/22/17 from 11:00pm to 7:C0am the faclity had only 4 staff working af the facilty. Based upon the care needs of
the residents and each resident's mobility needs, 4 staff is nol sufficient 1o safely transfer, evacuale, supervise and account for each
resident during an emergency evacuation. In addition the facility regularly schedutes only one staff person to wark in the Secured
Dementia Care Linit from 11:00pm to 7:00am. Residents # 3,6, and 9 require physical assistance to evacuate the building. One slaff
pefson working in the secured dementia care unit is not sufficient to safely transfer, evacuate, supervise, and account for each
resident considering the magnetic locking mechanism wili release upon an emergency allowing residents o exif the facitity to unsafe
arzas while the one stafl is assisting residents cut of bed,

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and dote any atiached papes.)
Include sleps fo corract the violation described above and steps (o prevent a similar viotalion from occuring agaln, If steps cannol be compieted
framediately, inclutle dates by which the steps will be completed. .

We are assessing current residents with mobility needs to determine the need for a highér
level of care, At this time we will not admit any new residents with mobility needs. The
facility is actively recruiting and training staff for the 11-7 shift. Dmmwutes are
reviewed to assure resident’s needs are being provided as outlined in the rasident assessrment
and support pfan. Daily staffing will be monitored by the Resident Care Director or designee
going forward to ensure compliance.

The admonisirodsr shall avnacdy Tae ,9717%;7 seloeduts

Aaily ond anouins gy Comegliznce -

. ””//7/“\
( )

Hepeat Vialation: Yes Date(s) of Previous Violation(s); P 1 121132016 ( 10/04/2016 )
Z
Signature of Legal Entity Representative 7 .. ¥ —_—
[Required on EVERY Page) I }
Printed Name and Titie of Legal Entity Representative
. - Date -
{Reguired on EVERY Page} Thomas e dns T e /.2 & / o

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

The above plan of correction is approved as of (&-’Iw——‘l Plan of correction implementation status as of é t Zdé / ’7

(Dale) {Dalk)
Fully implemented
Partially implemented - Adequate Progress

The above ptan of correctlon was approved by Partlally implemented - Inadequate Progress

{Initials)
Not Implemented

Orag




Pageldofl

Violation Report: 222035 - 05/24/2017 - Foulkes, Kimberi
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.185{a)} - The home shall develop and implement procedures for the safe storage, access, security, distribution and
use of medications and medical equipment by trained staff persons.

2a, DESCRIPTION OF VIOLATION )

The home did nat implemant procedures for the safe use of medical equipment. Resident #10 reczives accu checks 4 times daily,
The tesident's blood glucose feved in the glucometer for 5/20/17 at 4:30pm was 269. The blood glucose level recorded an the
Medication Administration Record (MAR) on 5720/17 at 4:30 pm was 286, The resident receives sliding scale insulip at this time and
the uiils and site were nol documenled as well,

3. PLAN OF CORRECTION (POC) (Attach papes as nccessary. Remember that you must sign and date any attached pages,)
Includa steps ko cotmct tha violation descritied above and steps to prevent a similar vivlation from occurring again, If steps cannof be compieled
immeifiately, includa dates by which the steps will ba complefed

The residents suffered no ill effects from the mis-documentation of blood glucose readings.
The employee invalved received written counseling on June 20", 2017, The employes was
informed that further infractions will result in disciplinary action leading to passible
termination. Copies of the disciplinary action are attached. Ongoing compliance will be
monitored for completeness by Resident Care Director or designee going forward.

The admvnisprtyr el s, "V"“’Q
AL V- OV'\@M:) C LA

Ml

Repeal Violation: NO Date(s} of Pravious WW{(})};

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

g - /
Printed Name and Title of Legal En%’gws’enta@f/ pate - /79

Required on EVERY Page goe MA; Ao 4w SR

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

The above plan of correction is approved as of Plan of correction implementafion status as 96 20
(Datg} {Oale)
[:] Fully Implemented

D Parliafly kmplementad - Adequate Progress

The above plan of corection was approved by Fartiatly Implemented - Inadequate Prograss
Initials :
( ) [] Neotimplemented




VIOLATION REPGRT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 2

PCH Name: LEHIGH COMMONS

License Number; 22205

Address: 1680 SPRING CREEK ROAD, MACUNGIE, PA 18062

County: Lehigh

Administrator: Thomas Howanitz

Region: NORTHEAST

tegal Entity Name: 1680 SPRING CREEK ROAD OPERATIONS LLC

Legal Entity Address: 1680 SPRING CREEK ROAD, MACUNGIE, PA 18062

Certificate{s) of Occupancy
C-2LP
1241841897
L&1

Stafiing Hours
Resilent Support: Total Daily Staff: 86

Waking Staff: 65

Type of Ingpection: Partial BHA Dockat Number:

Notice: Unannounced

Reason(s} for inspection{s)
Complaint

On-Site Inspections Dates and Department Representatives On-Site
06/2872017: Harvey, Jason

OH-Site Inspection Dates and Inspectors, if Applicable

Gther Details
Partial or Full Triggers: Random indicaters:

Resident Dernographlc Data as of Inspection Dates

Licensed Capacity: 80 Number of Residents who:

Number of Residents Served: 65 Receive Supplemental Security Income: 0
Secured Dementia Care Unit in Home: Yes Are 60 Years of Age or Older: 65

Area: 18t Floor Have Mental liness: 1

Secured Dementia Unit Capacity, if Applicable: 14 Have an Intellectual Disablilty; O

Numker of Residents Served in Secured Dementia Care Unlt, Have a Mobility Need: 21

it applicable: 12
Number of Current Hospice Residents: 4

MNumber of Hespice Residents in past year. B

Have a Physlcal Disabiiity: 1




Page 2 of 2

Violation Report: 22203 - D68/28/2017 - Harvey, Jason
PCH Name; LEFHGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.60{a) - Staffing shall be provided to meet the needs of the residents as specified in the resident's assessment and
support pian.

Za. DESCRIPTION OF VIOLATION

On B/17/2017 the facility had 66 residents residing at the facility, 22 of which have @ mobility need and would require assislance to
evacuate the facilily in the event of an emergency. Based upon direct care stalf interviews it was determined of (he residents with
mohilily needs, residents # 1,2,3,4,5 and 6 require the physical assistance of two staff members lo evacuate the bullding, Residents ¥
7. 8, 9 and 10 reguire physical assistance from one stail person to evacuate the building.

On 611712017 from tipm to 7am the following day, the faciiity had only 3 staff working in the building. Based upon staff interviews as
well as a review of the staff schedule il was delermined that the fatilily often times has only 3 staff working in lhe facility from tipm to
Tam.

The facilily consists of two floors as wel as a wing designated as the secure dementia care unit located on the first floor. The facity
contains 5 stairwells that are designated as fire safe areas in which residents can to. Residents reside on both floors, A fire safety
experl designatad a maximum evacuation fime of 7 minutes based upon the design and consiruction of the building.

Based upen the number of residents at the facility as well as the number of residents that require assistance to evacuate, 3 slaff
persons is not sufficient jo safely evacuate, supervise and account for the residents of the facility in the avent an emergency
gvacuation is required.

1. PLAN OF CORRECTION {POC} {Attach pages as necessary. Remember that you must sign and dute any attached pages.)

Include steps o cormect the vidlation descritad.above and steps-ta-prever a simitacviolation frorroceurring again. I steps-cannol-be.comploled .
imimediately, include dales by which the sleps will be complated,

60{a)

We continue to assess current residents with mobility needs to determine the need for a
higherlevel of care. The facility is actively recruiting and training staff for the 11-7 shift.

Daily staffing schedules.are reviewed to assure resident’s needs are being provided as outlined
in the resident assessment and support plan. Daily staffing will be monitored by the Resident
Care Director or designee going forward to ensure compliance.

Repeat Violation: Yes Date{s) of Previous Vioiation[/s‘.?): /}DZHGIZDT?' 121132046 10/04/2016

Signature of Legal Entity Representative

{Required on EVERY Page) ] i
. [
Printed Name and Title of Legal Entl%resentalwe

7 :
{Reguired on EVERY Page} /-‘La.-‘-w‘i = A/&WW {?_2* Dale 7/2 S,// 7

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

The above plan of correction is approved as of v Plan of correction implementation status as of 7{ 2—5! il
{Nate} oae

D Fully Impiemented
D Partially implemeanted - Adequate Progress
The above pian of correction was approved by /VV\ Partially Implemented - inadequate Progress

{Initiais)
[ Not Implemented






