pennsylvania

DEPARTMENT OF HUMAN SERVICES

Sent via e-mail to:
Mailing Date: September 26, 2017

Ms. Donna Strittmatter

President

Smith Health Care LTD

453 South Main Road .

Mountain Top, Pennsylvanian 18707
_ ' RE: Smith Health Care LTD

License #229230
Dear Ms. Strittmatter:

As a result of the Department of Human Services’ licensing inspection on April
20, 2017 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,

Anne Grazian -

Regional Licensing Administrator
Enclosure
Licensing Inspection Summary

Bureau of Human Services Licensing
100 Lackawanna Ave., Room 330 | Scranton, PA 18503 | P 800.833.5095 or 570.963.3209 | F 570.963.3018 | www.dhs .state.pa.us




VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa.Code Chapter 2600 Page 1 of 3

PCH Name: SMITH HEALTH CARE LTD

License Number: 22923

Address: 453 SOUTH MAIN ROAD, MOUNTAIN TOP, PA 18707

County: Luzerne

Administrator: Tammy Preston

Region: NORTHEAST

Legal Entity Name: SMITH HEALTH CARE LTD

Legal Entity Address: 453 SOUTH MAIN ROAD, MOUNTAIN TOP, PA 18707

Certificate(s) of Occupancy
C-2LP
11/01/2000
L&l

Staffing Hours
Resident Support: 0 Total Daily Staff: 67

Waking Staff: 50

Type of Inspection: Partial BHA Docket Number:

Notice: Unannounced

Reason(s) for Inspection(s)
Complaint

On-Site Inspections Dates and Department Representatives On-Site
04/20/2017: Novak, Ryan

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: 93 Number of Residents who:

Number of Residents Served: 67

Secured Dementia Care Unit in Home: No
Area: .

Secured Dementia Unit Capacity, if Applicable:

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

Number of Current Hospice Residents: 0

Number of Hospice Residents in past year: 3

Receive Supplemental Security Income: 15
Are 60 Years of Age or Older: 60

Have Mental liiness: 13

Have an Intellectual Disabliity: 2

Have a Mobility Need: 0

Have a Physical Disability: 0
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Violation Report: 22923 - 04/20/2017 - Novak, Ryan
PCH Name: SMITH HEALTH CARE LTD

1. REGULATION 55 Pa.Code §2600

2600.16(c) - The home shall report the incident or condition to the Department's personal care home regional office or the
personal care home complaint hotline within 24 hours in @ manner designated by the Department. Abuse reporting shall
also follow the guidelines in section 2600.15 (relating to abuse reporting covered by law).

2a. DESCRIPTION OF VIOLATION
Resident #1 was sent lo the hospital on -’17, the resident passed away on-17.

Resident #2 was sent to the hospitél on .17, the resident passed away on ./1 7.

The home did not submit an incident report to the Department regarding the deaths.

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

Include steps to. correct the violation described abave and steps to prevent a similar violation from occurring again. If steps cannof be completed
immedialely, include dates by which the steps will be completed,
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Repeat Violation: No Date(s) of Previous Violation(s):

Signature of Legal Entity Representative r
{Required on EVERY Page) (1> M\\

Printed Name and Title of Legal Entity Representative

(Required on EVERY Page) 3 I Qf ¢ S%DM\\ Date CP / &_&‘/ 26 (5

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

(Date)

The above plan of correction is approved as of 9@.51’__1_ Plan of correction implementation status as of 2{ s/ N
' (Date)

D Fully Implemented _
M Partially Implemented - Adequate Progress
The above plan of eorection was approved by D Partially Implemented - Inadequate Progress:

[] WNotimplemented
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Vialation Report: 22923 - 04/20/2017 - Novak, Ryan
PCH Name: SMITH HEALTH CARE LTD

1. REGULATION 55 Pa.Code §2600 .
2600.18 - Ahome shall comply with applicable Federal, State and local laws, ordinances and regulations.

2a. DESCRIPTION OF VIOLATION
The home did not have the influenza poster posted in a public area of the home as required by the Influenza Awareness Act.

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

Include steps (o correct the violation described above and steps to prevent a similar viclation from occurring again. If steps cannot be compleled
immediately, include dates by which the steps will be completed.
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Repeat Violation: No Date(s) of Previous Vioiaﬁon(s):

Signature of Legal Entity Representative, . ) 5 ’
{Required on EVERY Page) C \ % o A t(_f\
| Printed Name and Title of Legal Entity Representative .
{Required on EVERY Page) : %KM p ( AN \(DQ Date Q [a 9‘\»9&5’\’7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of ?I &3 17
. (Date)

Plan of correction implementation status as of 4] 95/ 7

(Date)
[ ] Fully implemented

m Partially Implemented - Adequate Progress
The above plan of correction was approved by D Partially Implemented - Inadequate Progress

(ifitials) _
[ ] Notimplemented






