pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL - RETURN RECEIPT REQUESTED
MAILING DATE: October 24, 2017

Mr. Alvin W. Allison, Jr.
President/CEO

Baptist Homes Society

489 Castle Shannon Boulevard
Pittsburgh, Pennsylvania 15234

RE: Providence Point
200 Adams Avenue
Pittsburgh, Pennsylvania 15243
Certificate #: 441430

Dear Mr. Allison:

As a result of the Department of Human Services’ licensing inspection on
July 3, 2017 and July 6, 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, &/

Human Services Licensing Supervisor

Enclosure
Licensing inspection Summary

Bureau of Human Services Licensing
11 Stanwix Street, Room 230 | Pittsburgh, PA 15222 | 412.565.5614 | F 412.565.2840/412.565.5633 | vwwy.dhs.slate.pa.us




VIOLATION REPORT
PERSONAL CARE HOMES - 65 Pa.Code Chapter 2600

Page 1 ofd

PCH Name: PROVIDENCE POINT

License Nurmnher: 44143

Addrase: 200 ADAMS AVENUE, PITTSBURGH, PA 15243

Gounty: Aliagheny

Adminlsteator: Kim Salyin

Roglon: WEST

Legal Entlt;f Names: BAPTIST HOMES SQCIETY

Ri=

SJEIVED

Leaal Entlty Address: 488 CASTLESHANNON BOULEVARD, PITTSBURGH, PA 15234

Cerlificate(s} of Qccupancy
I-1

SEP~1 077017

WEST REGION FIELD OFFICE

080912009 Human Services Licensing
Scoll Twp
Staffing Howrs
Resldent Support: 75 ‘fotal Dally Staff: 184 Waking &taff: 138
Typo of inspaction: Padial BHA Dotket Numbor: Mofice: Unannounced

Reszon(s) for inspection(s)
fncidant

Cn-8ite Inspecilons Dates and Depariment Representatives On-Sife

07103/2017: Mulick, Cindy; Barry, Courlnoy
Q7/0642017: Mulick, Clndy

Off-Site Ingpection Dates and Inspugtors, if Applicable

Other Dotails
Partlal ar Full Triggors:

Random Indlcatars:

Resident Damographic Data as of 1nspeaiion Dates

Licensad Capacily: 84

Number of Resldents Served; 75

Secured Domontla Care Unitin Home: Yes

Area: Secured Unit

Sscurad Dementia Unlt Gupacily, if Applicable; 20

Numbter of Restdents Sarved i Secured Domenila Gars Unit,
if applicablo: 17

Numbor of Currant Hosplce Residonts: &

Mumber of Hosplee Realdants In past yose: 20

Number of Residents who!

Roceive Supplamental Securlty Incéme; ©

Are 80 Yenrs of Age or Oldar: 74
Have Mental lllness:

Have an Intellectual Disabllity: O
Havo a Mohility Naed; 34

Have a Physteal Disability: ¢




RECEIVED
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[Violatfon Report: 44743 - 0770312017 - Mullek, Cindy
PCH Namo: PROVIDENCE POINT WEST REGION FIELD OFFICE

Services TIemSinT
1, REGULATION 55 Pa.Codo §2600 Hurnan SEIVICES LELETRIR
2600.42(h) - A resident may not he neglectsd, Inlimidated, physically or verbally abused, mislrealed, subjected lo corporal
punishment or discipliried in any way.

2a. DESCRIPTION OF VIOLATION ‘
Resident #1,llwas diagnosad with dementia, required tolal assistance for ambulation, and resided In the Secured Care
Dementia Unit (SDCU). Physician orders dated 6/21/17, indicate "bed alarm ~ check function three limes a day; 7:00 a.m.
—2:00 ., 3:00 p.m. — 11:00 p.m., 12:00 am, - 6:00a.m.”

On 624117, al approximalely 2:00 p.m., resident #1 was assisled to bed from a chair, The alarm was moved from the
chair to ihe bed, Al approximately 2:46 p.m. staif person A went infe the resident’s room and found resident #1 wedged
between the bedrail and mallress, wilth hisfher fast on the floor, upper body on the bed, and right arm trapped In the
badrail. -Staff person A extricated resident from the hedrail. Stalf person A obsetved a red mark on (he right side of the
resident’s arm and on hisfer torso. According to staff person A, the resident's bad alarm did not sound.

At approximately 10:46 pan., staff person A asked staff psrson € to assess resident #1. According to residant progress
note, the resident was found to have “bruising from right armpit fo elbow” and across his/her chiest and down lo torso, and
complained of paln. ‘The resident was $ent to the hospital fo be evaluated, diagnosed with a hie a of the right arm,
and returned to the hume the next day, 6/25/17. Resident #1 ceased to breathe in the home onWT.

Staff person D, the administrator, indicated the home has no written policy ar procedures regarding supervision and care
of resldents who have bedralls or enablers on thelr beds.

The home falled to test the bad alarm and falled to asssss the resident's salety for placement of bedrails, and to frequenily
manitor the resident while inbed, . - . .___
[ Resident #1 is no longer a resident at Providence Point.

3 .. L .
Policy/Procedure has been ¢reated to address supervision of residents who uses a bed rail or bed

enabler,

Policy/Procedure has been created to address assessiment of bed/chair alarm functioning when ordered
for a resident.

Policy/Procedure has been ereated to address assessment of resident who has had an event such as an
injury resulting in significant brulsing, pain, edema or fall,

All staff will be educated on the above 3 Policles and Procedures by October 1, 2017.

Responsible Party: Administrator, RN Supervisar, Designee “— The adumt Ms’ﬁ\a.i&d? o~

./{7

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

The above plan of correction Is approved as of —’—LM—J—O ¢ Pian of correclion implementation stalus as of (0 ] 1wl
(Dale

(Date)

[] Fully lmplemented
m Parlially Implemented - Adequate Progress
The shove plan of correction was approved by { ] Partially Implemented - Inadequate Progross

Inlials
) D Not Imptenented

, Twwt £ Koy
Ve ' ov TestdenEs wio
L 5 ptaliud. POLjer S deornee wll e e aoaete )
Repeat Violation: No WAWIS] w1 CIEvwiue v vni tﬂ e,ara-tLS o “ 7 , ;
Signat l il I - [ P—iolip
ignature of Legal Entlty Repreasniative N , .
{Reguired gn EVERY Page) ﬁﬁ ::;7 /.ﬁé},{ el JUSA, AN Iof’h{#
Printod Name #nd Titl of Legaf Enlity Rapresentative ' Date
{Reuuifred on EVERY Pagg) Kin LN 0 | N, RN, P G-7-17
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SEP 10 2017 Page 3 of 4
Viclation Refiort: 44143 - 077032017 - MiNick, Cingy
PCH Name: PROVIDENGE POINT WEST BEGION FIELD OFFIGE
1. REGULATION 55 Pa.Code §2600 Human Services Licensing

2600.187(d) - The home shall foliow the diraclions of the prescriber,

2a. DESCRIPTION OF VIOLATION

A physictan's orderad dated 6/3/2017, for resident #1, prescribed a bed/chalr alarm, and for the alarm to be checked for
function al every shift, 11:00 p.m. - 7:00 p.m., 7:00 a,m.-3;:00 p.m, and 3:00 p.m. -11:00 p.m. There was no record that
the bed/chalr alarm was checked for function from 8/22/17-6/26/17.

3. PLAN OF CORREGTION (POC) (Attach pages as nceessary. Remember that you must siga and date any attached pages.)

Include steps o corract the vialalion described abova and sleps to prevent a similiar violatlon from ocouring again, I sleps cannot be complolod
immedialely, Inchude dalas by wilch the sleps will be comploled.

Resident #1 is no longer a resident at Providence Point.

Beginning immediately when a resident is ordered a bed/chair alarm, an order will ba piaced in our -
Electronic Health Record (EHR) to have the nurse/medication aid/resident aid chack that the device is
functioning properly each shift for tha duration of the order and document the date, time and initials of
the person who checked the alarm,

Please see attached pages for example of order to be placed in EHR

All staff educated regarding documentation and assessing function of bed/chalr alarms on EHR to be
completed by October 1, 2017.

Responsible Party: Administrator, RN Supervisor and/or designee.

Ropoat Violation; Yes Dato(s) of Previous Victatlon(s): |  07/20/2018

Slgnature of Legal Entity Reprasentative . .
{Reguired on EVERY Page) ,&,&uﬁ, MENG 2R3, Lo

Printad Name and Title of Legal Entity Representativa

{Required on EVERY Page) ‘{‘m Sd-fV fD. mg[\[. M‘qubate qr_.-!#’ 9

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

The above plan of correclion is approved as of —-EM—"? Plan of correetion implementation status as of Lﬁl (o L 7

{Dalo) Oate)
D Fully implemented -

[2d Patially Imptsmented - Adequate Progress

Theo ahove plan of correclion was approvad by _%:—'_ [[] Partially Implemented - Inadequate Pragress
liats)

[ ] Netimplemented
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0CT It 2017 Page 4 of 4
Violation Repori: 44143 - 07/08/2017 - faulick, CTdy o
PCH Name: PROVIDENCE POINT WESTREGION FIELD OFFICE
TS eivices LICENsg
1. REGULATION 66 Pa,Codo §2600

2600.234(b) ~ The support plan must idenlily the resident's physical, medical, sceial, cognitive and safety needs,

2a. DESCRIPTION OF VIQLATION

The support plan, dated 5/30/17, for resident #1, does not address the resident's need for a bedrai or the measures the
home woutd implement for supervision of the resident while In the bed with bedrails.

3. PLAN OF CORRECTION (PQC) (Afiach pages as necessary, Remember that you must sigi and date ang attached pages.}

Inchede staps to comect the violailon desenbed ahove and steps o provent a simifar viohaifon from econring egein, If steps cannof be compleled
Immediately, includa dalus by which the slaps will be complaled,

2600.234(b)
Resident #1 is no longer a resident at Providence Point.

Beginning immediately all residents who currently use any type of bed rail o enabler/any fut;;i
residents who will need to use a bed rail or enabler will have this need documented o.n the R
immediately at the time the physician orders the device, Also included on the !Rf\SP will be‘ the measuras
used to supervise the resident with such a device and the frequency of supervision according to our

policy. ve atialhed RASP Exarples.

All staff will be educated on proper documentation on the RASP and supervisior-\ﬁgsj_our new policy by
October 1, 2017. I

Responsible Party: Administrator, RN Supervisor and/or designea.
Resdexta wh Aed vails Wil e manlacds wx ncngmecens

W&? /A,M«{/L/ ,/vy, 7&(/14,;’)«1..4«*9 late ,d/% y
| | P solioli
Repeat Violation: No Date(s} of Previous Viofation(s): '
Signature of Leaal Entity Reprozent

ative / .
(Required on EVERY Pago) %4 (S:re,em:a HEN s BV Pl
Printed Name and Title of Legal Entjty Reprosentative

{Redqulred on EVERY Page) lf:ﬁ-g\m ‘b. MSi‘Ln-\‘l ) P C“’ﬁ q___’ﬂ' r”’
DEPARTMENT USE QNLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction Is approved as of (()Da(lg [ Plan of correction implemeniation stalus as of [o/ 104 { 7
(Dats

[ Fully mplemented
2 ? m Partially implemented - Adequale Progress
The above plan of correclion was approved by D Partially fmplemented - Inadequate Progress

(inilials)
] Wotimplemented

Date






