pennsylvania

DEPARTMENT OF HUMAN SERVICES

HAY 3 0 2019

Mr. Michael A. Barton

Executive Vice President

NHS Pennsylvania

4391 Sturbridge Drive

Harrisburg, Pennsylvania 17110

RE: NHS Lehigh Valley Center

515 Delaware Avenue
Bethiehem, Pennsylvania 18015
License #: 224010

Dear Mr. Barton:

As a result of the Department of Human Services’ {(Department) annual licensing
inspection on April 5, 2018 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.

In an effort fo improve our licensing processes, the Bureau of Human Services
Licensing is soliciting feedback about your recent human services licensing inspection
experience. To participate in the online provider survey, launch your web browser and
go to hitps://www.surveymonkey.com/r/BHSL Inspection.

The survey is brief and will only take about 5 minutes to complete. Your
participation in the survey is completely veluntary and all of your responses will be kept
confidential. The responses will be reviewed as part of an aggreqate of provider
inspection responses. Thank you in advance for providing feedback.

Sincerely,

Jagqueline L. Rowe
Ditector

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 17120 | T17.783.3670 | F 717.783.5662 | www.dhs.pa.gov



VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 7
PCH Name; NHS LEHIGH VALLEY CENTER License Number: 22401
Address: 515 DELAWARE AVENUE, BETHLEHEM, PA 18015 County: Lehigh
Administrator: Jessica Apegar Region: NORTHEAST

L.egal Entity Name: NHS PENNSYLVANIA

Legal Entity Address: 4391 STURBRIDGE DRIVE, HARRISBURG, PA 17110

Certificate(s} of Cccupancy
R-4

0472312004
Fountain Hill Borough

Staffing Hours
Resident Support: Total Daily Staff: 16 Waking Staff: 12

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

Reason(s) for Inspection(s)
Renewal

On-Site Inspections Dates and Department Representatives On-Sife
04/05/2018:; OHaire, Anne

Off-Site Inspection Dates and Inspectors, if Applicable
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Other Details
Partial ar Full Triggers: Random Indicators:
Resident Demographic Data as of Inspection Dates
Licensed Capacity: 16 Number of Residents who:
Number of Residents Served; 16 ‘ Receive Supplemental Security (ncome: 3
Secured Dementia Care Unit in Home: No Are 60 Years of Age or Older: 5
Area: Have Mental lilness: 16
Secured Dementia Unit Capacity, if Applicable: Have an Inteliectual Disabliity: O
Number of Residents Served in Secured Dementia Care Unit, Have a Mobility Need: 0
if applicable:
Have a Physical Disability; O
Number of Current Hospice Resldents: O
Number of Hosplce Residents in pastyear: 0
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Viclation Reporl: 22401 « 0410512018 - OHalre, Anne
PCH Name; NHS LEHIGH VALLEY CENTER

1. REGULATION 55 Pa.Code 52600 . ‘
2500,89(b) - Hot water temperakure In areas accessible to the resident may not exceed 120°F,

2n, DESCRIPTION OF VIOLATION .
The waler temparature measuted 129 degreas Fehranheit in the large bathroom localed on the Sud floor.

3. FLAN OF CORREGTION [POC) (Attach pages ee neccasacy. Remembes that you must sign and date sty attached pages:}

Instude siapg 1o comact the viotalion doacribud abrove snd staps ta pravent a shnlsr violation frum peeuning agaln. Hsleps cannot he complated
Immadiately, Inchuds dates by which tho sfops will bo completad.

Regulation 89b- 3" floor sink water temperature was 128 degrees- Merakey facilities department
serviced the 3™ floor faucet and re-calibrated this on 4/6/2018, Facllities were abie to get the
temperature down to 115 degrees.

Water temperatures are tested monthly by the last day of each month, These are conducted by facilities

. management and a reminder Is set In both administrator and facilities cutlook calendar, The record of
temperaturas is kept by administratar and Facilities in the laundry room. {f there arg any high
temperatures above 120 degrees, Facilities will calibrate to ensure safe temperatures.

?.

See attached sheet. )
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Repeat Violation: No Date({s} of Pravious Vialation(s): o
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Signature of Legal Enlily Representaliva e
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DEPARTMENT USE ONLY - HOMES MAY NOT'WRITE BELOW THIS LINE!

The abova plan of cowection s approved as af Daiti Plan of carraction Implementation stetus as of i / 8
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] Fully Implemented
% Partially Implemented - Adequate Prograss

Tha shave plan of estrection was approved by /- Parlialy implernented « inadequite Progress

finitisls)

I:] Not implemantad
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Violation Report 22401 - 04/05/2018 - OHalre, Amne
PCH Name: NHS LEHIGH VALLEY CENTER

4. REGULATION 55 Pa.Code 52600
26800,101{)(7) - Each resldent shall have the following in the pedroom: An cperable famp or ather scurce of fighting fhat
¢an be tumed on at bedside. . '

2u, DESCRIPTION OF VIOLATION
Room £210 did not have a source of ighting accessible from the bedsida.

2. PLAN OF CORREGTION (POC) (Attech papes as netsssary, Remember that you must sipn and date any ntachied pages.)
Include siaps fo comect tha vilelion described sbove and sleps 10 prevant 8 similar violafion Fom occuirtng again. Fateps cannal ba complelad
Imrmadistaly, include dafas by which the sisps wil be complated, :

Regulation 101j7- Room 303 did have a table tap lamp in bedroom on night stand, Administrator placed
a clip on light an head board at time of inspection on 4/5/2018. This was corrected on 4/5/2018. .
Furni;ure is checked monthly by staff, any missing furniture is reported to Administrator to correct.

See attached check shest.
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Repast Yiclation: No Pateis) of Pravigus Viclation(s):
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DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! -

The abova plan of correction 6 epproved as of 0 % Plan of correction implameniztion slatus s of o/l %/

(Dale, 248,
D Fully Implemanted

/1/1/\/ g Partially implemented « Adequale Progress

- Pariially Implemented - Inadoquale Progress
{Initiats}

The above plan of correstion was approved by
[[] Notimplemented
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Viclation Report: 22401 - DAA05/2018 - DRaire, Anno
PCH Name: NHS LEHIGH VALLEY CENTER

1. REGULATION 55 Pa.Coda §2800
2800.121(a} - Stalrways, hallways, doorways, passageways and egress rottes from rooms and from the bultding musl be
unlecked and uncbstructad.

2a, DESCRIPTION OF VIGLATION
Asock was located behind the dryer posing a possinle fire hazard,

3. PLAN OF CORRECTION {POT} {Altach pngey as necessary, Remember fhat you raest sign and dite any atiochied pages,)

includs elepy fo comect i vivlalion described above and Sleps fo pravent a stmllar violalion fom cecuming agaln. If sfops cannal B& compleled
immadiataly, inciuda dales by which the stapa wiif bo compisfod,

Regulation 125a- thera was a sock behind the clothes diyer, This was corrected at time of Inspection,
Staff who assists with laundry will check behind the dryer once all faundry is completed. Administrator
will complete moathly checks to ensura nothing was missed. The attached memo Is posted in the
laundry room,

Sea attached Memo to all staff
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Repaat Violation: No Dafe{s} of Previcua Violation(s}:
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‘{he above plan of carraction 's epproved as of ® 4 ] / g Plan of comuction implemenialion status as of J)()
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{:] Fully Implemented
%{ Partially implemented - Adequate Prograss

Tha bove plan of correclion wes approved by Fartigtly Implementod - Inadequale Progress
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Viciaion Repors 22401 - 04/05/2018 - OHaira, Anne
PCH Name: NHS LEHIGH VALLEY CENTER

4. REGULATION 55 Pa.Code §2600 .

2600.132(c) « Awritten fire dril record must include the date, ime, the amount of time it fook for evacuaticn, the exit route
used, the number of residents in the home at the fima of the drif, tha number of realdents evacuated, the number of staff
parsons pariicipating, problems encountered and whether the fire alarm or smaoka deteclor was operative.

Za. DESCRIFTION OF VIOLATION
Tha fire drill conducled on 2/13/18 at 6:35am notes 3 staff members participated, only 2 staff membets parlicipaled. The fire drilt is not
documented comecty. .

3. PLAN OF CORRECTION {POC) (Attach papes 25 neccusary, Remember that you must sign and date aoy attached pagea.)
Jechucte siaps to comect the vickalon desoribed above and slops (o'praven! 8 simbar vinlation from aceuning again. I stepa carnol be complated
immediatoly, includa tafas by which the sieps will be completed. e i o

Regulation 132c-

1

Fire Drill documeniation for dril conducted on 2/13/18 at 4:35AM will be amended fo
include the corect number of participant to immediately correct the deficiencyin -
documentation. Adminisirator is aware of the requirements for conducting fire diills and
in accordance to Merakey corporate and local palicy and will only observe the
evacuation. Upon complefion of the diill administrator will review the effectiveness of
the fire drlll procedure with designated staff and oufline appropricie actlions and/or
deficiencles in fhe process.
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DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of conection s approved as of © 33 % Plan of correction Implementalion siztus as of /30 §%
. ate

[[] Fuly implamentad
ﬂ/}/‘/, Pertially Implomentad - Adaquate Pregress
Partlally inplermenied - Inadequate Progress

Thu above plan of comaction was sppeoved by .
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[1 Not kmplemented
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Vinlation Repot; 22401 - 04105/2018 - GHanhae, Anne
‘| PCH Name: NHS LEHIGH VALLEY GENTER

1. REGULATION 55 Pa.Code §2500
2600, 141(a)(2) ~ The medical avaluatlon must Include tha following: (1} through {(10)

22, DESCRIPTION OF VIGLATION ) .
Rasidant # 1's DME dated 1/19/18 doas not inclute informalion regarding body positioning, health status and cognitive funstoning.

3. PLAN OF GOARECGTION [POC) (Atmeh poges as necessaty. Rementber thot you must sign end date any attacked pages.)

Inciude ataps to cotract the violation daseribod above and stape fo praven! a simiter vislation fiom acovming agaln. if steps dannol by complatad
Imtmadiatoly, incde detes by which tha staps wil be completed,

141a2- This was corrected at time of inspectlon. Maving forward the LPN will ensure the DME form s compieted In
its entirety by pre-populating appiicable areas priar to ductor completing. Once returned from Doctor, LPN or shift
Tead will review document snd notlfy physiclan and Administratar if any additional information Is needed.
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DEPARTMENTY USE ONLY. - HOMES M‘{ NOT WRITE BELOW THIS LINE!

(Dats =
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Vioialion Ropark: 224071 - B4/00/2018 - OHalre, Anne
FCH Namo: NMS LEHIGH VALLEY CENTER

1, REGULATION 55 Pa.Code §2600
2600.185(a) - The home shall develop and Implement procedures for the safe storage, access, secutity, distribution and
use of medications and medical equipment by frainad siaif persons.

2a, DESCRIPTION OF VIOLATICN
Residant 42's Glucometer was not caliorated to the correct datas. The dates being reviewed were 04-01-10 fhru 04-06-18 and the
glucometer was dieplayed gates 03-20-18 thru {3-24-18.

3. PLAN OF CORRECTION [POC) (Astack pagos as necesvacy. Remember thit you st sign and dats any ettached poges.)
Inc'eda stops (o coymet the violation described above and shops fo provent a simitar viskation from ecetrring egain. I sleps carmol be comploted
Immadiniely, fclude dates by which lhe steps will ba comploled,

1853- The glucometer was re- calibrated at time of inspection. Glucometer monitoring occurs monthly
and calibrating occurs monthly. We have a check off sheet that is kept in the medicatfon room and
monitorad monthly by LPN staff and Administrator.
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DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The aliova plen of correction s appmved as of %ﬁ#ﬁ Plan of comaction implementation sietus as of 2 /? 0 {/5
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‘ ’ |:] Fully implemarded .
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