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DEPARTMENT OF HUMAN SERVICES

MAY G 9 201

Mr. Dennis W. Nebel, Psy.D.

Executive Director

Westfield Behavioral Health Affiliates, Inc.
130 West North Street

New Castle, Pennsyivania 16101

RE: Woestfield
5826 Old Pulaski Road
New Wilmington, Pennsylvania 16142
Certificate #: 474240

Dear Mr. Nebel:

As a result of the Department’s Bureau of Human Services Licensing annual
inspection on August 10, 2018, of the above facility, the violations with 55 Pa. Code Ch.
2600 (relating to Personal Care Homes) specified on the enclosed violation report were
found.

All citations specified on the enclosed violation report must be corrected by the
dates specified on the violation report and continued compliance with 55 Pa.Code Ch.
2600 must be maintained.

In an effort to improve our licensing processes, the Bureau of Human Services
lLicensing 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 https://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 voluntary and all of your responses will be kept
confidential. The responses will be reviewed as part of an aggregate of provider
inspection responses. Thank you in advance for providing feedback.

Sincerely,

Enclosure
Violation Report

Bureau of Human Services Licensing
825 Forster Street, Raoom 631 | Harrisburg, PAITIZ01 717,783 3670 | F 717.783.8662 | www ¢hs stale pa.gov




VIOLATION REPORT

PERSONAL CARE HOMES - 65

Pa.Code Chapter 2600 ' Page 1 of 27

PCH Name: Westfield

License Number: 47424

Address: 5828 Old Pulaski Road, New Wilmington, PA 18142

County; Lawrence

Administrator: Kim Perrino

Region: WEST

Legal Entity Name: Westfield Behavioral Health Affiliates inc.

Legal Entity Address: 130 Wast North Strest, New Castle, PA 16101

RECEIVED

Certificate(s) of Occupancy
C-3 8P
12/13/1996
Depart, of L &1

DEC 2 6 2018

WEST REGION FIELD OFFICE
Human Sarvices Licensing

Staffing Hours
Resident Support: O Total Daily Staff: 8

Waking Staff: 6

Type of Inspuction: Fuli BHA Dockat Number:

Notice: Unannounced

Reason{s} for Inspection(s)
Renewal

On-Site Inspections Dates and Depariment Representatives On-Site
08/10/2018: Garvey, Jody; Duncan, Amy

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: 8 = Number of Residents who:

Number of Residents Served: g

Secured Dementla Care Unlt in Home: No

Araa:

Secured Demantia Unlt Capacity, If Applicable:

Number of Residants Served In Secured Dementla Care Unit,
it applicable:

NMumber of Current Hosplce Resldents: 0

Number of Hospico Residents in past year:

Receive Supplemental Security Income: -2 g
Are 60 Years of Age or Ofder: 4

Have Mental lliness: 8

Have an Intellectual Disabity: 1

Have a Mobliity Need: 0

Have a Physical Disabllity: O
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DEC 26 208  pagezofer

Violation Report: 47424 - 08/10/2018 - Garvey, Jody WEST REGION FiELb OFFIGE
PCH Name: Wastfiald Human Services Licensing

1. REGULATION 55 Pa.Code §2600

2500.17 - Resident records shall be confidential, and, except in emergencies, may not be accessible to anyone other than
the resident, the resident's designated persan if any, staff persons for the purpose of providing services to the resident,
agents of the Department and the long-term care ombudsman without the written consent of the resident, an individual
halding the resident's power of attorney for health care or health care proxy or a resident's designated person, or if a court
orders disclosura, ‘

2a, DESCRIPTION OF VIOLATION

A1 9:43 AM, the staff ofiice at the end of the hallway leading to the faundry rocm was unlocked and the following resident information
was uniocked, unatiended and accessible:

*Madication administration records (MARs) for all residents residing in the home fo include residents #1, #2, #3 and #4.

*Written physician's orders for all residents residing in the home to include residents #1, #2, #3 and #4,

*Narcofic count sheets for all residents residing in the home resident informaticn unlocked to include residents # 1 and #2.

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

Include steps to correct the violation described above and steps fo prevent 4 similar violation from accurring again, If steps cannot be completed
immediately, include dates by which the steps will be complated.

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

Signature of Legal Entity Represgmntative-
{Reguired on EVERY Page)

Printed Name and Title of Legal Ent\ty Representative

{Reguired on EVERY Page) J}:\M I€ aﬁ)c,hfﬂd\) RO, H Adm'.n‘s,.smaforé Date ia lai hq/

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

The above plan of correction is approved as of —4—"%%—“—— Pian of carrection implementation status as of 4/22/19
) {Date)

Fully implemented
Fartlally implemented - Adeguate Progress

=

{Initials}

Tha above plan of correction was approved by Parially implemented - Inadequate Progress

LD

Mot Implemented




b NECEIVEy,

Page 2 of 27 ‘ DEC 26 2018
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2600.17 iz ~>Ef%’ceé%%?£§jcﬁ

Corrective Action- I held a staff meeting on 08/15/2018 with staff to address Westfield’s
exit interview. I told them they must keep the office door shut and locked at all times to
ensure the residents privacy.

Education- I educated all staff on the importance of confidentiality of all residents.
Monitoring- All staff and administrators will ensure that the office door is locked at all

times on a daily basis to ensure confidentiality of all residents at Westfield.

wfen ZJ:L/ 24 /l ¢
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OO 8.8 9040 Page 3 of 27
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Violation Repork: 47424 - 08/10/2018 - Garvey, Judy
PCH Name: Westfisld WEST BEGICH 2L ORFICE

o e
1. REGULATION 55 Pa.Gode §2600 Human Services Licensing
2600.18 - A home shall comply with applicable Federal, State and local laws, ordinances and regulations.

2a. DESCRIFTION OF VIOLATION ‘

The Influsnza Awareness Act, effective July 2018, states that “Each facllity shall ensure that the required Influznza Information is
posted in a public place in the facliity year-round.” However, the home does not have a copy of the Influenza awareness poster posted
in a public placa.

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

Includs steps fo corract the violation described above and steps fo prevent g similar violation from occuning again. If sleps cannot be completed
immediately, include dates by which the steps will be completad.

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

Signature of Legal Entity Represeniati

{Reguired on EVERY Paae) .

Printed Name and Title of Legal EntitJ\Rep{e—sentative ‘ Data

!RQQU!F&d on EVERY Pags) J}\'Ml& Caf/h fﬂ‘—‘\) Pe;“ qcim,n‘i}'mi—vﬂ, ] 9‘ )ﬁi ’IE
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

4/22/19
——— Plan of carraction impfementation status as of 4/22/19
(Date) BE
[:] Fully Implementad

% Partially Implemented - Adequate Progress

The above plan cof correction was approved by D Partially Implemented - Inadequate Prograss
{Initials)
D Not implemented

The above pian of correction is approved as of




RECEIVED
fg?* UEC 2.6 201
Page 3 of 27 ﬂjl?égé?vxfcg%?egg%cr
2600.18
Corrective Action- The administrator failed to replace the Influenza Awareness Act
poster in a public place. The administrator obtained a poster from the DHS website on
08/10/2018 and posted it on the bulletin board that is in a public area.

Monitoring- The administrator will make a yearly checklist of all required posting

according to the Federal, State, and local law, ordinances and regulations.

: By
‘:-Sl:/\’ﬂ'ifl‘&f O&Q\{‘l‘}"‘) ot aﬁ-mzl‘\LQﬁﬁ\‘f‘ﬂfL_ /Q"I =t (

Immediately, then at least weekly, the administrator or designated staff person shall check the bulletin board 1o ensure the
Influenza Awareness Act poster is posted.

-—g@ 422119
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OEC %6 2018 Page 4 of 27

Violation Report: 47424 - 08/10/2018 - Garvey, Jody R
PCH Name: Westfield WEST REGION F1.:L0 OFFICE

1, REGULATION 55 Pa.Code §2600
2600.65(=) - Prior to or during the first work day, all direct care staff persons including ancillary staff persens, substitute
personnel and voluntesrs shall have an crientation in general fire safety and emergency preparedness that includes the
following:

(1) Evacuation procedures.

(2) Staff duties and responsibilities during fire drills, as well as during emergency evacuation,

transportation and at an emergency location if applicable.

(3) The designated meeting place outside the building or within the fire-safe area in the event of an actual fire.

(4) Smoking safety procedures, the home's smoking poficy and location of smoking areas, if applicable.

(5) The location and use of fire extinguishers.

(6) Smoke detectors and fire alarms.

(7) Telephone use and notification of emergency services.

2a. DESCRIPTION OF VIOLATION
Staff person A, hired 5/14/18, did not receive tralning in any topics specified in 2600.65a.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date 2y attached pages.)
Inciude sfeps to correct the viofatlon described above and sleps fo prevent a simiiar vialation from ccouming again. If steps cannot ha completed
immediztely, include dates by which the steps will be completed.

Repeat Violation: No Date(s) of Previous Vielation{s):
Signature of Legal Entity Representati : ) /
(Reauired on EVERY Page) e

Printed Name and Title of Legal Entﬁy-Rep)resentative Date
(Required on EVERYPagel  Tpmie Cochrad  POh ady nheratter (2]ailif

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
422119 Plan of correction implementation status as of 4/22/19

(Date) -mu-(-ﬁ—é-i-é-j*-m
Fully Implemented

The above plan of correction is approved as of

Pariially Imnlemented - Adaguate Progress

The above plan of carraction was approved by Partially Implemented - Inadequale Progress

(nitials)

O

Not implemented
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2600.65

Corrective Action- Staff person A received fire safety training on 08/15/2018 on the
milestone website. Staff person A did receive Emergency preparedness fraining on
05/14/2018 under Explanation of all Homes Policies and Procedures.

Monitoring- The administrator will ensure that all newly hired staff receive fire safety
training and emergency preparedness training prior to their first day of work at Westfield.
The administrator will include all orientation trainings exactly as stated in 2600

regulations. Documentation of Fire safety training is included.

= foadeie 12120 16

;g—‘f}tmt!;k OQQP’\,@ Pa LE A..(-;f..ln; N

Within 30 days of receipt of the plan of corection: The administrator shall audit all staff records to ensure that prior to or during the
first work day, all direct care staff persoens including ancillary

staff persons, substitute personnel and volunteers shall have an orientation in general fire safety
and emergency preparedness that includes the following in accordance with 2600.65(a):

(1) Evacuation procedures.

(2} Staff duties and responsibilities during fire drills, as well as during emergency evacuation,
transportation and at an emergency location if applicable.

(3) The designated meeting place outside the building or within the fire-safe area in the event

of an actual fire.

(4) 8moking safety procedures, the home's smoking policy and location of smoking areas, if
applicable.

(5) The location and use of fire extinguishers.

(6) Smoke detectors and fire alarms.

(7) Telephone use and notification of emergency services,

Any missing training shall immediately be completed. Documentation of all training shall be kept.

g@ 4122119



RECENMED
DEC 26 2018 Page 5 of 27

Viclation Report: 47424 - 08/10/2018 - Garvey, Jody

PCH Name: Westfield WE?;T REGION FIELD OFFICE

dess inansing
L

4, REGULATION 55 Pa.Code §2600
2600.65(b) - Within 40 scheduled working hours, direct care staff persons, anciliary staff persons, substitute personnel and
volunteers shall have an orientation that includes the foliowing:

{1} Resident rights.

{2} Emergency medical plan.

(3) Mandatory reporting of abuse and neglect under the Older Adult Protective Services Act (35 P.S. §§
10225.101-10225.5102).

(4) Reporting of reportable incidents and conditions.

2a, DESCRIPTION OF VIOLATION
Staff persen A, hired 5/14/18, did not receive training in the emargency medical plan as specified in 2600.65D.

Staff person B, hired 12/11/17, did not receive training in mandatoty reporting of abuse and neglect under the Older Adult Protective
Services Act as spacified in 2600.65b.

3. PLAN OF CORRECTION (POC) (Attach pages a5 necessary. Remember that you must sigm and date any attached pages.)

Include steps to correct the violalion dessribed above and sfeps fo prevent 3 simiiar viclation from cccurring again. If steps cannot be compleled
immediately, include dates by which the steps will be completed.

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

Signature of Legal Entity Representative '
(Reguired on EVERY Page) @

Printed Name and Title of Legal énti Representative

“ ) Bate
{Reguired on EVERYPaue)  Jonie Cochras POH_admon gsHisten ENEIY:
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of ~ 4/22/19 Plan of correction implementation status as of 4/22/19
(Date) —

Fully implemented
Partially Impiemented - Adequate Progress

The abave plan of correction was approved by Partially Implemented - Inadeguate Progress

{Initials)

IR

Not implemented




RECEIER
4{ CEivED
DEC 9 ¢ 201§

Page s of 27 i oD 0ror
2600.64(b)

Corrective Action- Administrator did complete resident rights (05/15/2018) emergency
medical plan (05/14/2018), mandatory reporting OAPSA (05/15/2018, and reportable

incidents (05/14/2018) training during orientation and prior to the first day of work.

However the administrator had emergency medical and reportable incidents under

Explanation of all homes policies and procédures on the orientation sheet, The

administrator will revise the orientation training documentation to list all criteria for

training prior to the first day of work at Westfield. Staff person A’s first day of work at

Westfield was on 05/22/2018.
Monitoring- The administrator will have a checklist in place of all required trainings

prior to the first day of work. This will be completed 12/21/2018

S

—s—/-

tead ure La«—/ullé’
X A Pan pAdminis
S Cuchra

Within 30 days of receipt of the plan of correction: The administraior shall audit all siaff records to ensure that within 40 scheduled
working hours, all direct care staff persons including ancillary sta¥ persons, substitute personnel and volunteers, have completed
orientation training in resident rights, emergency medical plan, mandatory reporting of abuse and neglect and reporting of
reportable incidents and conditions in accordance with regulation 2600.65(b). Any missing training shall immediately be completed.
Documentation of all training shall be kept.

_S_@ 422119
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Page 6 of 27
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Viclation Report: 47424 - 08/10/2018 - Garvay, Jod WESTREGION MELDUFFICE
PCH Name: ;{estﬁejd e oc Human Services Ligensing

1, REGULATION 55 Pa.Code §2600
2600.65(f) - Training topics for the annual training for direct care staff persons shall 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 evaluaticn and support plan. ‘

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

{4) Infection control and general principles of cleanliness and hygiene and areas associated with immobility, such as
prevention of decubitus ulcers, incontinence, malnuirition and dehydration,

(5) Persanal care service needs of the resident.

(8) Safe management technigues.

(7) Care for residents with mental illness or mental retardation, or both, if the population is served in the home.

2a, DESCRIPTION OF VICLATION
Direct care staff member C, hired 12/11/08, and direct care staff member D, hired 8/13/03, did not receive training in medication
self-administration during the 1/1/17 - 12/31117 training year,

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

Include staps lo correct the violalion described above and steps lo pravent a simifar viclation from occurring egain. I sleps cannof be completad
immediately, include dates by which the steps wiil be compleled.

Repeat Violation: Nc Date{s) of Previous Violation(s}:

Signature of Legal Entity Representative™ o
{Required on EVERY Page} L

Printed Name and Title of Legal Entity}%ep:eéantative , Date
{Required on EVERY Pagel JA'MIQ GC’L"'IQA:‘) Pen felminastuedon ]‘1,{3; h?

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

- 4/22119
The above plan of correction is approved as of — G Plan of correction implementation status as of  4/22/19
{Date)

[] Fully mplemented

S@ Partially Implemented - Adequate Progress

D Partially implemented - Inadequate Progress
Initials
( ) [] Notimplemented

The above plan of correction was approved by




RECE
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DEC 26 2945
Page 6 of 27 E8T REGION
iy FiE 4
2600.65(f)

Corrective Action- Staff persons C and D did have medication and self administration
training on 02/09/2017; however the trainer failed to write self administration on the
training documentation. In the future the administrator will ensure that all descriptions of
trainings are included.

Monitoring- During each training, the administrator will check to be sure that the
deseription of training is stated exactly how it is stated in the regulations. This will be

done immediately.

i

1=f 21 J 1§
Ra o Gachras  POH polpni ne SRR /= 1

Within 30 days of receipt of the plan of correction: The administrator shall audit all staff recerds to ensure that during the January 1,
2018 to December 31, 2018 training year, all direct care staff received training in the foliowing topics in accordance with 2600.65(7):
(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 plan.

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

(4} Infection control and general principles of cleanliness and hygiene and areas associated

with immobility, such as prevention of decubitus ulcers, incontinence, malnutrition and

dehydration.

(5) Perscnal care service needs of the resident.

(6) Safe management techniques.

(7) Care for residents with mental iliness or mental retardation, or both, if the population is

served in the home.

Any missing training shall immediately be completed. Documentation of all training shall be kept.

% 4/22119
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DEC 2 6 2018 Page 7 of 27
Violation Report: 47424 - 08/10/2018 - Garvay, Jody WEST REGION FELD OFFICE
PCH Name: Westfield Human Services Licensing

4. REGULATION 55 Pa.Code §25600
2600.65(g) - Direct care staff persons, ancillary staff persons, substitute personnel and regularly scheduled volunteers
shall be frained 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 recognition and response fo crises and emergency situations.

(3) Resident rights.

(4) The Older Aduit Protective Services Act (35 7. 5. §§ 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. DESCRIPTION OF VIOLATION
Direct care siaff member C. hired 12/11/06, and direct care staff member D, hired 8/13/03, did not raceive fraining in emergancy
preparedness procedures, recognition and response fo etisis and emergency situations during the 1/4/17 - 12/31/17 training year,

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

Inciuds steps fo correct the viclation described above and steps lo prevent a similar violation from occurring again. If steps cannot be compleled
immediately, include dates by which the steps will be complated.

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

Signature of Legal Entity Representativ
{Required on EVERY Paoe} -

Printed Name and Title of Legal éhtity—Répresentative Date
{Required on EVERY Page} X N
Required on EVERY Page) T /e Lochad PLY delominggftaton raat |14
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
. 4/22119
The abave plan of correction is approved as of Plan of carraction implementation status as of 4/22/19
{Dale) (DT
[:] Fully Implemented
Partially Implemented - Adequate Progress
The ahove plan of correction was approved by L___] Partially Implemented - inadequata Prograss
Initials
{ ) [ ] Notimplemented




RECEVED
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SETREGION e
Page 7 of 27 LT Sopnps ﬁge gsfz%ce

2600.65(g)

Corrective Action- Administrator trained Staff persons C and D on 12/18/2018 on
emergency preparedness procedures recognition and response to crisis and emergency
situations. Documentation is included.

Monitoring — The administrator will now use a training chart to track all employce
frainings. The charts will be checked on a monthly basis prior to the scheduled monthly
trainings to ensure all staff is receiving all required trainings in accordance with DHS

regulation.

——
Sremie Qo> Pon nelmp, chador 1221 [P

Within 30 days of receipt of the plan of correction; The administrator shalt audit alt staff records 1o ensure that direct care
staff persons, ancillary staff persons, substitule personnel and regularly scheduled volunteers received training in the
following tapics, in accordance with 260G0.65(g) during the January 1, 2018 to December 31, 2018 training year:

(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 recognition and response to crises and
emergency situations.

(3) Resident rights.

{4} The Older Adult Protective Services Act (35 P. §, § 10225.101--10225.5102).

(5) Falls and accident prevention.

{8} New population groups that are being served at the home that were not previcusly

served, if applicable

Any missing training shall immediately be completed. Documentation of ali training shall be kept.

-S@ 4/22/19
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Violation Repert: 47424 - 08/10/2018 - Garvey, Jody WEST REGION FIELD OFRICE
PCH Name: Westiield : Human Services Licensing

1. REGULATION 55 Pa.Code §2600 :
2600.65(i) - A record of training including the staff person trained, date, source, content, length of each course and copies
of any certificates received, shall be kept.

2a. DESCRIPTION OF VIOLATION

Staff member E, the home's assistant administrator, indicated that staff member A and staff member B completed training in smoking
safety procedures, the home's smoking policy and location of smoking areas during their initial training. However, the home has no
record of this training to inciude ihe staff person trained, date, source, content, length of course or copies of any certificates received.

4. 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 above and steps lo prevent a similar violation from occurring again. If steps cannot be complefed
immediataly, Include dates by which the steps will be completed.

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

Slgnature of Legal Entity Representative
(Reguired on EVERY Page}  »SEa==2

Printed Name and Title of Legal Eﬁ‘t{y Representative Date
(Reguired on EVERY Page) X u,c Cuthran) POH ackmimni sieptat 12{a: |19
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of —% Plan of correction implementation status as of 4/22/19
ate

{Date)
D Fully implemanted

g@ Partially Implemented - Adequate Progress

The abova plan of correction was approved by ['__] Partially Implementad - inadequate Progress
(Initiais}

[] wotimplemented




%f( RECEIVED

UEC 28,
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2600.65(i) evioas Liconging ™

Corrective Action — Staff person A hired on 05/14/2018 and staff person B hired on
12/11/2017 did receive training in the homes smoking safety procedures, the homes
smoking policy and location of smoking areas during their initial training. The
administrator’s record of training does not include the exact criteria listed in the DHS

regulations but states Explanation of all homes policies and procedures.

Monitoring: The administrator will revise the homes orientation sheet to list all the
criteria exactly as it is outlined on in the PCH regulations. In the future the administrator

will follow these same criteria for documentation that is used.

C - j=2lzi [ic?

a Ao[rmfhé}f’hﬁ
j‘ ' ‘h(ir»}m«_) pat

Within 30 days, the administrator shall audit all staff records to ensure they contain documentation of all required staff
training in accordance with 2600.65. Training documentation shall include: The staff person trained, date, source, content,
length of each course and copigs of any cerificates.

%4/22!19
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Violation Report: 47424 - 08/10/2018 - Garvey, Jody WEST HEGIO OFFIC
PCH Name: Westfiaid Human s@w’?é%?%m £

1. REGULATION 55 Pa.Code 52600
2600.102(d){1} - Toilet and bath areas must have grab bars, hand rails or assist bars.

Za. DESCRIPTION OF VIOLATION
At 10:11 AM, there was no grab bar, hand rall or assist bar behind or next o the toilet in bathroom # 3. The temporary hand rail was

sitting on top of the toilat and not attached to the wall.

3. PLAN OF CORRECTION {POC) (Attach pages s necessary. Remember that you must sign and date any attached pages.)
Include steps to correct the violation described above and steps fo prevent a similar viafation from occuming again. If sfeps cannof be complsted
immediately, include dates by which the steps will be completed.

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

Signature of Legal Entity Representative
{Required on EVERY Page} .

Printed Name and Title of Legal émiw%)epresentatlva Dat
(Required on EVERY Pagel T\, \y  Cuochiaed  PLU adminstenbore Yalai| g

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

42219
Plan of correction implementation status as of 4/22/19
(Date) W_—(Date]

Fully Implemented

The above plan of corraction was approved by
{Initials)

The above plan of correction is approved as of

Partially Implemented - Adequate Progress

Partially Implemented - Inadsquata Progress

ORI

Not Implemented
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Page 9 of 27 DEC 26 201
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2600.102 HUan Sonces ot FICE

Corrective Action: Grab bars were installed by the maintenance Dept on 8/16/18.

Education: The administrator conducted training with the homes maintenance on the importance

of having everything in the home in proper working order for the safety of the residents.

Monitoring: PCH Administrator will conduct weekly site inspections to make certain the home
furnishings and fixtures are maintained and in working order in accordance with all DHS
regulations.

%y_,::b
( }2,/5’/!&’
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DEC 26 2018 Page 10 of 27
Violation Report: 47424 - 0B/10/2018 - Garvey, Jody WVE .
H

ST REGION FIELD OFF
PCH Name: Westiiald ICE
Cas-Lisensing

uman Sarvl
1. REGULATION 55 Pa.Code §2600
2600.103(f) - Food requiring refrigeration shall be stored at or below 40°F. Frozen food shall be kept at or below 0°F.
Thermometers are required in refrigerators and freezers.

Za. DESCRIPTION OF VIOLATION

At 10:19 AM, there was no thermometer in the Frigidaire refrigerator/freezer in the basement of the home at the bettom of the
staircase.

At 10:22 AM, there was no thermometer in the Frigidaire stand up freezer at the bottom of the staircase and farthest to the right side of
the basement.

3, PLAN OF CORRECTION (POG) (Attach pages as necessary. Remember that you must sign and date any nttached pages.)

Includa steps fo correct the vilation described above and steps lo prevent & similar viciation from occurring again. Jf steps cannot be complefed
immedialely, include dales by which the steps will be complefed.

Repeat Violation: No Date(s) of Previous Violation{s):
Signature of Legal Entity Representativ - -
{Required on EVERY Page) ‘ u;@ $ o~
Printed Name and Title of Legal Er‘tﬁty—Rep)reaentative Date
(Reguired on EVERY Page) '{\\"&—mfﬁ, Q&_{__ﬂhm—r\} Pt adamen, ftesder 12 , ‘-ﬂl 18
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]
ion I 4izzns 422119
The above pian of correction Is approved as of — e Plan of correction implementation status as of

(Date)
D Fully implemented

% Parilally implemented - Adequate Progress
The above plan of correction was approved by D Partially Implemented - Inadequate Prograss

(Initials}

[ ] Notimplemented
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2600.103 (f)

Corrective Action: At the time of the inspection, new thermometers were purchased and placed

in the respective appliances.
Education: In a staff meeting on 8/15/18 PCH Administrator informed staff of the importance

of checking to make sure thermometer is in plain view when putting food in and taking items out

of the refrigerator and or freezers. 42219

‘ eakly
Monitoring: PCH Administrator shall conduct monthly inspections to ensure that thermometers

are in place in all refrigerators and freezers in accordance to DHS Regulation.
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Viclation Report: 47424 - 08/10/2018 - Garvey, Jody NEC
PCH Name: Westfield 2 6 2018

WEST REGION FIELD CFFICE

1. REGULATION 55 Pa.Code §2600 Human Sarvices Licensing

2600.103(i) - Outdated ar spoiled food or dented cans may not be used.

2a, DESCRIPTION OF VIOLATION

At 10:31 AM, the following outdated focds were found in the main refrigeratar in the kitchen of the home!

* 5 glices of hard salami with a best if used by daled of 6/4/18.

* A ¥ full 16-ounce container of Kraft Parmesan Cheese with an expiration date of 7715118

* An approximately 1/8 full 16-cunce container of Ken's Asian Sesame Dressing with an expiration date of 8/30/17.

Two 32-ounce packages of Bongards Creameries Pasteurized Cheese were opened and undated in the main refrigerator in the
kitchen of the heme.

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

Inciude steps o correct the violation described above and steps to pravent a simifar viatation from securring again. If steps cannot be complated
Immediately, include dates by which the steps will be completed,

Repeat Viclation: Yes Date(s) of Previous Violation(s): 0712812017

Signature of Legal Entity Representative...
{Reguired on EVERY Page}) >

Printed Name and Title of Legal Ergtitauﬂeaesentative Date
(Required on EVERY Page) — o4/ (othiee? FOM- Admisisinitos <)71]1§

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

The above plan of corection is approved as of %g_)__ Pian of correction implementation status as of 4/22/19
{Date)

D Fully Implemented

-S@ Partially implemented - Adequate Progress
D Partially Implemented - inadequate Progress

{initials)

The zbove plan of correction was epproved by
[] Notimplemented
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H ELDO,
2600.103 () uman Serviggs Lfcensirgcs
Corrective Action: At the time of inspection 8/10/18 all outdated food was removed from the
refrigerator and disposed of.

Edueation: During the staff meeting on 08/15/2018 the administrator informed all staff that they
are required to check the refrigerators weekly and dispose of any food that is outdated. They
were also reminded of the importance of labeling and dating all foods and if there is a food found
without a date they are to dispose of it immediately.

Monitoring: PCH Administrator will conduct weekly checks of refrigerators, freezers and
storage cabinets to ensure outdated items are disposed of in accordance with DHS Regulations.

e Cochend Putadmovstende 2]z f) g
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Violation Report: 47424 - 08/10/2018 - Garvey, Jody uman Senvi
PCH Name: Westfield Human Sarvices Licensing

1. REGULATION 55 Pa.Code §2600
2600.105(g)(1) - To reduce the risks of fire hazards, linf shall be removed from the lint frap and drum of clothes dryars afier

sach use,

2a. DESCRIPTION OF VIOLATION
At 9:30 AM, there was approximately ¥ of an inch of accumulated lint build up on the lint screen in the laundry room of the home.

3. PLAN OF CORRECTION {(POC) (Attach pages a5 necessary. Remember that you must sign and date any atfached pages.)
Inciude siaps o comect the viclation described above and steps fo prevent a similar violation from ocourring again. If steps cannot be completed
immadiately, Include dales by which the steps will be complefed.

Repeat Viofation: No Date{s) of Previous Violation{s):
Slignature of Legal Entity Representative
{Required on EVERY Page)
Printed Name and Title of Legal E%ﬁlyi%epresentaﬂve Date
Reguired on EVERY Page 'Sm;; thm& PO pddminisivateo '2,5’“' hs)
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
A 422119
The abave plan of correction is approved as of Plan of correction implementation status as of 4/22/19
{Date) -—-—-———(-fj“me—}-
[] Fuly implemented ‘
% Partially implemented - Adequate Prograss
The above plan of correction was approved by D Partially Implemented - Inadaguats Progress
initials
( ) D Not implemented
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Page 12 of 27 g,

2600.105(g)(1)

Corrective Action: At the time of inspection on 8/10/18 staff cleaned the lint tray.

Lducation: During the staff meeting held on 08/15/2018 the administrator educated the staff on

the importance of cleaning out the lint on the lint vent in the dryer each time the dryer is used.

They were informed that this is a fire hazard.

Monitoring: Staff and residents will clear lint tray after each use. PCH Administrator will
weekly

inspect the arca and have maintenance staff maintain the laundry room to ensure proper

ventilation and to reduce risk of fire hazards in accordance with DHS Regulations.
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Violation Report: 47424 - 08/10/2018 - Garvay, Jody
PCH Name: Westield WEST REGION FIELD OFFICE

JEIVIGaS LET
1. REGULATION 55 Pa.Code §2600 Human Sevic e
2600.107(c) - The home shall maintain at least a 3-day supply of nonperishable food and drinking water for residents.

Za, DESCRIPTION OF VIOLATION
The home currently serves 8 residents requiring a minimum of 24 gallons cf drinking water for a 3-day emergency supply. However,
thera were only 10 gallons of emergency drinking water available on site. The hamae does not have a contractuat agreement with a

vandor to deliver water in an emergency.

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

Include steps to correct the violation described above and steps lo prevent a similar violation from occuming again. If steps cannot be completed
immediately, Include dates by which the steps will be completed.

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

Signature of Legal Entity Representati
(Required on EVERY Page} v

Printed Name and Title of Legal En(tiqL@presentativa Date
(Reguired on EVERY Page) 47, 16 CoihmP  PLit Admipudentor 13)31 ’] &
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

4/22/19
DI Plan of corraction implementation status as of 4/22/19
(Date) .
(Datg)
[:] Fully lmplemented

Partially Implemented - Adequate Progress

The above plan of correction is approvad as of

The above plan of corraction was approved by D Partially Implemented - Inadequate Progress
{Initials}
[ ] Notimplemented




RECEIVED

DEC 26 2018

WEST REGION
Page 13 of 27 Human Sewic?s%?a?sﬁgéce

AN

2600.107 (c)

Corrective Action: At the time of the inspection on 8/10/18 PCH Administrator purchased 24
gallons ol water for emergency use.

Monitoring: Home has a contractual agreement with Culligan Water Co. A standing order for
routine delivery of fifteen 5 gallon bottles of water every three weeks is currently in place. PCH
Administrator will inspect weekly to ensure that at least 24 gallons of water is on site for
emergencies at all times in accordance with DHS Regulations.
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Viclation Report: 47424 - 08/10/2018 - Garvay, Jody

PCH Namae: Wastfleld JVEST REngN_ﬂELD_QEﬂGF
1. REGULATION 55 Pa.Code §2600 Human Sarvices Licansing

2600.109(b) - Cats and dogs present at the home shall have a current rabies vaccination. A current cerificate of rables
vaccination from a licensed veterinarian shali be kept,

Za, DESCRIPTION OF VIOLATION
On 8/10/1B, a cat named Tiger was residing in the home; however, the home did not have a current rabies vaccination ceriificate for

this catl.

3. PLAN OF CORRECTION {POC} {Atiach pages as necessary. Remember that you must sign and date any attached pages.)
Include steps lo correct the violation described above and steps fo prevent a simffar viclation from cccurring again. If steps cannot be complefad
immediately, include dales by which the steps will be sompleted,

Repeat Violation: Yes Date(s) of Previous Violation({s): 071252017

Signature of Legal Entity Representa )
{Required on EVERY Page)} -

Printed Name and Title of Legal En%it}nae)presentative
- * .
{Required on EVERY Page) TC o L& Q&, chra [P pdova Smatec

Date

(2]21)15

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

_ 422119
The above plan of correctionis approved as of . Plan of correction implementation status as of  4/22/19

(Date) — o

Fully implemented

(Initizls}

Parfially Implemeanted - Adequafe Progress

The above plan of correction was approved by Parfially Implemented - inadeqguale Progress

O

Mot implamented
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Page 14 of 27
2600.109 (b)
Corrective Action: Af the time of the inspection staff person E was unable to locate the rabies
vaccination record for Tiger. Tiger has a record of vaccination for rabies dated 9/11/17 that runs
through 9/19/19. See Attached

Monitoring: PCH Administrator will be sure records for animals living in the home are kept in
an area were the assistant administrator is able to locate them. This will also ensure that records

are accessible during time of inspection.

)

Tori Quebarn) OB admvr sstentoas 12/ xi]; ¢
Arehtle e ot

Within 30 days of receipt of the plan of correction: The administrator shall audit all pet files to ensure all cats and dogs present at the
home have a current rabies vaccination. A current certificale of rabies vaccination from a licensed veterinarian shall be kept,

‘%’ 422119
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Viclation Report. 47424 - 08/10/2018 - Garvey, Jody

PCH Name: Westfield NEST REGION FIEL 0 QERIGE
rHen services Licensing

1. REGULATION 55 Pa.Code §2600
2600.132(a) - An unannounced fire drill shall be held at least once a month.

2a, DESCRIPTION OF VIOLATION
The date of the home’s next scheduled fire drill was posted on the bulistin board in the staff office of the home. Sta¥ interviews indicate
fire drills are announced fo staff well in advance.

3. PLAN OF CORRECGTION {POC) (Attach pages as necessary. Remember that you must sign and date any aitached pages.)
Include steps to correct the violation described above and steps o prevent a similar violation from accurring again. If steps cannat he completed
immeadiately, include dates by which the steps wiil be completed.

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

Signature of Legal Entity Representati
{Required on EVERY Page)

Printed Name and Title of Legal Er(ﬂW,RB[ﬁ‘esentatlve Date
(Required on EVERY Page) LV - .
Required on EVERY Pate Q‘ e OBL“V‘-%Q POE folpn, shordor ;_‘:L' 2] ) 1&

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

o 4122118
The above plan of correction is approved as of — Plan of correction implementation status as of 4/22/19
{Date}

E] Fully Implemented

_S@ Partially Implemented - Adequate Progress

The above plan of corraction was approved by [:] Pariially implemented - Inadequate Prograss
{Initials}
D Mot Implemented
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Page 15 of 27 OEC 26 2018
VIEST REGION FIE
2600.132 (a) Human Services ﬁ?eggg%%

Corrective Action: Siaff meeting occurred on 8/15/18 instructing staff on the importance of fire
drills and the process that should be followed. At no time should there be a schedule of when a
fire drill would occur be posted. Staff were informed that there would be unannounced fire drills
at least 1x per month.

Monitoring: PCH Administrator will review Fire Drill Logs monthly to ensure that fire drills
occur at least once monthly on day or afternoon shift and 1 fire drill to occur on the midnight
shift everyﬁ6 months in accgrdance with DHS regulation.
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Violation Report: 47424 - 08/10/2018 - Garvey, Jody G FIELD OFFICE
PCH Name: Westfield NE;-;S{;&%E GO s Lioansing

1. REGULATION 55 Pa.Code §2600

2600.132(c) - A written fire drill record must include the date, time, the amount of time it tock for evacuation, the exit route
used, the number of residents in the heme at the time of the drill, the number of residents evacuated, the number of staff
persons participating, problems encountered and whether the fire alarm or smoke detector was operative,

2a. DESCRIPTION OF VIOLATION

The home's fire drill records do not indicate AM or PM for the following fire drills!
Date Time

6/29/18 12:45

2119/18 4:00

1/9/18 3:30

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

{nelude steps to corract the viclation described above and steps fo prevent a similar viofation from occurring again. If sleps cannot be completed
Immediately, include dates by which the steps will be completed.

Repeat Violation: Yes Date{s) of Previous Violation(s}: 0712512017

Signature of Legal Entity Represeniativ )
(Reguired on EVERY Paoge) - -

Printed Name and Title of Legal Eniity .Rsapte*s/entative Date
(Required on EVERY Page) Naone (g, ey P ael oo, e I'EL/ 21 / 1 &

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

_— 4/22M19
The ahova plan of correction is approved asof  _—— Plan of correction implementation status as of 4/22/19

{Date) ~ O3
D Eully Implemented

.g@ E Partially implemented - Adequate Progress

D Partially Implemented - Inadequate Progress
Initials
{ ) [T] Notimplemented

The =bove plan of correction was approved by
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Page 16 of 27 WEST REGION FIELD
Human Sarvices LJcegsE;E{gCE

2600.132 (¢}~

Corrective Action: A record of fire drills shall be maintained to indicate date, time and whether

the drill occurred in the AM or PM hours.

Education: Staff meeting occurred on 8/15/18 at which time staff were educated on
documenting the fire drills to include date, time in AM or PM hrs, duration of the drill, staff and

residents participating, and any concern that occurred during the drill.

Monitoring: PCH Administrator will conduct unannounced fire drills to occur in accordance
with DHS regulation. A record will be maintained to include dates of fire drills, time and
exit route used,

duration of drili{ and the time and duration of the drill the number of residents and staff

participating in the drill. The record will include any problems with evacuation or equipment.

:ﬁ,&wx: %w Om c,ﬁmn:) PC’«-(“J #fmenslPrm‘}wﬁ\. [?—/ Z‘KIP



Pt V i

DEC 26 2010 Page 17 of 27

Violation Report: 47424 - 08/10/2018 - Garvey, Jody WEST REGION FIELD QFFICE
PCH Name: Westfisld Human Services Ucensing

1. REGULATION 55 Pa.Code §2600

2600.132(d) - Residents shall be able to evacuate the entire building to a public thoroughfare, orto a fire-safe area
designated in writing within the past year by a fire safety expert within the period of time specified in writing within the past
year by & fire safety expart.

2a. DESCRIFTION OF VIOLATION .
The homes' maximum designated evacuation time, determined by a fire safety expert on 10/27/18, was 2 minutes and 0 seconds,
Hawever, this time was exceeded on 10/22/17 at 5:50 AM in which the evacuation fime was 3 minutes and 28 seconds,

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

include staps fo correct the viclation described above and steps fo pravent a simifar violation from occurting again, If steps cannof be completed
Immediately, Include dates by which the steps will be completed.

Repeat Violation: No Data(s) of Previous Violation(s):
Signature of Legal Entity Represenfative T
{Required on EVERY Page} ; o o

Printed Name and Title of Leg:{LEnﬂbf}lepresentative

A Pat '
(Required on EVERY Page) ES-WlE Dm—L!"\ﬂMb R‘JL RdMlt‘\iQf‘v’"(wh— aela/‘?'}lég

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

L 4/22/19 |
The above pian of correction Is approved asof . Plan of corraction implementation status as of 4/22/19

(Date) — DT

Fully Implemented

{Initials)

Partially Impiemeniad - Adequate Progress

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

LIOELC

Not Implemented
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Human Services Licensing
Page 17 of 27
2600.132 (d)

Corrective Action: PCH Administrator will work to ensure that fire drill evacuations fall within
the 2 minute time frame established by the fire safety expert. The homes fire drill policy
indicates that if a fire drill goes over the allotted time frame of 2 minutes the staff or

administrator will conduct another fore drill within 24 hours of the faulty drill.

Education: Staff meeting occurred on 8/15/18 to educate staff on the time frame established by
the fire safety expert to evacuate the home. In a community meeting on the same day residents
of the home were told evacuations should not exceed 2 minutes. Staff and residents were also
educated on the fire drill policy as well.

Monitoring: PCH Administrator will review fire drill log on a monthly basis to determine if the
guidelines have been adhered to in accordance with DHS regulation.
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Viniation Report: 47424 - 08/10/2018 - Garvey, Jody .
PCH Nama: Westfield %i;ggg?&;ﬁwmgs FICE

1. REGULATION 55 Pa.Code §2600
2600.132(e) - A fire drill shall be held during sleeping hours once every & months.

2a. DESCRIPTION OF VIOLATION
On 8/10/18, the most recent fire drill conducted during sleeping hours was held on 10/22/17 at 5:50 AM.

1, PLAN OF CORRECTION (POC) (Attach pages as necessary, Remember that you must sipn and date any aftached pages.)

Include steps to correct the viclafion described above and sleps io pravent a similar violatlon from occurring again. If steps cannot be completed
Immediately, include dates by which the steps will be completed.

Repeat Violation: Yes Date(s} of Previous Violation(s): 0712512017

Signature of Legal Entity Representative /)
(Required on EVERY Page}

Printad Name and Title of Legal EMpr&sentative

{Reguired on EVERY Page] gkc‘*l s QGC. N ) P@J-f* Bl g St i Date)?} af h&'

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

. 4/22118
The above plan of correction is approved as of Plan of correction implementation status as of 4122119

(bate e
: [] Fully Implemented

g@ Partially Implemented - Adequate Progress

Tha abova plan of correction was approved by D Partially implemented - Inadequate Progress
{initials)

[[] Notimplemented
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VWEST REGION FIELD OFFICE
Human Services Licensing
Page 18 of 27
2600.132(e)

Corrective Action: PCH Administrator shall ensure that there are 2 fire drills per yr on the
midnight shift six months apart.

Monitoring: PCH Administrator will monitor fire drill logs on a monthly basis to ensure that 2
fire drills occur on the midnight shift six months apart and that they are documented in
accordance with DHS regulation.
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Violation Report: 47424 - 08/10/2018 - Garvey, Jody

PCH Name: Westfield WE%‘;E;E gatonﬂgc'gtf!w‘ CFFICE

Fl
-

)

1. REGULATION 55 Pa.Code §2600

2600.171(b}(5) - If staff persons or volunteers of the home provide transportation for the residents, the vehicle must have a
first aid kit with the contents in § 2600.96 (relating to first aid kit). :

2a. DESCRIPTION OF VIOLATION _
The first aid Kit in the van that tha home uses to transport residents did not include nonperous dispasable gloves and adhesive tape.

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

Include steps to correct the viclation described above and steps lo prevent & similar violation from accusting again. If steps cannot be complated
immediately, include dates by which the sieps will be compleled,

Repeat Violation: Yes Date(s) of Previous Violation{s): Q7725812017

Signature of Legal Entity Repres ive C )
{Required on EVERY Page) e

Printed Name and Title of Legal én@presentatiua Date
{Reguired on EVERY Page} \;: \‘5 acp\f‘ﬁ ‘.f\) P(LH‘ [Pfdﬁ\lmSl T_:, ) |1} 2] ] 1§

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

. 4/22/18
The above plan of correction is approved as of Plan of correction implementation status as of ~ 4/22/19
{Date} P —
(Date}
[] Fully implemented
Partially implemented - Adequate Progress
The above plan of corraction was approved by D Partially Implemented - Inadequate Progress
Initials
( ) L___l Mot Implemented
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Page 19 of 27 WﬁST REGION FIELD OFFICE

uman Services Licensing
2600.171 (b)
Corrective Action: At the time of inspection on 8/10/18 nonporous disposable gloves and
adhesive tape were replaced.
Education: On 8/15/18 a staff meeting occurred. Staff was notified to alert PCH Administrator
when items are used in the first aid kit so that the first aid kit can be re-stocked as needed.
Monitoring: PCH Administrator will monitor the first aid kit monthly and replace any contents
missing in accordance with regulation 2600.96 (a).

==
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Within 30 days of receipt of the plan of correction: The administrator shall develop policy and procedures o ensure
any vehicle used to transpert residents has a first aid kit that includes nonporous dispasable gloves, antiseptic, adhesive
bandages, gauze pads, thermometer, adhesive tape, scissors, breathing shield, eye coverings and tweezers.

S@ 4122119
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Violation Report: 47424 - 0BMQ2016 - Garvey, Jody y
PCH Name: Westfield vﬁifngfgim FIELDOFFICE

b I}

1. REGULATION 55 Pa.Code §2600 e
2600.171(c) - The home shall maintain current copies of the following documentation for each of the home's vehicles used
to transport residents: ‘

{1} Vehicle registration.

(2) Valid driver's license for each venhicle operator.

{3) Vehicle insurance,

{(4) Current inspection.

(5) Commercial driver's license for vehicle operator if applicable.

2a. DESCRIPTION OF VIOLATION
The home does not have a copy of current Insurance informatien for the van used to fransport residents.

3, PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
ineiude steps lo correct the vialation described above and steps to prevent a simitar viclation from occuring again. If sfeps cannot be complated
immediately, include dales by which the steps wil be completed,

Repeat Violation: No Data(s) of Previous Violatlon{s):

Signature of Legal Entity Representat]
{Required on EVERY Page) .

Printed Name and Title of Legal Entity\REm%sentative Date
{Required on EVERY Page) -
Reguired on EVERY Page gwuq_‘ O&(,hfm) 'ﬁ; H ador.ovstrrters {?/?1 l i§

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

4122/18
———— Plan of correction implementation status as of 4/22/19
{Date) (Date]

Fully Implemented
The above plan of correction was approved by g@

{initials)

The above plan of correction is approved as of

Partially Implemented - Adequale Progress

Partially Implemented - Inadequate Progress

ORI

Not Implemented




X RECEIVED
8@ DEC 2 6 2018

WEST REGION FIELD OFFICE
Page 20 0127 Human Services Licensing

2600.171 (¢)

Corrective Action: See Atlached. PCH Administrator secured a copy of the current insurance
card and placed it in the vehicle used to transport residents.

Monitoring: PCH Administrator will monitor vehicle monthly to ensure that all vehicle
registration and insurance documenis are current and in the vehicle.

S
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Vioiation Report 47424 - 08710/2018 - Garvey, Jody :
PCH Name: Westfield viﬁgjﬁ%ﬁﬂﬁ‘-&gﬁm

1. REGULATION 55 Pa.Code §2500
2600.183(b) - Prescription medications, OTC medications, CAM and syringes shall be kept in an area or container that is
lecked. This includes medications and syringes kept in the resident's room.

2a. DESCRIPTION OF VIOLATION
At 5:43 AM, 2 full bottles of resident #1's Brimonidine 0.2 % prescription eye drops were unlecked, unattended and scressible on the
desk in the staff offica of the home.

1 3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any aftached pages.)
Include steps to cormect the vioiation described above and steps to prevent a similar vialatlon from cecurring again, If steps cannat be completed
Irmediately, include dates by which Ihe steps will be compleled.

Repeat Viclation: No Date(s) of Previous Violation(s}):
Signature of Lega! Entity Representative ‘>

{Required on EVERY Page) B
Printed Name and Title of Legal E%ﬂty'gepresent‘ tive Date
e e e Al

Raguired on EVERY Page J‘Wu& D‘d} fip P@H ﬂ*‘fmh’ll&}fﬂlmp !?‘}'Dl }“_,

1
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of _4‘:,2,&______ Plan of correction implementation status as of 4122119
(Date} — o

D Fully Implemented

‘3@ Partially Implemented - Adequate Progress

The above plan of correction was approved by [:] Partially Implamented - inadequate Progress
(Initials}
[T] Notimplemented
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2600.183 (b)

Corrective Action; PCH Administrator returned the Brimondine 2% eye drops to the pharmacy
on 08/13/2018 that was not being used. The pharmacics signed receipt for the return of the
medication in enclosed.

Education: Siaff was instructed in a staff meeting on 08/15/2018, that staff offices holding
confidential information including medications, MAR and records must be locked at all times to
ensure confidentiality of the residents. Medications are to be secured at all times. Unused
medications will be disposed of per DHS and the PCH policy.

Monitoring: PCH Administrator will ensure that all medications are properly stored in an area
that is secured at all times. Medication disposal will be in accordance to DHS regulation and the
PCH policy. Administrator will due monthly audits of the medication, documentation of

medications, and confidentiality of each resident’s medications,

8@@@@; WRYIY:
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Violation Report: 47424 - 08/10/2018 - Garvay, Jody
PCH Name: Westfield WEST REGION FIELD OFFICE

1. REGULATION 55 Pa.Code §2600 HUMAN Sarvioss LA~
2600.183(d} - Only current prescription, OTC, sampie and CAM for individuzals living in the home may be kept in the home

2a, DESCRIPTION OF VIOLATION
Resident #5's prescription for Lantus Solostar 100 units/ml, was discontinued on 1/22/18] however, it was still present in the home and

stored in the medication cart on 8/10/18.

3, PLAN OF CORRECTION (POC) (Attach pages a3 necessary, Remember that you must sign and date any attached pages.)
Ineludda steps to correct the vickation dessribed above and staps fo prevent a simfiar violatfon from occuning again. If steps cannot be completed
immedialely, inciude dates by which the steps will be compleled.

Repeat Violation: No Date{s} of Previous Violation(s}:

Signaturs of Legal Entity Representatj

{Required on EVERY Page}

Printad Name and Title of Legal Eniit&(ﬁapl)esentative Date
Regdired on EVERY Page JM‘ 3 G@J\ 7 P@i‘\“ﬂdm:msﬁw;zsﬂ_ fﬁ-} 5) /; g

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

422119
M(Eé—te—}_ Plan of correction implamentation status as of 4/22/19
(Date}
[:l Fully Implemented

S@ Partially Implemented - Adequate Progress
[:] Partially Implemented - Inadequate Progress

The above plan of correction is approved as of

The abave plan of correction was approved by
{Iniials)
Not Implemenisd
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2600.183. (d)
Corrective Action: PCH Administrator returned discontinuved, Lantus Solostar 100 units/ml, to
the Pharmacy on 08/13/2018 per PCH policy and in accordance with DHS regulation at which
time the Pharmacy signed a statement indicating the receipt of the discontinued medications. See
Attached.
Education: Staff was instructed in a staff meeling on 08/15/2018, that staff offices holding
confidential information including medications, MAR and records must be locked at all times to
ensure confidentiality of the residents. Medications are to be secured at all times. Unnsed
medications will be disposed of per DHS and the PCH policy.
Monitoring: PCH Administrator will conduct regular med reviews to ensure only current
medications are on the premises in accordance with DHS regulation 2600.183 (d). Administrator
will due monthly audits of the medication, documentation of medications, and confidentiality of
each resident’s medications.
%M
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Viclation Report: 47424 - 08/16/2018 - Garvey, Jody WEST REGION FIELD OFFICE
PCH Name: Westfield Human Services Licensing

1. REGULATION 55 Pa.Code §2600
2600.183(e) - Prescription medications, OTC medications and CAM shall be stored in an organized manner under proper
conditions of sanitation, temperature, maisture and light and in accordance with the manufacturer's instructions,

2a, DESCRIPTION OF VIOLATION
At 1:36PM, resident #5's Humalog Kwikpen Insulin 100 unit/mi was open and in the medication cart and was not dated when opened.

1, 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 above and sieps lo pravent a simier vialalion from eccurring agaln. if steps cannot be compleled
immediately, include dales by which the steps wilf be completed.

Repeat Violation: No Date(s) of Previous Violation{s):
Signature of Legal Entity Representative ’)‘—_‘-_)—“

(Required on EVERY Page) e

Printed Name and Title of Legal Entity Re\p‘reas;?tatw& Date

{Required on EVERY Page) JW(E Ouc}\ f?\‘\—) PO peliv n, S rdo i ‘3-]24119

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

o 42211
The above plan of correction is approved as of e Plan of correction Implementation status as of 4/22/19

{Dats) TR
D Fully Implemented

Parfially Impiemented - Adequate Progress
D Partially Implemented - Inadequate Progress

[j Not Implemented

The above plan of correction was approved by

et

(Initials)
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2600.183 (¢}

Corrective Action: Medication was discarded in accordance with DHS regulation and PCH
policy on the day of inspection. The PCH Administrator opened a new bottle of Humalog
Kswikpen Insulin 100 unit/ml for resident #5 wrote the current date on the pen and initialed it in
accordance with DHS policy.

Education: Staff has been instructed to check current date and name on medication prior to
administering. They have also been instructed to write any dates on medications that require
them to do so. Any medication without proper labeling as outlined in DIIS 2600.184 and PCH
policy should be discarded.

Monitoring: PCH Administrator will conduct monthly med cart reviews to ensure all
medications are stored and labeled accordance with DHS regulations 2600.183 and 2600.184 and
PCH policy. Insulin will be stored in accordance to the manufactures instructions.
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el 2 Page 24 of 27
Violation Report: 47424 - 08/10/2018 - Garvey, Jody WEST REGION FIELD Uil

PCH Name: Westfiald Human Services Licenging

1. REGULATION 55 Pa.Code §2600
2600.184(a) - The criginal container for prescription medications shall be Iabeled with a pharmacy label that includes the
following:

{1} The resident's name,

{2) The name of the medication,

{3) The date the prescription was issued.

(4) The prescribed dasage and instructions for administration.

(5) The name and title of the prescriber.

2a. DESCRIPTION OF VIOLATION

Resident #5 is prescribed Humalog Kwikpan Insulin 100unitfmi- inject 100 units into the skin 4 {imes daily before meals and nightly per
sliding scale, However, the medication in the cart did nat include the residents name or a pharmacy label,

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

Incfucte steps to carrect the viofation described above and steps to prevent a simitar violatfon from occurring again, If steps cannot be compleled
immediately, include dales by which the steps will be completed.

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

Signature of Legal Entity Represe
(Reguired on EVERY Page) T

Printed Name and Title of Legal gnﬁtyﬁe resentative
(Required on EVERY Pagel <X, .ci'r (hofiraed POU aolmimnste o Date [?\} 21 [) &
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of -i{gg-@—- Pian of correction implementation status as of 4/22/19
{Data) — e

[:] Fully implemented

g@ Partially Implemented - Adequate Progress

The above plan of correction was approved by Pariially implemented - Inadaquate Progress
(Initials)

Not implemeanted
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Page 24 of 27

2600.184. (a)

Corrective Action: PCH Administrator has secured labels from the pharmacy for all
medications that are in the cart as outlined in DHS regulation 2600.184 to include the pharmacy
name.

Education: Staff has been instructed to check current date and name on medication prior to
administering. Any medication without proper labeling as outlined in DHS 2600.184 and PCH
policy should be discarded.

Monitoring: PCH Administrator will ensure that insulin is kept in original container to ensure
that the medication is stored as outlined in accordance with DHS regulation 2600.184 (a).

Monthly med cart audits will be conducted.
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Violation Report: 47424 - 08/10/2018 - Garvey, Jody WEST REGION FIELD OFFICE

PCH Name: Westfield Human Services Licensing

1. REGULATION 55 Pa.Code §2600
2600.187(a) - A medication record shall be kept to include the following for each resident for whom medications are
adrninistered:
{1) Resident's name.
{2) Drug gllergies.
{3) Name of medication.
{4) Strength.
{5) Dosage form.
(8} Dose.
{7} Route of administration.
(8) Frequency of administration.
{3} 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 #5 is prescribed Humalog Kwikpen Insufin 100unit/ml- inject 100 units into the sidn 4 times daily before meals and nightly per
sliding scals. However, the resident's medication administration record (MAR) does not indicate the strength of the medication as
prescribed as 100unit/ml,

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

Include steps to carrect {he violation descifbed above and steps fo prevent a simifar violation from accurming again. If steps cannot be completed
immadiately, include dates by which the steps will be completed,

Repeat Violation: Yes Date({s} of Previous Violation(s): 07/25/2017

Signature of Legal Entity Represgrfativ
{Required on EVERY Page) ;é .

Printed Name and Title of Legal Entitya}{epresen ive Date
{Reguired on EVERY Page} TWVE- ﬁ] -R—H (tdmmi &MD‘?-— ,5,_’ i } 1 5}

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

The above plan of correction {s approved as of /2219 Plan of correction implementation status as of 4/22/19
(Date) ——rrre
(Date)
D Fully implemeanted
Partially Implemented - Adequate Progress
The above plan of correction was approvad by D Partially Implementad - Inadsquate Progress
{Initials)
D Not implamented
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DEC 26 2018
N R ee
Page 25 of 27
2600.187 (a)

Corrective Action: See attached.
MAR has been updated. Resident has regular blood glucose checks and takes the amount of
insulin prescribed (PRN) based on sliding scale.
Education: During the staff meeting on 08/15/2018 staff was informed they must follow MAR
instruction while administering medications and if the instructions on the medication do match
the MAR exactly the medication is not to be given. They were also informed that when one or
both (label or instructions on MAR) are missing they are not to give the medication and are to
call their immediate supervisor as instructed in the homes medication policy.

/weekly g@ 4/22/19
Monitoring: PCH Administrator will conduct montly MAR audits to ensure that resident
records include all required information as outlined in DHS regulation 2600.187.
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Violation Report: 47424 - 08/10/2018 - Garvey, Jody INEST REGION FIELD CFFIGE
PCH Name: Westfield Human Services Licensing

1. REGULATION 55 Pa.Code §2600
2800.187(d) - The home shall follow the directions of the prescriber.

2a, DESCRIPTION OF VIGLATION

Resident #5 was prescribed Lantus Solostar 120 units/mt (3mi) subcutaneous pen- lnjact 5 units into the skin nightly with dinner, which
was discontinued on 1/22/18, However; on 8/10/2018, the medication was stilf present in the home. The medication was crossed out
on the August 2018 medicaticn administration record {(MAR) and discontinued was written besids it. However; between 8M1/18 and
8/2/18, the staff of the home signad the MAR Indicating the medication was administerad.

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 above and steps fo prevent a simiiar violatlon from occurring agaln, If sleps cannot be compleled
immediately, Includs dates by which the steps will be completed.

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

Signature of Legal Entity Represe
{Reguired on EVERY Page}

Printed Name and Title of Leg_@u" resentative Date
Required on EVERY Page e Og PO pdpnia lendeae sza.z / | &
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

. 4/22/19 .
The above plan of correction is approved as of ____W Plan of correction implementation status as of 4/22/19
(Date}

D Fully implemented

% Partially implemented - Adequate Progress
The above plan of corraction was approved by D Partially Implemented - inadeguate Progress
{Iritials)
[] Netlimplemented
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2600.187 (d)
Corrective Action: Medication was returned to pharmacy. PCH Administrator obtained a
signed receipt from pharmacy indicating receipt of this medication. Sec attached.
LEducation: In a staff meeting on 8/15/18 staff was educated on proper documentation on
resident records and re-educated on the checks they are to be doing to conduct a proper and safe
medication administration.
Monitoring: PCH Administrator will conduct MAR audits monthly to ensure that medications

are administered as prescribed and that discontinued medications have been discarded.
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Violation Report: 47424 - 08/10/2018 - Garvey, Jody b Human S
arvices E.bensjng
FCH Name: Westfield A

1. REGULATION 55 Pa.Code §2600

2600.225(c) - The resident shall have additional assessments as follows:
{1y Annualy.
{2) If the conditiaon of the resident significantly changes prior to the annual assessment.
(3) Atthe request of the Department upon cause to believe that an update is required.

2a. DESCRIPTION OF VIOLATION
Residant # 8's most recent assessment, dated 4/23/18, does not include the diagnoses of hypertension and cbesity as indicated on
the resident's most recent medical evaluation, dated 4/23/18.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary, Remember that you must sign and date any attached pages.)
Include steps to comect the violalion described above and steps to prevent a similar violation from oceurring again. If sfeps cannot be completed
immediately, include dates by which the steps will be completed.

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

Signature of Legal Entity Reprasentati
{Reguired on EVERY Page)

Printed Name and Titie of Lagal Entify l&epms tative Q
{Required on EVERY Page) {7, \ I O@c_;) TOH dedmnistenton_ 2}z ) 1e

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of He2ms Pian of correction implementation status as of +/22/19

(Date) W

Fully implemented

(Initials}

Date

Pariially Implemented - Adequate Pregress
The above plan of corraction was approved by Partially Implemented - Inadequate Progress

Nat Implemented

LI
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2600.225 (c)

Corrective Action: Residents RASP was updated on 8/1/18 by the administrator.
Monitoring: PCH Administrator will update RASP at least annually and immediately when
there is a significant change in the residents’ health status, and or when resident receives new
diagnoses. Administrator will conduct monthly checks of resident records to ensure all the

information is updated and include on both the DME and RASP.
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