pennsylvania

DEPARTMENT OF HUMAN SERVICES

JANZ 4 2018

Mr. Thomas J. Howanitz
Executive Director
1680 Spring Creek Road Operations LI.C
1680 Spring Creek Road
Macungie, Pennsylvania 18062
RE: Lehigh Commons
License #: 222050
Dear Mr. Howanitz:

As a result of the Department's Bureau of Human Services Licensing annual
inspection on December 6, 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 o 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 https://www.surveymonkey.com/r/BHSL Inspection.

The survey is brief and will only take about 5 minutes o 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,

Jacdleline L. Rowe
Director

Enclosure
Violation Report

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 17120 | 717.783.3670 | F 717.783.5662 | www.dpw.siate.pa.us



VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 7
PCH Name: LEHIGH COMMONS License Number; 22205
Address: 1680 SPRING CREEK ROAD, MACUNGIE, PA 18082 County: Lehigh
Administrator; Thomas Howanitz Region: NORTHEAST

Legal Entity Name: 1880 SPRING CREEK ROAD OPERATIONS LLC

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

Certificate(s) of Dccupancy
C-2LP
12/19/1997
L&

Staffing Hours
Resident Support: 0 Total Dally Staff: 89 Waking Staff; 67

Type of Ingpection: Ful! BHA Docket Number: Notice: Unannounced

Reason(s) for Inspection(s)}
Renewal

On-Site Inspections Dates and Department Representatives QOn-Site
12/08/2018: Deluca, Amy; Dumas, Gerald

Off-Site Inspection Dates and Inspectors, if Applicable

Other Details
Partiat or Fuil Triggers: Random Indicators:
) Residerit Demographic Data as of inspection Dates
Licensad Capacity: 80 Number of Resldents who:
Number of Residents Served: GB Receive Supplemental Security Income; 0
Secured Dementia Care Unit in Home: Yes Ara 60 Years of Age or Older: 67
Area: n/a Have Mental lfiness: 1
Secured Dementia Unit Capaclty, If Applicable: 14 Have an Intellectual Disabliity: O
Number of Resldents Servad In Securad Damaentia Cara Unit, Have a Moblitty Need: 21
if applicable: 13
Have a Physical Bisability: 0
Number of Current Hospice Residents: 5
Number of Hosplee Residents in past year: 10
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Violation Report: 22205 - 12/06/2018 - Deluca, Amy
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600

2600.124 - The home shall notify the local fire department in writing of the address of the home, location of the bedrooms
and the assistance needed to evacuate in an emergency. Documentation of notification shait be kept.

2a. DESCRIPTION OF VIOLATION

The home's current notice to the fire department dated 11/27/18 stated incorrectly that the home's capacity is 75 residents. The

home’s licensed capacity is 80

3. PLAN OF CORRECTION (POC) (Attach pages as necessary, Remember that you must sign and date any attached pages.)
Include steps to corract the violation described above and steps to prevent a simitar violation from eccurring again. If steps cannof be completed

immediately, include dates by which the steps will be complated,

0On 12/7/18 the local fire department was notified that the home’s licensed capacity is 80 as
noted in the letter attached. On-going compliance will be monitored by the Executive

Director or designee in the future,

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

Signature of Legal Entity Representative
{Reguired on EVERY Page) L ;

{Required on EVERY Pagel

Printed Name and Title of Legal Eg Re entativg

T omss Ffyman il

fﬁj:::z;éi Date /291 / &

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

The above plan of correction is approved as of 1-2-19
(Date}

MM

{Initials)

The above plan of correction was approved by

Pian of correction implementation status as of 1-2-19

{Datey
D Fully mpiemanted

M Partially Implemented - Adequate Prograss
D Partially Implemented - Inadaquate Progress
D Not implemented
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Violation Report: 22205 - 12/06/2018 - Deluca, Amy
PCH Name: LEHIGH COMMONS

1. REGULATION 85 Pa.Code §2600

2600.132(c) - Awritten fire drill record must include the date, time, the amount of time it took for evacuation, the exit route
used, the number of residenis in the home 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 logs do not include the specific exits used during each fire drill. The fire drill Iogs note *behing fire doors” as the
exit route used for all dritls conducied January 2018 through November 2018.

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

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

Al fire drill logs in the future will include the specific exit routes used during each fire drill. .
On-going compliance will be monitored by the Director of Maintenance or designee in the

future.
Repeat Violation: No Date{s) of Pravious Vinlatign{s):
Wi
Signature of Legal Entity Representative Tt
{Reguired on EVERY Page} vl ,fj
Printed Name and Title of Legal Enti épmsentatzive[ Exéc uF i Date
{Required on EVERY Page) /[r,ﬂm_},- {6{%% T Lrne ede /&/g%//ég

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

The above plan of correction is approved as of -—1—2-61-?-“--“ Plan of corraction implementation status as of 1-2-19
{Date) DatE)

D Fully Implemented
g Partially Implemented - Adaquate Progress
The above plan of correction was approved by M M [:I Partially implemented - Inadequate Progress

{Initials)
D Not Implemented
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Violation Report: 22205 - 12/06/2018 - Deluca, Amy
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.132(h} - Residents shall evacuate to a designated meeting ptace away from the building or within the fire-safe area
during each fire driil.

2Za. DESCRIPTION OF VIOLATION

The hame's most current documenlation of a fire safety inspection conductad by a fire safety expert dated 7/31/2018 indicates the fire
safe areas In the home are the home's 4 stair towers. Staff interviews and the home's fire drill logs indicate that residents were not
evacuated lo the stair towers on the following dates: 8/29/18, 9/24/18, 10/22/18, and 11/30/18. Residents were evacuated behind fre
doors in the horme. The home does not have written documentation from a fira safety expert confirming any fire safe areas other than
the hame's 4 stair towers.

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 to prevent a similar violation from occurring again. If steps cannot be completed
immediately, include dates by which the steps wili be completed.

On 8/29/18,9/24/18, 10/22/18 and 11/30/18 all residents were evacuated behind fire doors
or fire safe areas during the fire drills. On December 20%, 2018 a registered architect indicated
that a 2 hour fire-rated separation wall existed at each stary as identified in the letter and
construction drawings attached. A fire inspector will update the fire evacuation time/fire safe
area designation form by January 4%, 2018. All center staff will receive an in-service
confirming fire safe areas within the center by January 4, 2018. Documentation in the future
will reflect the actual location in which residents were safely evacuated to during each fire
drill. Ongoing compliance will be monitored by the Director of Maintenance or designee.

Repeat Vialation: No Date(s) of Previous Viofation(s)}
Signature of Legal Entity Representative ]
Reqguired on EVERY Page P > 7’
Printed Name and Title of Legal Enti epf asentativ o "f‘_{\ & Tl Date /
{Reguired on EVERY Page} / Mg F At S P ﬂ Al Ty /2/2},- /c?
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of  _12-19 Plan of correction implementation status as of 1-2-18
(Date) — s
D Fully Implemented
M M g Partially Implemented - Adequate Prograss
The above plan of correction was approved by D Partialiy Implemented - Inadequate Progress
{Initiais}
[ ] Notimplemented
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Violation Report: 22205 - 12/06/2018 - Detuca, Amy
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.183(d) - Only current prescription, OTC, sample and CAM for individuals living in the home may be kept in the home

2a. DESCRIPTION OF VIQLATION
The Navolog fiex pen belonging to resident # 1 was not labelad with the date the pen was opened for use.

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

Include steps to correct the violation described above and steps to prevent a similar violation from cccurring again. If steps cannof be completed
immediately, Include dates by which the steps will be complated,

Upon identification, the Novolog flex pen was labeled with the date the pen was opened for
use. Afi clinical staff nurses and med techs completed education on proper storage of
medications. Attached is a copy of the completed in-service. Ongoing compliance will be
monitored by Resident Care Director and designee going forward.

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

Signature of Laga!l Entity Representative %
{Reguired on EVERY Page} Ay

Printed Name and Title of Legal%ty Reéreﬁ?r: tive (7 /:-“\‘;DUP—M’E‘ Date
i2hy J

(Required on EVERY Page!} o MAE  Flowgdn ,75” { Do i

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

The above plan of correction is approved as of _1-2-19 Pian of correction implementation status as of  1-2-18
{Date} -----ﬁ—j—( a2
[:] Fully implemented
M M M Partially Implementad - Adequate Progress
The above plan of correction was approved by [:] Partially implemented - Inadequate Progress
(Initiais)
D Not Implemented
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Vioiation Report: 22205 - 12/06/2018 - Deluca, Amy
PCH Kame: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2800.184(a) - The original container for prescription medications shall be labeled 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 dosage and instructions for administration.

{5} The name and title of the prescriber.

2a. DESCRIPTION OF VIOLATION

The Toujeo Salostar insulin pen belonging to resident #1 did not have a pharmacy label attached to it and the plastic bag # was being
stored in also did not have a pharmacy label.

Resident #1 has a PRN order for Oxybutynin 5 myg to be taken ence daily as needed according to the resident's Medication
Administration Record (MAR). The pharmacy label on the medication bottle states the medication is to be taken arce daily.

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

include steps to commect the violation described above and steps fo prevent a similar violation from occurring again. If steps cannot be completed
immediately, include dates by which the steps will be completed.

Pharmacy was immediately contacted to provide us with extra original pharmacy labels that
was attached to the plastic bag in which the insulin pen is stored in.

Corract pharmacy label was obtained for the oxybutynin 5mg bottle as ordered by the
physician and placed.

All clinical staff nurses and med techs completed education on proper storage of medications
and to check pharmacy labels when receiving medications to correctly match MD order.
Attached is a copy of the completed in-service. Ongoing compliance will be monitored by
Resident Care Director and designee going forward.

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

Signhature of Legal Entity Representative T
{Required on EVERY Page} v

Printed Name and Title of Legal Eatity Represéntative u /&( & e Tl e /
; - Dat /é
{Reguired on EVERY Page) fm s /Z(;w AT ey ¢ /’" ¥ /0%

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

The above plan of correction is approved as of _1:2:19 Plan of correction Implementation status as of  1-2-19
(bate) R

D Fully Implementad
@ Partially implemented - Adeguate Progress

MM

The above plan of correction was approved by |:] Partially Implemented - Inadequate Progress
, {Initials)
[T] Notimpemented
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Violation Report: 22205 - 12/06/2018 - Deluca, Amy
PCH Name: LEHIGH COMMONS

1. REGULATION 55 Pa.Code §2600
2600.187(d} - The home shal! follow the directions of the prescriber.

2a. DESCRIPTION OF VIOLATION
Resident #1 has an order for Rosuvastatin Calcium 20 mg, 1 tabiet to be taken in the evening. The pharmacy fabel on the medication
found in the madication cart indicated the dosage of the tablets was 10mg and the instructions were to take 1 tabiet daily.

Resident #2 requires bleod glucose menitoring 4 times daily with insulin administered on & sliding scale basis. On 12/4/2018 the
resident’s bicod glucose reading was 254, requiring € units of insulin. The resident's MAR indicates that 4 units were administered.

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

include sleps to correct the violation described abiove and steps fo prevent a simifar viofation from occurring again. If steps cannof be completed
immediately, include dates by which the steps wil! be completed.

Resident #1 suffered no ill effects. The primary care physician was immediately notified. DHS
reporting submitted when discovered. The employee involved received written counseling.
Attached is a copy of the disciplinary action. Ongoing compliance will be monitored for
accuracy by Resident Care Director and designee going forward.

Resident #2 suffered no ill effects. Primary care physician was immediately notified, DHS
reporting submitted when discovered. The employee involved received written counseling.
Attached is a copy of the disciplinary actlon. Ongoing compliance will be monitored for
accuracy by Resident Care Director and designee going forward.

All clinical staff med techs and med techs completed education. Attached is a copy of the in-
service.

Repeat Violation: No Data(s) of Previous Vlolatien(sl:f

Signature of Legal Entity Representative
{Required on EVERY Page} 7|

Printed Name and Title of Legal Entity Rap?ese?\{atlve (JJ Cree cite Date
{Reguired on EVERY Pagej Wq XV d /%w,qv- 72— S ore e7i /z/g y//)f
o

1
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

L 1-2-18
The above plan of correction is approved as of =7 Plan of correction implementation status as of 1-2-19
(Date) —(m}‘m
[:] Fully Implementad
MM @' Parfially Implemented - Adequate Prograss
The above plan of carrection was approved by [:] Partfally Implemented - Inadequate Progress
{Initials)
[] Netimplemented






