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CERTIFIED MAIL – RETURN RECEIPT REQUESTED 

MAILING DATE:  JUNE 5, 2024 

 
KJ Bethel Park LLC 

 

RE: The Sheridan at Bethel Park 
License/COC #: 449482 

Dear  

As a result of the Pennsylvania Department of Human Services, Bureau of 
Human Services Licensing, Office of Long-Term Living licensing inspections on 
January 2, 2024, February 22, 2024, February 23, 2024, March 8, 2024, March 19, 
2024, March 20, 2024, April 2, 2024, and April 5, 2024, of the above facility, the 
citations specified on the enclosed Licensing Inspection Summaries (LISs) were found.  

As a result of violations with 55 Pa. Code Ch. 2600 (relating to Personal Care 
Homes), the Department hereby REVOKES your certificate of compliance (license 
number 449482) to operate the above facility. The Department’s decision to revoke your 
license is based on the violations attached to this notice, mistreatment or abuse of 
residents being cared for in the facility, failure to submit an acceptable plan to correct 
noncompliance items and failure to comply with the acceptable plan to correct 
noncompliance items and is made pursuant to 62 P.S. § 1026 (b)(1); (5) and 55 Pa. 
Code § 20.71(a)(2); (3); (4); (5) (relating to conditions for denial, nonrenewal or 
revocation).  

In accordance with 55 Pa. Code § 2600.269 (b) (relating to ban on admissions) 
no new resident admissions are permitted after the date of this letter.  

Pursuant to 62 P.S. 1085-1087 and 55 Pa. Code § 2600.261-268 (relating to 
enforcement), the Department intends to assess a fine for the following violation(s) 
unless fully corrected on or before the mandated correction date. 



55 Pa. Code     Class                 Fine             Calculated    Mandated  
Chapter 2600   of             Census at     Per resident     Fine              Correction Date    
        Violation  Inspection     X Per day         = Per day___(to avoid Fine) 
Section:            
 
17           III            119           $3                  $357      15 calendar days from 
                      mailing date of this letter 
 
25(b)           III            119           $3                   $357    15 calendar days from 
                          mailing date of this letter 
 
141(b)(1)           II            119           $5                   $595       5 calendar days from 
                      mailing date of this letter 
 
183(d)            II            119           $5                   $595       5 calendar days from 
                          mailing date of this letter 

 
184(a)            II            119           $5                   $595     15 calendar days from 
                      mailing date of this letter 
 
185(a)            II            119           $5                   $595        5 calendar days from 
                          mailing date of this letter 
 
187(d)            II            119           $5                   $595        5 calendar days from 
                      mailing date of this letter 
 
183(e)            II            119           $5                    $595        5 calendar days from 
                      mailing date of this letter 
 
187(a)            II            119          $5                     $595        5 calendar days from 
                          mailing date of this letter 

 
191            III           119          $3                     $357      15 calendar days from 
                      mailing date of this letter 
 
225(a)             II           119          $5                     $595        5 calendar days from 
                          mailing date of this letter 
 
225(c)             II           119          $5                     $595        5 calendar days from 
                      mailing date of this letter 
 
227(a)             II           119          $5                     $595        5 calendar days from 
                          mailing date of this letter 

 
227(c)            III           119          $3                      $357      15 calendar days from 
                        mailing date of this letter 
 
227(g)             II           119          $5                       $595      5 calendar days from 
                          mailing date of this letter 

 



231(b)            II           119          $5                     $595       5 calendar days from 
                          mailing date of this letter 

 
231(e)            II           119          $5                     $595       5 calendar days from 
                      mailing date of this letter 
 
234(a)            II           119          $5                      $595       5 calendar days from 
                          mailing date of this letter 

 
234(d)            II           119          $5                      $595       5 calendar days from 
                          mailing date of this letter 

 
 
 
A fine will be assessed daily beginning with the date of this letter and will 

continue until the violation is fully corrected, and full compliance with the regulation has 
been achieved.  If the violation is fully corrected, and full compliance with the regulation 
has been achieved, by the mandated correction date, no fine will be assessed.  You 
must notify the Department’s Regional Human Services Licensing office in writing as 
soon as each violation is fully corrected and submit written documentation of each 
correction. The Department will conduct an on-site inspection after the mandated 
correction date, and within 20 calendar days of the date of this letter.  If one or more 
violations is not fully corrected and full compliance with the regulation has not been 
achieved, you will periodically receive invoices from the Department’s Bureau of Human 
Services Licensing with payment instructions.  The fines will continue to accumulate 
until the violation is fully corrected and full compliance with the regulation has been 
achieved.  
  
  No fine is being assessed at this time; therefore, you may not appeal any fine at 
this time. If a violation is not corrected and full compliance with the regulation has not 
been achieved by the mandated correction date, a fine will be assessed and an invoice 
will be mailed. This invoice will contain the right to appeal the fine.  
 

If you disagree with the decision to REVOKE your license, you have the right to 
appeal through hearing before the Bureau of Hearings and Appeals, Department of 
Human Services in accordance with 1 Pa. Code Part II, Chapters 31-35.   Your appeal 
must indicate the reasons for the appeal, and you must be as specific as possible 
regarding your areas of disagreement with the Department’s decision.  If you decide to 
appeal, a written request for an appeal must be received within 10 days of the date of 
this letter by: 
 
      

 
 

     Pennsylvania Department of Human Services  
     Bureau of Human Services Licensing 
     Room 631, Health and Welfare Building 
     625 Forster Street 
     Harrisburg, Pennsylvania 17120 
                                                      PH: 717-265-8942 
 



This decision is final 11 days from the date of this letter, or if you decide to 
appeal, upon issuance of a decision by the Bureau of Hearings and Appeals.   
 

The enclosed violation reports specify plans of correction and dates by which 
corrections must be made. If you choose to appeal, an acceptable plan of correction 
must be followed during your operation pending your appeal.  The Sheridan at Bethel 
Park is required to remain in full compliance with all applicable statutes and regulations, 
including but not limited to Article X of the Human Services Code, 62 P.S. §§ 1001 et 
seq., and 55 Pa. Code Ch. 2600 (relating to Personal Care Homes). 

 
 

      Sincerely, 
 
 
 
 
      Juliet Marsala 
      Deputy Secretary 
      Office of Long-term Living 
 
Enclosure 
Licensing Inspection Summary 
 
 
cc:   

  
 

jvolchko
Juliet
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THE SHERIDAN AT BETHEL PARK 

1 Sa - Resident Abuse Report 

1. Requirements

2600.

44948 

15.a. The home shall immediately report suspected abuse of a resident served in the home in accordance with the
Older Adult Protective Services Act (35 P. S. § § 10225.701-10225.707) and 6 Pa. Code§ 15.21-15.27 
(relating to reporting suspected abuse) and comply with the requirements regarding restrictions on staff 
persons. 

Description of Violation 

On 3/7 3/24 at approximately 2:00 p.m., staff person A and staff person B were sitting at a table in the SDCU dining 

room with resident #7. Resident #7 was rubbing staff person B's hand for comfort when staff person A suddenly 

smacked the resident's hand away very hard. Resident #7 became defensive and put  fists up as if to fight staff 

person A. Staff person A then roughly grabbed the resident below  wrists to stop  and took resident #7 to  

room, where staff person B could hear the resident yelling. Staff person A continued to work shift. AT approximately 

6:00 p.m., resident #7 was seen touching  ear, and  told staff person B that ear hurt. Staff person B observed 

blood in that area and called over staff person C who saw that the ear lobe was detached. Resident #7 told staff person 

C that the  next door did it. When staff person A was brought to the SDCU, resident # 7 pointed to with no 

prompting, and said -  the one who pulled on my ear. Upon further inspection, resident #7 also had a skin tear on 

arm. Police were called to the home and indicated they are pressing charges against staff person A. Resident # 7 was 

taken to the hospital and treated for a laceration on  ear/right face and a bruise on right arm and left hand. The 

initial incident occurred on 3/7 3/24 at approximately 2:00 p.m. However, the incident was not reported to the Area 

Office on Aging until 3/7 3/24 at approximately 7:30 p.m. 

Plan of Correction Directed 04/30/2024) 

Resident injury identified and resident reported suspected abuse at approximately 6p. Staff immediately responded to 

resident to care for injuries. Within minutes of that on site staff alerted the Executive Director and the accused staff 

member was suspended pending investigation. On site staff focused on resident care and removal of the suspended 

employee. On site staff alerted resident's hospice provider and the resident's POA. The Executive Director collected 

information on what had occurred and called AAA to first complete the initial verbal report, this was done at 7:30p. 

Documentation of that verbal call is included in the AAA Mandatory Abuse Report that was faxed the following 

morning and within the reporting guidelines. Executive Director also called the Bethel Park police and completed 

incident reporting for BHSL the evening of the incident. All mandatory reporting steps were followed in the 

appropriate timeframe. Community's initial focus was to ensure that the Resident's injuries were addressed, and that 

Staff person A was removed from the property. 

Staff person B never reported the interaction that occurred earlier in the day on 3/7 3/24. Had this interaction been 

reported, on site management would have alerted AAA, area police and BHSL earlier as well as suspended staff 

person A at that time pending investigation. 

At the conclusion of the investigation staff person A was terminated. 

Staff person B received counseling on reporting any and all concerns or suspected abuse immediately. Staff person B 

did receive abuse training prior to this incident. 

Immediately after this incident the Memory Care Director started in-servicing all Memory Care staff on abuse 

reporting. This regulation was reviewed again during care staff meetings on 4/70/24 and 4/72/24. All community 

staff are doing additional abuse training and testing to be completed by 4/79/24. 

Community will continue abuse training with all staff on a monthly basis for the next three months. Monitoring-
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THE SHERIDAN AT BETHEL PARK 44948 

1 Sa - Resident Abuse Report (continued)

administrator will review monthly training at the conclusion of a month to ensure all staff have participated. This 

review will be done by the 5th of each month. Training will include a skills check to confirm staff have understood 

the information presented to them. Administrator or designee will review skills checks to determine if any additional 

trainings are needed. All training documentation will be stored in the administrator's office. 

Proposed Overall Completion Date: 04/30/2024 

DIRECTED 

Within one calendar day of receipt of the accepted plan of correction: The administrator shall audit all allegations of 

abuse to ensure all allegations of abuse are reported in accordance with Regulation 2600. 75(a)  4/30/24. 

Directed Completion Date: 05/07/2024 

1 Sb - Supervisor Plan 

2. Requirements

2600.

Implemented 05/08/2024) 

15.b. If there is an allegation of abuse of a resident involving a home's staff person, the home shall immediately
develop and implement a plan of supervision or suspend the staff person involved in the alleged incident. 

Description of Violation 

On 3/7 2/24 at approximately 7:00 p.m., resident #2 was asleep in the common area of the SDCU and was woken up by 

staff person A because  wanted to move  to  room.  was in a very groggy state upon waking and was 

stumbling when  attempted to walk. Staff person A put resident #2 in a wheelchair that was being stored in the 

room, although the resident does not normally use one. Staff person A did not put the footrests on the chair and 

thought resident #2 could keep  feet up during the entire trip back to  room. However, staff person A was 

pushing the wheelchair fast enough that when resident #2 lowered  feet, was propelled out of the chair and fell 

forward, striking face on the floor. A private caregiver for another resident was nearby and seconds later observed 

the resident lying on  side on the floor, covered in a huge amount of blood, with a large lump already forming on 

 forehead, crying and moaning and saying-My arm, my arm. EMS arrived at 7:07 p.m. and took the resident to the 

hospital, where  was admitted and diagnosed with fractures of  right humerus and bilateral nasal bones and a 

frontal scalp soft tissue hematoma. However, staff person A was not suspended until 3/24 between 6:30 p.m. and 

7:00 p.m. 

On 3/7 3/24 at approximately 2:00 p.m., staff person A and staff person B were sitting at a table in the SDCU dining 

room with resident #7. Resident #7 was rubbing staff person B's hand for comfort when staff person A suddenly 

smacked the resident's hand away very hard. Resident #7 became defensive and put  fists up as if to fight staff 

person A. Staff person A then roughly grabbed the resident below  wrists to stop  and took resident #7 to  

room, where staff person B could hear the resident yelling. Staff person A continued to work  shift. AT approximately 

6:00 p.m., resident #7 was seen touching his ear, and  told staff person B that  ear hurt. Staff person B observed 

blood in that area and called over staff person C who saw that the ear lobe was detached. Resident #7 told staff person 

C that the  next door did it. When staff person A was brought to the SDCU, resident # 7 pointed to with no 

prompting, and said - the one who pulled on my ear. Upon further inspection, resident #7 also had a skin tear on 

arm. Police were called to the home and indicated they are pressing charges against staff person A. Resident #7 was 

taken to the hospital and treated for a laceration on /right face and a bruise on  right arm and left hand. 
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