






16c - Written Incident Report

1. Requirements
2600.
16.c. The home shall report the incident or condition to the Department’s personal care home regional office or the

personal care home complaint hotline within 24 hours in a manner designated by the Department. Abuse
reporting shall also follow the guidelines in §  2600.15 (relating to abuse reporting covered by law).

Description of Violation
On Resident #  was yelling and screaming stating that a staff member had attacked them. The home did not
submit an incident report to the Department.

Plan of Correction Accept  09/29/2025)
Action: Documentation in chart on 8/9/25 revealed resident made statement of allegedly being harmed. On
9/18/25, the Reportable Incident was submitted for resident . The 24 hour report was reread for 8/1/25 - 9/22/25
to ensure no other documentation was present to warrant a report to the Department.
Training: On 9/23/25, The Executive Director and Director of Nursing were re-inserviced on regulation 2600.16C
incident reporting to the regional office. All staff training will be completed by 9/29/25. Training record
documentation will be kept in accordance with regulation 2600.65i.
Ongoing: Effective 9/29/25, Director of Nursing or Executive Director will review 24 hour report on a daily basis x 30
days, then weekly review of 24 hour report x 3 months to ensure documentation in chart does not warrant a
reportable incident to the regional office. Documentation of findings will be kept and reviewed at monthly Quality
Assurance meeting beginning October 16, 2025 by the Executive Director. Starting 9/29/25, Executive Director will
monitor completion of 24 hour report review.
 

Licensee's Proposed Overall Completion Date: 10/08/2025

Implemented - 10/15/2025)

103e - Left Overs

2. Requirements
2600.
103.e. Food served and returned from an individual’s plate may not be served again or used in the preparation of

other dishes. Leftover food shall be labeled and dated.
Description of Violation
There was an unlabeled, undated, uncovered bowl of sherbert ice cream in the memory care kitchenette fridge on

 at 9:34 A.M.

Plan of Correction Accept  09/29/2025)
Action: During rounds on 9/11/25, there was a bowl of uncovered sherbet left in the memory care refrigerator by a
staff member. On 9/11/25, Executive Director removed the uncovered bowl of sherbert from the memory care
refrigerator and was discarded. Executive Director checked the memory care refrigerator the same day after lunch
and after dinner, no issues were noted.
Training: Staff will be educated by 9/26/25 by the Executive Director or Department Manager on regulation
2600.103e as it relates to ensuring that leftover food must be kept covered, labeled and dated. Training record
documentation will be kept in accordance with regulation 2600.65i.
Ongoing: Effective 9/29/25, the Memory Care Director, Director of Nursing or Executive Director will conduct daily
rounds x 1 month, then weekly rounds x 3 months to ensure there is no leftover food unlabeled or not dated in the
memory care refrigerator. Documentation of findings will be kept and reviewed at monthly Quality Assurance 
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meeting beginning October 16, 2025, by the Executive Director. Starting 9/29/25, the Executive Director will monitor
completion of rounds in regards to left over food not being covered nor labeled/dated.  

Licensee's Proposed Overall Completion Date: 10/08/2025

Implemented - 10/15/2025)

227h - Support Plan Refuse Sign

3. Requirements
2600.
227.h. If a resident or designated person is unable or chooses not to sign the support plan, a notation of inability or

refusal to sign shall be documented.
Description of Violation
Resident   was unable to participate in the development of  support plan on  . The resident was
unable to sign the support plan. The home did not make a notation regarding the resident's inability to sign.

Plan of Correction Accept - 09/29/2025)
Action: Resident admission support plans had no audit system in place, upon review of Resident  file it was
identified there was no signature nor notation made of inability to sign. Upon Resident’s  upcoming support plan
review in December, notation will be made on support plan in regards to resident’s inability to sign, if indicated. The
Executive Director will review support plans for those residing in the memory care unit to ensure inability to sign
notation is in place if indicated.
Training: On 9/23/25, The Executive Director and Director of Nursing were inserviced on regulation 2600.227h, in
regards to documenting resident’s inability to sign on the support plan by the Regional Director of Operations.
Training records will be kept in accordance with regulation 2600.65i.
Ongoing: Effective 9/29/25, Director of Nursing or Executive Director will review completion of new support plans for
those residing in the memory care unit daily x 30 days, then weekly x 3 months, to ensure inability to sign is noted
on the support plan where indicated. Documentation of findings will be kept and reviewed at monthly Quality
Assurance meeting beginning October 16, 2025, by the Executive Director. Starting 9/29/25, the Executive Director
will monitor completion of verbiage of resident’s inability to sign document when/where applicable. Documentation
to be kept.? 

Licensee's Proposed Overall Completion Date: 10/08/2025

Implemented - 10/15/2025)

234a - Admission Support Plan

4. Requirements
2600.
234.a. Within 72 hours of the admission, or within 72 hours prior to the resident’s admission to the secured

dementia care unit, a support plan shall be developed, implemented and documented in the resident record.
Description of Violation
Resident # was admitted to the Secure Dementia Care Unit (SDCU) on .  However, the resident’s initial
support plan was completed on .

Plan of Correction Accept - 09/29/2025)
Action: There was no tracking system in place to check the admission support plans completion and due dates. On
9/11/25, during the inspection, it was found that Resident did not have the support plan completed in the 
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required time frame after admission to the Secured Dementia Care Unit. On 7/18/25, the Director of Nursing
developed and implemented a tickler file system which included review of admission support plans that were audited
from 6/26/25 to 7/18/25. The next scheduled review dates of Support Plans are noted on the tickler tracking form.
Training: Director of Nursing and Executive Director were educated on 9/23/25 by the Regional Director of
Operations on regulation 2600.234a as it relates to Admission Support Plan being completed within 72 hours of the
admission to a Secured Dementia Care Unit. Training records will be kept in accordance with regulation 2600.65i.
Ongoing: Effective 9/29/25, for 3 months, the Director of Nursing and Executive Director will review the Admission
Support Plan for new admissions into the Secured Dementia Care Unit to ensure its completion within 72 hours of
the admission. Audit documentation will be kept. Starting 9/29/25, the Executive Director will monitor completion of
the Support Plans by checking that all new Support Plans are done in accordance with regulation 2600.234a before
filing it in the resident’s medical record. Audit documentation to be kept.?This area will be discussed at the monthly
Quality Assurance meetings beginning October 16, 2025, for 3 months. Quality Assurance meeting documentation
will be kept. 

Licensee's Proposed Overall Completion Date: 10/08/2025

Implemented  - 10/15/2025)
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