




55 Pa. Code 
Chapter 2600 
Section: 

Class of 
Violation 

Census at 
Inspection 

Fine Per 
Resident  
X Per day 

Calculated 
Fine  
= Per Day 

Mandated  
Correction Date 
(to avoid Fine) 

42(b) II 56 $5 $280 
5 calendar days from mailing 
date of this letter 

42(s) II 56 $5 $280 
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 issue a PROVISIONAL 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.  If you 
decide to appeal your PROVISIONAL license, a written request for an appeal must be 
received within 10 days of the date of this letter by: 
 

, Workload Manager 
Pennsylvania Department of Human Services  
Bureau of Human Services Licensing 
Forum Place, 6th Floor 
PO Box 2675 
Harrisburg, PA  17105-2675 
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.   
 
 
 
 
 









15a - Resident Abuse Report

1. Requirements
2600.
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 , direct care staff person A showed numerous other direct care staff persons a video that direct care staff
person A received in a group text message, which was sent by direct care staff person B.  The video shows resident 
acting sexually inappropriate and exposing   in a common area of the home’s secured dementia care unit
(SDCU); however, this incident was not reported to the local Area on Aging until 
 
On direct care staff person A showed numerous other direct care staff persons a video that direct care staff
person A received in a group text message, which was sent by direct care staff person B.  The video shows resident 
sitting on resident s lap with resident s  exposed in a common area of the home’s SDCU; however, this
incident was not reported to the local Area on Aging until .
 
 
 
 

Plan of Correction Directed  - 12/01/2025)
The Executive Director and Healthcare Director immediately notified AAA as well as DHS and the Moon Twp. Police
department once they became aware that abuse had occurred. Abuse involving Resident 1 was not reported by the
staff to leadership until 10/16/2025. Abuse involving Resident 1 and 2 was not reported to leadership by staff until
10/17/2025.
 
 
Direct Care Staff Person A was and Direct Care Staff Person B were immediately suspended pending investigation.
Both staff persons no longer work for the community as of 11/11/2025 following the conclusion of the internal
company investigation. Neither Staff person A or B returned to work from suspension.
 
On 10/16 and 10/17 Executive Director and Healthcare Director immediately assessed Resident 1 and Resident 2 to
determine if harm had occurred due to the actions of Direct Care Staff Persons A and B. It was determined both
residents were unharmed and did not remember the incident occurring.
 
On 10/17, The Executive Director interviewed all other Harmony Square residents to determine if further incidents
had occurred. No further incidents were reported.
 
 On 10/17 the Executive Director and Healthcare Director met with clinical staff on shift to discuss abuse/neglect and
cell phone policy with everyone. Stand Up sheets for both shifts were kept.
 
On 11/12/2025 The Executive Director completed a training with all staff regarding abuse/neglect/abuse
reporting/resident rights and cell phones in the community. Documentation will be kept in the 2025 training binder.
 
Beginning 11/12/2025 the Executive Director or designee will make rounds of the community 3x per day at 
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Director of Nursing until 10/17/2025. When reported to the Executive Director and Director of Nursing, the POAs for
both residents were immediately notified.
 
 
Direct Care Staff Person A and B no longer work for the community effective 11/11/2025. Neither returned from
suspension.
 
On 10/17/2025 the Executive Director and Director of Nursing held shift meetings to discuss abuse reporting
requirements with direct care staff. Documentation has been kept.
 
On 10/28/2025 the Executive Director reviewed the reportable incidents for the community for the last month. No
other occurrences of late reporting were found.
 
On 11/24/2025, the Regional Director of Operations provided the Executive Director with training regarding
2600.15.d. Documentation of this training will be kept in the 2025 training binder. The Director of Nursing no longer
works for the community as of 10/20/2025.
 
On 11/12/2025 The Executive Director conducted a training with all staff regarding mandatory reporting
requirements. Documentation will be placed in the 2025 training binder.
 
Beginning 11/24/2025 the Executive Director or designee will review all reportable incidents daily to confirm that all
residents and their responsible parties are made aware of all incidents immediately. Documentation will be kept.
 
Documentation of audits will be reviewed at the community’s 12/22/2025 and 01/20/2025 Quality Assurance
meetings to determine compliance.  (DIRECTED:  Documentation of the quality management reviews shall be kept. 

 12/1/25).

Proposed Overall Completion Date: 01/20/2026

Directed Completion Date: 12/22/2025

Implemented  - 03/11/2026)

16c - Written Incident Report

3. 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 direct care staff person A showed numerous other direct care staff persons a video that direct care staff
person A received in a group text message, which was sent by direct care staff person B.  The video shows resident 
acting sexually inappropriate and exposing   in a common area of the home’s secured dementia care unit
(SDCU); however, this incident was not reported to the Department until 
 
On  direct care staff person A showed numerous other direct care staff persons a video that direct care staff 
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person A received in a group text message, which was sent by direct care staff person B.  The video shows resident 
sitting on resident s lap with resident s  exposed in a common area of the home’s SDCU; however, this
incident was not reported to the Department until .
 
 
 

Plan of Correction Directed - 12/01/2025)
On 10/16/2025 Direct Care staff informed the Executive Director and Healthcare Director of the incident involving
Staff person B and Resident 1. Immediately the community reported the incident to DHS and AAA by oral report and
written report.
 
 
On 10/17/2025, Direct Care staff informed the Executive Director and Healthcare Director regarding the incident
that occurred with Staff Persons A and B as well as Residents 1 and 2. Immediately the community reported the
incident to DHS and AAA by oral and written report.
 
 On 10/17/2025 the Executive Director and Healthcare Director met with Clinical staff regarding reporting
requirements. Documentation was kept.
 
On 10/28/2025 the Executive Director reviewed all reportable incident reports for the last month to confirm they
were sent within regulated timeframes. No other incidents of late reporting were noted.
 
 On 11/12/2025 the Executive Director provided an In-service to all staff regarding reportable incidents including
how and when to report. Documentation will be kept in the 2025 training binder.
 
On 11/24/2025, the Regional Director of Operations provided the Executive Director with training regarding
2600.16.c. Documentation of this training will be kept in the 2025 training binder. 
 
Beginning 11/24/2025, The Executive Director or designee will review all reportable incidents daily to determine that
all reportable documentation is being sent to the appropriate department within 24 hours. The Executive Director or
Designee will sign off on all incidents to confirm review and these will be kept.
 
Documentation of audits will be reviewed at the community’s 12/22/2025 and 01/20/2025 Quality Assurance
meetings to determine compliance.  (DIRECTED:  Documentation of the quality management reviews shall be kept. 

12/1/25).

Proposed Overall Completion Date: 01/20/2026

Directed Completion Date: 12/22/2025

Implemented - 03/11/2026)

42b - Abuse

4. Requirements
2600.
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42.b. A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected to corporal
punishment or disciplined in any way.

Description of Violation
On , direct care staff person A showed numerous other direct care staff persons 2 different videos that direct
care staff person A received in a group text message, which were sent by direct care staff person B.  The 1st video shows
resident  exposing   in a common area of the home's SDCU and can be heard saying "Do you like it" and
Can I touch your "?  Staff person B can be overheard laughing in the video and telling resident  to "Stop.  That

is nasty.  Put it away”.  The 2nd video shows resident  sitting on resident s lap in a common area of the home's
SDCU while resident s  are exposed and resident  is massaging and kissing resident s   Both
residents  and  reside in the home's SDCU.
  
REPEAT VIOLATION:  

Plan of Correction Directed  12/01/2025)
Direct Care Staff persons A and B involved with the filming and circulating of the video involving the residents were
immediately suspended pending investigation upon discovery that abuse occurred. Both staff persons were
terminated on  for violation of abuse, dignity and standards of professional conduct. Upon speaking with
both staff during the initial suspension, it was determined that the videos could no longer be produced for review by
the Moon Twp. Police.
 
 
Upon discovery that abuse occurred on 10/16/2025 and 10/17/2025, the Executive Director and Director of Nursing
immediately contacted AAA, DHS, the Moon Twp. Police department and both resident’s POAs to report abuse as
well as the home office.
 
On 10/16/2025 Resident 1 and on 10/17/2025, Both residents involved were immediately assessed by the Director of
Nursing and Executive Director to determine if either resident was harmed by the incident. Neither resident could
recall the events occurring. The Executive Director and Director of Nursing then interviewed the other residents in the
home’s SDCU to ensure there were no additional concerns or reports of inappropriate staff or resident interactions.
None were identified.
 
On 11/12/2025 the Executive Director provided an In-service to all staff regarding 2600.42 abuse regulations,
resident rights, mandatory reporting requirements, and cell phone policy. Documentation of this training will be kept
in the community’s 2025 training binder.
 
On 11/24/2025, The Executive Director implemented new protocols in the SDCU that include the need for immediate
staff intervention when sexualized behavior occurs, separation and redirection of cognitively impaired residents, and
requirements for documenting and reporting further instances of sexual behavior to determine the need for increased
supervision. Care plans will be updated where needed. Training regarding the new procedures was completed for
staff working in the homes SDCU 11/25/2025 and will be continued upon hire and monthly by the Executive Director
or designee. Documentation will be kept in the home's 2025 training binder.
 
The Executive Director or designee will conduct random rounds of the SDCU 2x a day for 6 weeks to ensure staff are
supervising residents in common areas, no inappropriate interactions are occurring, and that no staff are using cell
phones in resident care areas.  (DIRECTED:  The random rounds are to begin on 12/3/25.   12/1/25). 
Documentation of these rounds will be kept. After 6 weeks, rounds will reduce to weekly for the next 6 weeks.
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The Executive Director or designee will complete interviews of the 2 staff and 4 residents in both the SDCU and PC
neighborhood of the community in private 2x a week beginning 12/01/2025 to confirm that residents are free from
abuse and neglect and that no abuse or neglect is occurring in the community.  (DIRECTED:  The interviews shall also
include ensuring resident privacy is met in accordance with 2600.42s and that the home's cell phone policy is being
followed.   12/1/25).  Documentation will be kept and reviewed with the Healthcare Director upon completion of
interviews.
 
Documentation of audits and interviews will be reviewed at the community’s 12/22/2025 and 01/20/2025 Quality
Assurance meetings to determine compliance.  (DIRECTED:  Documentation of the quality management reviews shall
be kept.  12/1/25). 

Proposed Overall Completion Date: 01/20/2026

Directed Completion Date: 12/22/2025

Not Implemented  - 03/11/2026)

42s - Privacy

5. Requirements
2600.
42.s. A resident has the right to privacy of self and possessions. Privacy shall be provided to the resident during

bathing, dressing, changing and medical procedures.
Description of Violation
On , direct care staff person A showed numerous other direct care staff persons 2 different videos that direct
care staff person A received in a group text message, which were sent by direct care staff person B.  The 1st video shows
resident  exposing   in a common area of the home's SDCU and can be heard saying "Do you like it" and
Can I touch your "?  Staff person B can be overheard laughing in the video and telling resident  to "Stop.  That

is nasty.  Put it away”.  The 2nd video shows resident  sitting on resident s lap in a common area of the home's
SDCU while resident s  are exposed and resident  is massaging and kissing resident s   Both
residents  and  reside in the home's SDCU.  The home's "telephone monitoring policy" states, "The use of personal
cellular phones, in any manner, during the shift, in work areas and in common areas is strictly prohibited".  Also,
numerous direct care staff persons indicated that they have been asked on numerous occasions to send photographs to
members of management after residents have fallen in the home, which violates the home's policy.
 
 
REPEAT VIOLATION:  
 
 
 

Plan of Correction Directed - 12/01/2025)
Direct Care Staff persons A and B involved with the filming and circulating of the video involving the residents were
immediately suspended pending investigation upon discovery that abuse occurred. Both staff persons were
terminated on  for violation of abuse, dignity and standards of professional conduct. Upon speaking with
both staff during the initial suspension, it was determined that the videos could no longer be produced for review by
the Moon Twp. Police and were deleted.
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Upon discovery that abuse occurred on 10/16/2025 and 10/17/2025, the Executive Director and Director of Nursing
immediately contacted AAA, DHS, the Moon Twp. Police department and both resident’s POAs to report abuse as
well as the home office.
 
On 10/16/2025 Resident 1 and on 10/17/2025, Both residents involved were immediately assessed by the Director of
Nursing and Executive Director to determine if either resident was harmed by the incident. Neither resident could
recall the events occurring. The Executive Director and Director of Nursing then interviewed the other residents in the
home’s SDCU to ensure there were no additional concerns or reports of inappropriate staff or resident interactions.
None were identified.
 
On 11/12/2025, the Executive Director provided an in-service to all staff regarding resident privacy. Documentation
will be kept in the community’s 2025 training binder.
 
Beginning 11/24/2025 the Executive Director or designee will conduct random rounds of the SDCU 3x per weeks for
6 weeks and then weekly thereafter to confirm that residents maintain the right to privacy. Documentation will be
kept.
 
The Executive Director or designee will complete interviews of the 2 staff and 4 residents in both the SDCU and PC
neighborhood of the community in private 2x a week beginning 12/01/2025 to confirm that residents are free from
abuse and neglect and that no abuse or neglect is occurring in the community. (DIRECTED:  The interviews shall also
include ensuring resident privacy is met in accordance with 2600.42s and that the home's cell phone policy is being
followed.  12/1/25).  Documentation will be kept and reviewed with the Healthcare Director upon completion of
interviews.
 
Documentation of audits will be reviewed at the community’s 12/22/2025 and 01/20/2025 Quality Assurance
meetings to determine compliance.  (DIRECTED:  Documentation of the quality management reviews shall be kept. 

12/1/25).  

Proposed Overall Completion Date: 01/20/2026

Directed Completion Date: 12/22/2025

Not Implemented  03/11/2026)

60a - Staff/Support Plan

6. Requirements
2600.
60.a. Staffing shall be provided to meet the needs of the residents as specified in the resident’s assessment and

support plan.
Description of Violation
On  the home served 50 residents, including 34 residents with mobility needs.  Of the 34 residents with
mobility needs, 4 residents require the physical assistance of 2 staff persons to transfer in/out of bed/chair and on

, 30 residents resided in the home's SDCU.   According to the most recent documentation from a fire safety
expert, dated  the maximum evacuation time to the home's 12 fire-safe areas is 9 minutes.  On  
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2600.
132.a. An unannounced fire drill shall be held at least once a month.
Description of Violation
The home's fire system is monitored by a fire alarm company 24-hours-a-day.  Per the company's fire alarm report, the
home has only conducted a monthly fire drill on at 3:00pm and on at 3:34pm since January, 2025;
however, the home presented fire drill records to an agent of the Department indicating the following fire drills were
conducted:

 

According to the company's fire alarm report, the home conducted an unannounced fire drill in the home on at
3:34pm; however, the fire drill record indicates the fire drill was conducted on  at 12:00pm.

Plan of Correction Directed  - 12/01/2025)
Upon review of fire drill logs and the detailed alarm logs from the alarm monitoring company, and staff interviews, it
was identified that several fire drills were completed as the alarm was activated, but the home’s maintenance
director failed to place the required notifications to the monitoring company which resulted in missing vendor logs
which resulted in missing name. The community also noted that one of the fire drill logs was incorrectly completed
with an incorrect date and time listed. The log has been corrected to reflect the accurate day and time per the alarm
monitoring company.

The community will have a new Maintenance Director starting on 12/01/2025. The Executive Director will educate
 12/01/2025 on proper fire drill processes including the need to call the alarm company prior to conducting a

drill. Documentation of this training will be kept in the HR file.

On 11/04/2025 the Vice President of Facility Maintenance provided a training to the Executive Director and staff
regarding fire safety procedures. Documentation will be kept in the 2025 training binder.

Effective 12/01/2025, the Executive Director or designee will be present when the Maintenance Director calls the
alarm company to initiate a fire drill, and both the Executive Director and Maintenance Director will sign off that this
is completed resulting in duel verification. Documentation will be kept.

Beginning 12/01/2025, The Executive Director or designee will audit all fire drill documentation monthly to verify
compliance with 2600.132. Documentation of Audits will be kept.
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The Fire drill process will be reviewed at the home’s monthly quality assurance meetings beginning with the
12/22/2025 meeting to ensure compliance is maintained.  (DIRECTED:  Documentation of the quality management
reviews shall be kept.   12/1/25).  

Proposed Overall Completion Date: 01/20/2026

Directed Completion Date: 12/22/2025

Implemented  - 03/11/2026)

132e - Fire Drill Sleeping Hours

8. Requirements
2600.
132.e. A fire drill shall be held during sleeping hours once every 6 months.
Description of Violation
The home has not conducted a fire drill during sleeping hours within the past 6 months.

Plan of Correction Directed ( - 12/01/2025)
The Community had completed an overnight fire drill at 10:30 on 06/22/2025 during the 10p-6a overnight shift,
however it was not accepted by the Department because staffing levels during the drill did not accurately reflect
overnight staffing patterns due to shift change.

A new overnight fire drill is scheduled for 11/29/2025 during standard overnight staff coverage.  The drill was
completed at 5:04 am with 4 staff members present. Evacuation time was 8 minutes and 43 seconds which is within
the designated 9- minute time range. Overnight drills will then continue to be completed at least every 6 months.
Prior to conducting each drill, the Maintenance Director or designee will review staffing to confirm that accurate staff
levels are present.

The community will have a new Maintenance Director starting on 12/01/2025. On 12/01/2025 The Executive
Director will educate  on proper fire drill processes including the need to call the alarm company prior to
conducting a drill.  (DIRECTED:  The education shall also include ensuring an unannounced fire drill is conducted
during sleeping hours at least once every 6 months in accordance with 2600.132e.  12/1/25).  Documentation of
this training will be kept in the HR file.

On 11/04/2025 the Vice President of Facility Maintenance provided a training to the Executive Director and staff
regarding fire safety procedures. Documentation will be kept in the 2025 training binder.

Beginning 11/28/2025 the Executive Director or designee will be present at all overnight drills to confirm both
accurate staff levels and that drills are taking place. Documentation of this will be maintained.

The Executive Director will review all fire drill records monthly to ensure compliance with 2600.132 regulations.
Documentation of audits will be kept.

The Fire drill process will be reviewed at the home’s monthly quality assurance meetings beginning with the 
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12/22/2025 meeting to ensure compliance is maintained.  (DIRECTED:  Documentation of the quality management
reviews shall be kept.   12/1/25).  

Proposed Overall Completion Date: 01/20/2026

Directed Completion Date: 12/22/2025

Implemented - 03/11/2026)

231b - Medical Evaluation

9. Requirements
2600.
231.b. A resident shall have a medical evaluation by a physician, physician’s assistant or certified registered nurse

practitioner, documented on a form provided by the Department, within 60 days prior to admission.
Documentation shall include the resident’s diagnosis of Alzheimer’s disease or other dementia and the need
for the resident to be served in a secured dementia care unit.

Description of Violation
Resident  was admitted to the home’s SDCU on  however, resident s medical evaluation was not
completed until . 

Plan of Correction Directed  12/01/2025)
Resident s medical evaluation was completed outside of the required 60 day time frame due to a
misunderstanding of the timeline required by 2600.231 (b). To prevent reoccurrence, the Executive Director created a
move-in checklist for all residents admitted to the SDCU to be used prior to admission by the Healthcare Director. 
(DIRECTED:  The move-in checklist shall be implemented on 12/3/25 and be used for all new resident admissions. 
Copies of the completed checklists shall be kept in each resident's record.   12/1/25).  The home is currently
without a Healthcare Director and Harmony Square Director, so until these positions are filled, responsibility for
these audits will fall to the Executive Director. Documentation will be kept on an admissions tracking log and will be
reviewed by the Executive Director 24 hours prior to move in.

On 11/20/2025, the Regional Director of Operations provided an education to the Executive Director regarding
2600.231B. Documentation will be kept in the community’s 2025 training binder.

On 12/1/2025, the Executive Director will conduct an audit of all DMEs of residents in the SDCU to confirm no other
DMEs were accepted out of required compliance dates. Documentation will be kept.

Beginning 12/01/2025, the Executive Director or Designee will audit 3 DMEs per week for 6 weeks to confirm
compliance to the regulation, then audits will be completed 24 hours prior to new resident move in. Documentation
will be kept.

Documentation of audits will be reviewed at the community’s 12/22/2025 and 01/20/2025 Quality Assurance
meetings to determine compliance.  (DIRECTED:  Documentation of the quality management reviews shall be kept. 

 12/1/25).  

Proposed Overall Completion Date: 01/20/2026

Directed Completion Date: 12/22/2025
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Implemented  - 03/11/2026)

234a - Admission Support Plan

10. 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 home’s SDCU on ; however, resident s support plan was not completed
until .  Also, resident s medical evaluation, dated , includes diagnoses of 

 and  however, these
diagnoses are not indicated on resident s support plan, dated . 
 
 
Resident  was admitted to the home’s SDCU on 6/30/25; however, resident s support plan was not completed
until   Also, resident s medical evaluation, dated , includes diagnoses of  and

; however, these diagnoses are not indicated on resident s support plan, dated 
 

Plan of Correction Directed (  12/01/2025)
 
The community identified a gap in the admissions process where the support plans were mistakenly completed
within 15 days of admission per PCH regulations instead of within 72 hours as per SDCU regulations. The Executive
Director will audit all SDCU resident charts starting on 12/01/25 to confirm they are compliant to the SDCU
regulation. During this audit the ED will also confirm that all diagnoses are present on the RASP that are on the
DME.
 
The Executive Director will add the missing diagnoses to Resident 1 and Resident 2’s RASP on 11/28/2025.  
 
The Regional Director of Operations educated the Executive Director regarding the requirements associated with
2600.234.a. Documentation of the training will be kept in the home’s 2025 training binder.
 
To prevent reoccurrence, the Executive Director created a move-in checklist for all residents admitted to the SDCU to
be used prior to admission by the Healthcare Director. (DIRECTED:  The move-in checklist shall be implemented on
12/3/25 and be used for all new resident admissions.  Copies of the completed checklists shall be kept in each
resident's record.   12/1/25).  The home is currently without a Healthcare Director and Harmony Square Director,
so until these positions are filled, responsibility for these audits will fall to the Executive Director. Documentation will
be kept on an admissions tracking log and will be reviewed by the Executive Director 24 hours prior to move in.
 
 
Beginning 11/28/2025, the Executive Director will implement a 72-hour support plan verification process for all new
SDCU admissions. An interdisciplinary review of each new resident’s support plan will occur by day 3 to confirm
compliance and full inclusion of all medical diagnoses. Documentation will be kept.
 
Beginning 12/01/2025 The Executive Director or designee will audit 1 SDCU RASP per week for 6 weeks against 

HARMONY AT DIAMOND RIDGE 45644

231b - Medical Evaluation (continued)

10/23/2025 14 of 16





Documentation of this training will be kept in the community’s 2025 training binder.
 
Beginning 11/28/2025, the Executive Director or designee will complete 2 rounds on daylight and 2 rounds on
afternoon shift per day for the next 6 weeks to confirm all resident records are secure and inaccessible. Rounds will
then continue daily indefinitely.  Documentation will be kept.
 
Documentation of audits will be reviewed at the community’s 12/22/2025 and 01/20/2025 Quality Assurance
meetings to determine compliance.  (DIRECTED:  Documentation of the quality management reviews shall be kept. 

 12/1/25).   

Proposed Overall Completion Date: 01/20/2026

Directed Completion Date: 12/22/2025

Implemented  03/11/2026)
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42b - Abuse

1. Requirements
2600.
42.b. A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected to corporal

punishment or disciplined in any way.
Description of Violation
On numerous occasions, resident  was  towards resident   Both residents  and  resided in
the home's secured dementia care unit (SDCU).  One incident occurred in the home's SDCU living room on at
approximately 10:20am where resident  was observed by staff persons standing over resident  and hitting resident

 in the head numerous times while resident  was fighting off and kicking resident   After the altercation,
resident  sustained a  and reported .  Another incident occurred in the home's
SDCU dining room on  at approximately 8:30am where resident  was observed by staff persons standing
behind resident  while resident  had both their hands wrapped around resident s shoulders and neck area and
shaking resident 

REPEAT VIOLATION:  

Plan of Correction Directed - 02/17/2026)

On 2/11/2026, Healthcare Director educated direct care staff on regulation and training on behavior expressions,
interventions and reporting.  (DIRECTED:  Documentation of the staff education shall be kept.  2/17/26). 
On 1/18/2028, Resident  was discharged from the community. 
By 2/18/26, Healthcare Director or Designee will review and update Resident  RASP’s to ensure interventions are
addressed for potential behaviors.
By 2/18/2026, Healthcare Director or Designee will providing training to all direct care staff on the behaviors
expression form that is utilized in the SDCU.  (DIRECTED:  Documentation of the staff education shall be kept.  
2/17/26). 
By 2/18/2026, Life Enrichment Director or Designee will complete TSO Life Interviews (resident insight and
experience platform) for Residents  and  to help create individualized programming to their personal interests,
and improve overall engagement.
Beginning 2/16/2026, Healthcare Director or Designee will review prior day incidents/behavior expression forms,
involving SDCU residents,  at morning meeting and take appropriate steps to ensure RASP is updated accordingly.
Healthcare Director or Designee will review incidents/behavior express forms during monthly QA  meeting, ongoing.
The monthly QA meeting takes place prior to the 20th day of each month.  (DIRECTED:  Documentation of the
quality management reviews shall be kept.  2/17/26). 

Proposed Overall Completion Date: 03/01/2026

Directed Completion Date: 02/20/2026

Not Implemented - 03/11/2026)

141a - Medical Evaluation

4. Requirements
2600.
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141.a. A resident shall have a medical evaluation by a physician, physician’s assistant or certified registered nurse
practitioner documented on a form specified by the Department, within 60 days prior to admission or within
30 days after admission.

Description of Violation
Resident 3's medical evaluation, dated , does not include a determination resident 3’s needs can be met
safely at the personal care home.  This section of resident 3's medical evaluation is blank.  

Plan of Correction Accept  02/17/2026)
On 2/11/2026, Regional Director of Operations educated the Healthcare Director, Harmony Square Director, and
Director of Sales & Marketing, on the requirement to have a medical evaluation within 60 days prior to admission or
within 30 days after admission to the community.  
By 2/20/2026, Healthcare Director or Designee will conduct staff education regarding regulation 141.a - Medical
Evaluation.  
By 2/28/2026, Healthcare Director or Designee will conduct an initial audit of the DME of all residents admitted to
the home since November 1, 2025, to ensure that the residents needs can be safely met at the personal care home.
By 2/16/2026, Healthcare Director or Designee will obtain an updated DME for Resident 3, to ensure  needs
can be safely met at the community.
Beginning 3/1/2026, Healthcare Director or Designee will conduct a weekly review of all new admissions to ensure
the medical evaluation determines that the community can safely meet the needs of the resident.

Proposed Overall Completion Date: 03/01/2026

Licensee's Proposed Overall Completion Date: 03/01/2026

Implemented  03/11/2026)

225c - Additional Assessment

5. Requirements
2600.
225.c. The resident shall have additional assessments as follows:

2. If the condition of the resident significantly changes prior to the annual assessment.
Description of Violation
Resident 3’s medical evaluation, dated  indicates numerous diagnoses, to include obesity, unspecified
Epilepsy, Arthrodesis status, constipation and spasms; however, these diagnoses are not indicated on resident 3’s most
recent assessment, dated .  

Plan of Correction Directed  - 02/17/2026)
On 2/11/2026, Regional Director of Operations educated the Healthcare Director and Harmony Square Director on
the requirement to have an additional assessment if the condition significantly changes prior to the annual
assessment -and all diagnoses must be identified and addressed on the residents assessment/care plan.  (DIRECTED: 
Documentation of the staff education shall be kept.  2/17/26).  
By 2/20/2026, Healthcare Director or Designee will conduct a staff education on regulation 225.c. - Additional
Assessments. (DIRECTED:  Documentation of the staff education shall be kept.   2/17/26).  
By 2/28/2026, Healthcare Director or Designee will conduct an initial audit of all annual assessments/care plans
since November 1, 2025, to ensure all diagnoses are identified and addressed accordingly.
By 2/16/2026, Healthcare Director or Designee will update assessment/care plan for Resident 3, to ensure all 
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Proposed Overall Completion Date: 03/01/2026

Directed Completion Date: 03/01/2026

Implemented  - 03/11/2026)

234a - Admission Support Plan

7. 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 home’s SDCU on ; however, resident s support plan was not completed
until 

Plan of Correction Directed - 02/17/2026)
On 2/11/2026 Regional Director of Operations educated Healthcare Director and Harmony Square Director of the
requirement to develop, implement and document a residents support plan within 72 hours of admission to the
SDCU.  (DIRECTED:  Documentation of the staff education shall be kept.   2/17/26).  
By 2/20/2026, Healthcare Director or Designee will conduct staff education on regulation 234.a.- Admission Support
Plan.  (DIRECTED:  Documentation of the staff education shall be kept.  2/17/26).  
By 2/16/2026, Healthcare Director or Designee will conduct an initial audit of all SDCU residents admitted since
November 1, 2026, to ensure a support plan is developed within the 72 hour period.
Beginning 3/1/2026, Healthcare Director or Designee will conduct a weekly review for a period of 4 weeks, of all
admissions into SDCU to ensure support plans have been developed, implemented and documented within the 72
hours timeframe.  (DIRECTED:  Immediately following the weekly reviews, the Healthcare Director/designee shall
audit at least 4 different resident records monthly to ensure compliance with 2600.234a.   2/17/26.) To ensure
ongoing compliance, the team will review at monthly QA meeting. The QA meeting takes place prior to the 20th day
of each month.  (DIRECTED:  Documentation of the quality management reviews shall be kept.   2/17/26). 

Proposed Overall Completion Date: 03/01/2026

Directed Completion Date: 03/01/2026

Implemented  - 03/11/2026)

234b - Support Plan Needs Elements

8. Requirements
2600.
234.b. The support plan must identify the resident’s physical, medical, social, cognitive and safety needs.
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Description of Violation
Resident s medical evaluation, dated , indicates numerous diagnoses, to include protein ,

 and ; however, these diagnoses are not indicated on
resident s assessment and support plan, dated . 

Plan of Correction Directed  - 02/17/2026)
On 2/11/2026, Regional Director of Operations educated Healthcare Director and Harmony Square Director of the
requirement for the support plan to identify the resident’s physical, medical, social, cognitive and safety
needs.  (DIRECTED:  Documentation of the staff education shall be kept.  2/17/26).  
By 2/16/2026, Healthcare Director or Designee will complete a support plan for Resident  and identify all
diagnoses and safety needs of the resident, as identified on the DME.
By 2/20/2026, Healthcare Director or Designee will conduct staff education on regulation 234.b.  Support Plan
Needs Elements.  (DIRECTED:  Documentation of the staff education shall be kept.  2/17/26).  
By 2/28/2026, Healthcare Director or Designee will conduct an audit of all support plans to ensure the plan identifies
and addresses the needs of the resident.
Beginning 3/1/2026, Healthcare Director or Designee will conduct a weekly audit, for a period of 4 weeks, of all
admissions to ensure support plans address all residents’ physical, medical, social, cognitive and safety needs.
(DIRECTED:  Immediately following the weekly reviews, the Healthcare Director/designee shall audit at least 4
different resident records monthly to ensure compliance with 2600.234b.   2/17/26.)  To ensure ongoing
compliance, the team will review at monthly QA meeting. The QA meeting takes place prior to the 20th day of each
month.  (DIRECTED:  Documentation of the quality management reviews shall be kept.  2/17/26). 

Proposed Overall Completion Date: 03/01/2026

Directed Completion Date: 03/01/2026

Not Implemented  - 03/11/2026)

HARMONY AT DIAMOND RIDGE 45644

234b  Support Plan Needs Elements (continued)

01/28/2026 7 of 7






















