








2. 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 #1 was observed exposing themselves to resident #2, grabbing resident #2's hand and attempting
to have resident #2 touch them. Both resident #1 and #2 reside in the home's secure dementia care. The incident was
not reported to the department's regional office as required. 

Plan of Correction Accept  - 05/05/2023)
2600.16c. The home shall 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).
What: On  Resident #1 was observed exposing themselves near Resident #2, and grabbing Resident #2’s
hand. Both Resident #1 and #2 reside in the home’s secure dementia care unit. The incident was not reported to the
department’s regional office as required. We respectfully disagree with determination of an incident of an abuse, as
noted below.
Who: Staff were nearby when this interaction occurred and immediately intervened, preventing any inappropriate
touching from occurring. Staff educated Resident #1, who signed a statement agreeing to keep their body covered
and not touch other residents. Resident #1 was seen by Psychiatrist on 12/5/2022, with a recommendation for  to
be sent out to the  Memorial Hospital psychiatric unit to evaluate and address any concerns necessary.
The Resident did return on 12/17/22 with medication changes at that time. They were also seen on 1  by
Psychologist as a follow up to the recent hospitalization. Resident#1 was placed on 1:1 with home care starting on
12/17/2022; the 1:1 supervision was discontinued on 12/24/2022 due to no further episodes of inappropriate
behavior, which was updated on the support plan (Attachment 6). Resident #2 did not suffer any ill effects from this
incident and neither resident recalled this incident later the same day or any time after that.
How: We respectfully disagree that the incident on was an episode of abuse since the interaction was
witnessed and the resident was immediately redirected. Because no actual physical contact did occur, the incident
was not reported to the department at that time. Since the visit on 4/12/2023 when BHSL deemed it as abuse, an
incident reporting form was completed (Attachment 2) and sent to the department’s regional office on 4/13/2023. All
incidents going forward that could be perceived as potential abuse will be submitted in writing as required. Staff
have been re-educated on the requirements of reporting abuse, each and every time that they occur. Resident #1 has
home care in place during waking hours effective 4/21/2023 and will remain in place until deemed no longer
needed.
When: Staff education on the reporting abuse will be completed by 4/27/2023 (Attachment 3). Resident # 1 did start
with home care services for close supervision during waking hours on 4/21/2023 and will remain in place until
deemed no longer needed. Resident #1’s support plan has been updated to reflect this change (Attachment 4).
Ongoing: Staff will continue to monitor Resident #1 for any further behaviors and adjust the need for close
supervision as required. All suspected abuse will be reported to Area Agency on Aging and BHSL as required,
ongoing, with oversight provided by the Executive Director.
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