








refused to do this. The home failed to report these incidents to the Department's personal care home regional office or
personal care complaint hotline.
 
 
On  staff member B wrote a witness statement describing an incident which had occurred during their night
shift on  Staff member A stated that they watched resident  slide out of their wheelchair and then neglected
to assist resident  off the floor. Staff member A was observed laughing about this incident while resident  was on
the floor. Staff member B wrote a witness statement describing this incident and submitted it to the Administrator
following the incident, however, the home failed to report these incidents to the Department's personal care home
regional office or personal care complaint hotline.
 
 
 
 
 
 
 
 

Plan of Correction Directed ( - 10/20/2025)
 The home's Administrator will receive training in  the Departments reporting requirements no later than 7/1/25

  The Administrator will review any/all reportable incidents incidents of alleged abuse on a weekly basis to ensure
that they are reported in accordance 2600.16.

Directed Completion Date: 07/01/2025

Implemented ( - 10/28/2025)

42b - Abuse

3. 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 , resident  witnessed  roommate, resident  ask staff member A for assistance in using the
bathroom. Staff A responded to this request by instructing resident  to urinate in their adult briefs and refused to
assist resident #  to use the bathroom. According to resident # 's most recent assessment dates , resident 
requires prompting and cueing for toileting, and supervision/assistance will be provided upon the resident's request.
Resident stated that this incident was reported to the home's Administrator. Following this incident, the home's
Administrator no longer permitted staff member A to provide care to resident  or . Later on , resident 
asked staff member  if they would refill their water cup, and staff member A refused to do this. 
 
 
On , staff member B wrote a witness statement describing an incident which had occurred during their night
shift on . Staff member A stated that they watched resident  slide out of their wheelchair and then neglected
to assist resident  off the floor. Staff member A was observed laughing about this incident while resident  was on
the floor. Staff member B wrote a witness statement describing this incident and submitted it to the Administrator 
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following the incident.
 
 
 

Plan of Correction Directed (  - 10/21/2025)
 Staff member A no longer works in the home
All staff will receive training in resident rights and reporting requirements by 7/1/25
The Administrator will review any/all reportable incidents incidents of alleged abuse on a weekly basis to ensure

that they are reported in accordance with the regulation and that appropriate action is taking in accordance with the
homes personnel policies

Directed Completion Date: 07/01/2025

Implemented  - 10/28/2025)

85a - Sanitary Conditions

4. Requirements
2600.
85.a. Sanitary conditions shall be maintained.
Description of Violation
On  at 9:30 AM, fresh chicken eggs were observed on the kitchen Island where breakfast food had been
prepared, and lunch was currently being prepared. The chicken eggs were observed having chicken feathers and feces
on them. 

Plan of Correction Directed (  - 10/21/2025)
The soiled eggs were immediately removed by staff members and the area was disinfected
The Administrator  will educate all staff that fresh eggs can not be cleaned and sanitized in the kitchen on the same

surfaces where food is being prepared

Directed Completion Date: 07/01/2025

Implemented  - 10/28/2025)
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