






16c Incident reporting

1. Requirements
2800.
16.c. The residence shall report the incident or condition to the Department’s assisted living residence office or

the assisted living residence complaint hotline within 24 hours in a manner designated by the Department.
Abuse reporting shall also follow the guidelines in §  2800.15 (relating to abuse reporting covered by law).

Description of Violation
On  resident  had a fall that resulted in pain in bilateral arms and lower extremities. Resident  was sent
to the hospital and was diagnosed with . The residence did not report this incident to the Department
until

Plan of Correction Accept (  - 11/20/2025)
Director of Assisted Living provided in-service to both Registered Nurses and Licensed Practical Nurses on 9/5/25 on
how to correctly fill out  the Reportable Incident Report and the required 24-hour time frame to send the Reportable
Incident Report.  The  pool staff LPN that failed to send the Reportable Incident Report within  the required 24 hour
time frame was counseled  on 9/16/25 for failure to send it as required and educated on what the DHS requirements
were for filling out and sending a Reportable Incident Report. Director of Assisted Living set up a  binder in each
nurses station with a copy of the in-service  and instructions for quick reference if needed.
Director of Assisted Living will provide an additional  in-service on the new form that will be included in the binder,
which will explain how the new documentation form is to be used to document all Reportable Incident Reports when
they happen and then for each of the next 2 shifts following   the incident to confirm that the Reportable Incident
Report was sent to DHS.  This form will also be used to acknowledge that the Director of Assisted Living or in 
absence,  designee, was notified at the time  of incident that the Reportable Incident Report was sent to DHS. 
 The Director of Assisted Living or designee  will  review Reportable Incident Report binder daily for completeness and
compliance. This form will be used  for ongoing monitoring by Director of Assisted Living or designee and reported to
QAPI  in January for further discussion and review. 

Proposed Overall Completion Date: 11/09/2025

Licensee's Proposed Overall Completion Date: 11/25/2025

Implemented  - 12/01/2025)

42b Abuse/Neglect

2. Requirements
2800.
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 , at approximately 6:00 am, resident # , who resides in the secured dementia unit and has a primary
diagnosis of severe vascular dementia, was found lying on the ground face down outside on the patio in the dementia
unit. The resident had dried blood on their face and a bruise on their left hand.  The resident was sent out to the
hospital, diagnosed with traumatic abrasion and laceration on the nose bridge.  The staff member A reported they did
not notice the resident in the patio at 5:30am as it was dark outside and not lighted.
 
On  at approximately 12:35 pm, resident #1 was found on the patio laying on their left side, covered in blood.
Despite resident  on hourly checks following their previous fall in the patio, the resident continued to go in and out
of the patio doors. According to Staff member B they continued to reset the alarm on the patio doors and did not 
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doors to be alarmed and locked  for those residents that are wearing a wanderguard bracelet. This was completed on
9/5/2025. RFT Technology was called in to set a timer on doors so doors would be locked during hours that it was
dark outside.    Timer was installed on the one main outside courtyard doors  which was set to  have the courtyard
doors locked from 5pm to 7am(adjusted for daylight savings time) to prevent any residents from accessing the
courtyard overnight when it was dark outside.    The main outside courtyard doors would be open for use by all
residents from 7am 5pm and then continually adjusted to daylight savings time.     The maintenance staff will
continue to conduct weekly checks every Tuesday that all  Cranberry Memory Care exit doors and outside locked
courtyard doors are working properly and locking with use of the wanderguard bracelet.  OBT staff will continue to
check Q shift that each resident wearing wanderguard bracelet has their  bracelet intact on their person.  OBT staff
will continue to check residents every Friday  who are wearing a wanderguard that their wanderguard is functioning
properly. The OBT staff will check the 2  outside courtyard doors every 1 hour from 5pm 7am to ensure that they
have remained locked x 1 month, then every 2 hours x 2 weeks and then evening and night shift ongoing.  The
Director of Assisted Living or designee will monitor and report findings to QAPI for further review. 
 Director of Assisted Living will  complete  the in servicing of OBT staff on the new locked doors, the  monitoring
times  and review  the in place safety checks for those residents wearing the wanderguard bracelet, by 11/25/25 
 
 
 
 
 

Proposed Overall Completion Date: 11/25/2025

Licensee's Proposed Overall Completion Date: 11/25/2025

Implemented (  - 12/01/2025)
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