






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 , Resident  reported Resident  was being , standing in front of Resident  yelling, and
leaning into their face in a threatening manner. The incident was reported to Staff Person A and noted in progress
notes. However, this allegation of abuse was not reported to the local area agency on aging.  
 
On  Resident  was yelling at other residents, getting into peoples’ faces, and tried to grab an ensure out of
Resident  hand. This incident was witnessed by Staff Person B and noted in progress notes. However, the incident
was not reported to the 
local area agency on aging.  
 
 On , Resident  was grabbing Resident  pulling on their arm, and trying to pull Resident out of their
seat. Later in the evening, Resident  went into Resident s room, waking them up, pulling on their arm while trying
to make them get up. This incident was witnessed by Staff Person A as noted in the progress notes. However, this was
not reported to the local area agency on aging.  
 
On , Resident  stood over Resident at dinner. Resident was clapping their hands over Resident 
head and trying to take their Ensure shake. This was witnessed by Staff Person A as noted in the progress notes.
However, this incident was not reported to the local area agency on aging.  
 
On , Resident  was grabbing Resident  arm, and trying to pull them outside. This was witnessed by Staff
Person C, as noted in the progress notes. However, this incident was not reported to the local area agency on aging.  
 
On  Resident 1 was pulling on multiple resident arms to get them to go with them, even after the residents
expressed they did not want to. This was witnessed by Staff person B, as noted in the progress notes. However, this
incident was not reported to the 
local area agency on aging.  
 
On  Resident  was seen going down the hall after Resident , by Staff person D. Staff Person D witnessed
Resident  in Resident  face. Staff Person D overheard Resident  say to Resident  “Don’t hit me again!”  On

 Resident  went over to Resident tried to take their coffee, and when redirected, grabbed the back of the
resident’s neck. These incidents were witnessed by Staff Person D, as noted in the progress notes. However, the incidents
were not reported to the local area agency on aging.  
 
On , Resident  was continuously grabbing and pulling on Resident  arm. This incident was witnessed by
Staff Person E, as noted in the progress notes. However, this incident was not reported to the local area agency on
aging.  
 
On , Resident  was hitting and poking at other residents all day and evening. Resident  walked up to
Resident  and used 2 fingers to poke Resident  in the face, hard enough that Resident  yelled out.  Multiple 
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times, Resident  was grabbing Resident  by the neck, leaving small scratches. Resident  was also pushing and
pulling on Resident  These incidents were witnessed by Staff Person A, as noted in the progress notes. However,
these incidents were not reported to the local area agency on aging.  
 
On  Resident  took Resident walker away from the resident, taking it through the dining room, to the
exit door and leaving it there. This incident was witnessed by Staff Person D, as noted in the progress notes. However,
this incident was not reported to the local area agency on aging.  
 
 

Plan of Correction Accept  - 02/02/2026)
In response to the violation on  by the Pennsylvania Bureau of Human Service Licensing, immediate
action was taken:
   The community Administrator facilitated the discharge from the facility of resident  on 1/02/2026.  
   The community Administrator has audited resident progress notes and incident reports from 11/27/25 to
1/20/2026 to ensure there were no further incidents of suspected resident abuse which had not been reported.

    The Administrator performed staff re education to the communities Abuse Prevention Program on 12/29/2025. 
Re education includes mandatory reporting of abuse requirements.  

    The Administrator will ensure all newly hired staff members receive education to the facility Abuse Prevention
Program, mandatory reporting of abuse requirements.   This will be completed and monitored by the Administrator.  
    The Administrator will audit resident progress notes and incident reports weekly, to ensure Abuse reporting
requirements are being followed.   The Administrator will review with the community HR representative for further
staff actions as needed based on the results of audits.   

Licensee's Proposed Overall Completion Date: 01/21/2026

Implemented  03/01/2026)

16c - Written Incident Report

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  reported Resident was being aggressive, standing in front of Resident  yelling, and
leaning into their face in a threatening manner. The incident was reported to Staff Person A and noted in progress
notes. However, this allegation of abuse was not reported to the Department.
 
On Resident  was yelling at other residents, getting into peoples’ faces, and tried to grab an ensure out of
Resident s hand. This incident was witnessed by Staff Person B and noted in progress notes. However, the incident
was not reported to the Department. 
 
On , Resident  was grabbing Resident  pulling on their arm, and trying to pull Resident  out of their 
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seat. Later in the evening, Resident  went into Resident  room, waking them up, pulling on their arm while trying
to make them get up. This incident was witnessed by Staff Person A as noted in the progress notes. However, this was
not reported to the Department. 
 
On , Resident  stood over Resident  at dinner. Resident  was clapping their hands over Resident s
head and trying to take their Ensure shake. This was witnessed by Staff Person A as noted in the progress notes.
However, this incident was not reported to the Department. 
 
On , Resident  was grabbing Resident ’s arm, and trying to pull them outside. This was witnessed by Staff
Person C, as noted in the progress notes. However, this incident was not reported to the Department.  
 
On  Resident  was pulling on multiple resident arms to get them to go with them, even after the residents
expressed they did not want to. This was witnessed by Staff person B, as noted in the progress notes. However, this
incident was not reported to the Department.  
 
On  Resident  was seen going down the hall after Resident  by Staff person D. Staff Person D witnessed
Resident  in Resident  face. Staff Person D overheard Resident  say to Resident  “Don’t hit me again!”  On

, Resident went over to Resident , tried to take their coffee, and when redirected, grabbed the back of the
resident’s neck. These incidents were witnessed by Staff Person D, as noted in the progress notes. However, the incidents
were not reported to the Department.  
 
On , Resident was continuously grabbing and pulling on Resident  arm. This incident was witnessed by
Staff Person E, as noted in the progress notes. However, this incident was not reported to the Department.  
 
On , Resident  was hitting and poking at other residents all day and evening. Resident walked up to
Resident  and used 2 fingers to poke Resident  in the face, hard enough that Resident  yelled out.  Multiple
times, Resident  was grabbing Resident  by the neck, leaving small scratches. Resident was also pushing and
pulling on Resident . These incidents were witnessed by Staff Person A, as noted in the progress notes. However,
these incidents were not reported to the Department.  
 
On  Resident  took Resident walker away from the resident, taking it through the dining room, to the
exit door and leaving it there. This incident was witnessed by Staff Person D, as noted in the progress notes. However,
this incident was not reported to the Department.  
 

Plan of Correction Accept - 02/02/2026)
The Administrator facilitated the discharge of Resident  from the community on 1/02/2026.  

 The Administrator reviewed resident progress notes from 11/27/25 to 1/20/2026 to ensure resident incidents
requiring reporting to the Regional Office have been completed.
  
  The Administrator completed community staff re-education to the facility Abuse Prevention Program; including
mandatory reporting requirements on 12/29/2025.  The Administrator completed community staff re-education on
12/29/2025 to mandatory incident reporting requirements.

The community Administrator will audit resident progress notes and incident reports, weekly, to ensure resident
incidents have been reported by community staff per the requirements of 16.c.  The Administrator will review with
the community HR representative for further staff actions as needed based on the results of audits.   
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Licensee's Proposed Overall Completion Date: 01/21/2026

Implemented - 03/01/2026)

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 was pulling on Resident s arm, to the point Resident  almost fell, and called the police.
This is not a new behavior for Resident  as indicated in progress notes. A review of Resident ’s progress notes
indicate the resident’s behaviors became ; on , Resident  was taking other resident’s food, on

 Resident  was yelling in a threatening tone at Resident , and entering Resident  room, waking them
up throughout the night. On  Resident  tried to rip the ensure out of Resident s hand when they were
taking a drink of it and then got  with staff when they attempted to redirect. On , Resident was
out on the porch yelling at residents and screaming in their faces, demanding milk and smokes. On  Resident

 was grabbing and pulling on Resident ’s arm, trying to pull the resident out of their seat, and then went into their
room twice during the night, pulling on their arm to wake them up. On , after dinner, Resident stood over
Resident , clapping their hands over their head and trying to take their ensure. Later that evening, Resident  was
waking other residents up during the night, entering Resident s room, taking their chips. On , Resident 
grabbed Resident  by the arm and pulled so hard the resident’s arm turned white and almost fell, when Staff person
A attempted to redirect, Resident  punched the staff in the face. On , Resident  was again grabbing
Resident  arm, trying to pull the resident outside. On , Resident  was pulling on other residents to go
with them, as the other residents are saying, “NO.” On , Resident  was following Resident  down the hall,
staff followed, finding Resident  in Resident  face, and Resident  was saying, “don’t hit me again.” Resident 
then grabbed Resident  coffee cup and when redirected by staff, grabbed the back of Resident ’s neck. On

 Resident  was grabbing and pulling on Resident  all day, leaving scratch marks on their neck and
pulling on Resident  When Resident  finished their coffee, Resident  poked Resident in the face hard enough
they yelled out. On , Resident  took Resident s walker from them and let it sit next to the exit door.
Resident then walked behind Resident  while in the wheelchair and began rocking them back and forth making
the wheels come off the ground, scaring Resident  and the other residents in the area.
 
Resident interviews indicate they are fearful of Resident # , because of the erratic behaviors. Staff interviews indicate
observed behavior changes of the residents when Resident  is in the home, by leaving the room if Resident  enters
or becoming involved in more activities to avoid Resident 
 
 

Plan of Correction Accept  - 02/02/2026)
The community Administrator facilitated the discharge of Resident  on 1/02/2026.  
The Administrator interviewed Residents  on 12/29/2025 to ensure they do not have any negative effects related
to the documented incidents.  There were no further concerns identified by the Administrator.

The community Administrator completed re-education with community staff on 12/29/2025 on the facility Abuse
Prevention Program.  New hired community staff will be educated by the Administrator to the facility Abuse 
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144.c. A home that permits smoking inside or outside of the home shall develop and implement written fire safety
policy and procedures that include the following: 
1. Proper safeguards inside and outside of the home to prevent fire hazards involved in smoking, including

providing fireproof receptacles and ashtrays, direct outside ventilation, no interior ventilation from the
smoking room through other parts of the home, extinguishing procedures, fire resistant furniture both
inside and outside the home and fire extinguishers in the smoking rooms.

Description of Violation
Resident  was found smoking in their room on  at 6:08 p.m. and on  at 9:46 p.m.
 
Repeat Violation:
 
 

Plan of Correction Accept  - 02/02/2026)
The community Administrator facilitated the discharge of Resident  on .  Resident  had been
transferred to the hospital on 11/27/2025 and did not return to the facility being then discharged to a higher level of
care.

The facility currently has 6 residents, identified by the Administrator, as being smokers.  The Administrator met with
these residents on 11/20/2025 to review the community smoking policy.  The residents verbally agree to follow the
facility smoking policy and there have been no identified concerns regarding smoking.  

The Administrator will review the community smoking policy with any admitting residents, verbalizing a desire to
smoke while living in the facility.  The Administrator will confirm the resident understanding of the policy and
document the review and response in the resident record.  The Administrator will follow up with any resident failing
to follow the smoking policy for further actions as needed.  

Licensee's Proposed Overall Completion Date: 01/21/2026

Implemented  03/01/2026)

225c - Additional Assessment

6. 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  began displaying new aggressive behaviors towards residents and staff on  when the resident
began taking food from other residents. This behavior has become more aggressive toward staff and residents. The
resident has also been witnessed eating non-edible items, such as cigarette butts, lit cigarettes, items from the garbage
that also contained soiled briefs. Resident  assessment dated notes the resident does not have problems with

, and  The assessment has not been updated regarding Resident  new
behaviors or how the facility will address the behaviors and keep the resident safe.
 

Plan of Correction Accept ( - 02/02/2026)
An RASP assessment was completed on Resident #  on 11/19/2025, by the community Med Tech.  
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The Administrator and Med Tech completed an audit on 12/10/2025 of current community residents to identify any
of those having a significant change of condition.  There were no residents identified.  

The Administrator and or Med Tech will review daily, any residents identified with significant changes in condition. 
The Administrator and or Med Tech will complete an additional RASP for any resident identified with a significant
change in condition.  The significant change in condition will be documented by the Administrator or Med Tech in
the resident documentation; progress notes.  

Licensee's Proposed Overall Completion Date: 01/21/2026

Implemented - 03/01/2026)
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