






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 around 12:45 p.m., resident  was entering the community bus for an outing. Staff person A assisted
resident to the top step entering the bus. When Staff member A turned to help the next resident getting on the bus,
resident  fell backwards, landing on the ground at the bottom of the steps. Resident  complained of arm pain
around 2 p.m., and 911 was finally called around 5:25pm. Cetronia EMT’s transported resident at 5:36p.m. to St. Lukes
Hospital where they were diagnosed with two . According to the hospital records, resident  had a fall
last week also, has  to the forehead and nasal bone. Staff interviews and nursing notes
indicate the resident had multiple falls since entering the secure dementia care unit on . The resident’s
assessment and support plan completed  was not updated with the resident having falls and no plan in place to
prevent future falls by the home.  

Plan of Correction Accept ( - 02/09/2026)
In response to the violation on  by the Pennsylvania Bureau of Human Service Licensing, immediate
action was taken on 07/02/2025 by the Director of Wellness to cleanse, dress and assess the skin tear to the right
elbow. Since this resident was on hospice services, the Director of Wellness placed a call to hospice for an evaluation
of the resident's condition.  The Hospice nurse set out to Heather Glen Senior Living at 1:03pm and arrived to the
community at 1:56pm.   Resident complained of arm pain around 2 p.m. during the hospice RN assessment. 
Orders were obtained for a mobile x-ray of the right elbow and pain medication.  The mobile x-ray company did not
have availability for that day.  Hospice then advised to send to the emergency room for evaluation. 

To enhance the currently compliant operations:
1. on 07/02/2025 the Executive Director created a new transportation policy to ensure that residents are assisted

and immediately secured in company vehicles one at a time.
2. on 07/03/2025 the Executive Director educated all staff on the new transportation policy, with a completion

date of 02/02/2026.
3. 01/30/2026 the Director of Wellness created a fall log to track resident falls and update the care plans

accordingly.  

Effective 02/06/2026 the Executive Director or Designee will perform weekly checks through 02/27/2026 to maintain
ongoing compliance with ensuring resident falls are tracked and updated on the respective care plans. Any
deficiencies will be corrected immediately, and findings will be documented and reviewed internally for continuous
improvement purposes.

Licensee's Proposed Overall Completion Date: 02/27/2026

Implemented - 02/26/2026)

142a - Secure Medical Care

2. Requirements
2600.
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142.a. The home shall assist the resident to secure medical care if a resident’s health status declines. The home shall
document the resident’s need for the medical care, including updating the resident’s assessment and
support plan.

Description of Violation
On , around 12:45 p.m., resident  was entering the community bus for an outing. Resident  fell backwards,
landing on the ground at the bottom of the steps. Resident  complained of arm pain around 2 p.m. , and 911 was
finally called around 5:25pm. Cetronia EMT’s arrived at 5:36pm and transported resident to St. Luke's Hospital
where they were diagnosed with two . The home failed to secure timely medical treatment for resident

 

Plan of Correction Accept  02/12/2026)
In response to the violation on  by the Pennsylvania Bureau of Human Service Licensing, immediate
action was taken on 07/02/2025 by the Director of Wellness to cleanse, dress and assess the skin tear to the right
elbow. Since this resident was on hospice services, the Director of Wellness placed a call to hospice for an evaluation
of the resident's condition. The Hospice nurse set out to Heather Glen Senior Living at 1:03pm and arrived to the
community at 1:56pm. Resident complained of arm pain around 2 p.m. during the hospice RN assessment. Orders
were obtained for a mobile x ray of the right elbow and pain medication. The mobile x ray company did not have
availability for that day. Hospice then advised to send to the emergency room for evaluation. 

To enhance the currently compliant operations, staff will continue to secure timely medical attention for all residents

Licensee's Proposed Overall Completion Date: 02/27/2026

Implemented  - 02/26/2026)

234d - Support Plan Revision

3. Requirements
2600.
234.d. The support plan shall be revised at least annually and as the resident’s condition changes.
Description of Violation
The most recent resident assessment and support plan for resident  was completed on however, the support
plan does not include the resident’s history of falls since admission to the Secure Dementia Unit on . Staff
interviews and nursing notes indicate the resident had multiple falls since admission to the .

Plan of Correction Accept - 02/12/2026)
In response to the violation on  by the Pennsylvania Bureau of Human Service Licensing, immediate
action was taken on 01/30/2026 by the Director of Wellness to create a fall log to track resident falls and update the
care plans accordingly. 

To enhance the currently compliant operations, on 02/06/2026 the Director of Wellness or Designee will update
resident care plans with any falls that are on the fall log, with a completion date of 02/27/2026. 
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Effective 02/06/2026 the Executive Director will perform weekly checks through 02/27/2026 to maintain ongoing
compliance with ensuring the resident support plan is updated to show any falls. Any deficiencies will be corrected
immediately, and findings will be documented and reviewed internally for continuous improvement purposes.

Licensee's Proposed Overall Completion Date: 02/27/2026

Implemented - 02/26/2026)

252 - Record Content

4. Requirements
2600.
252. Content of Resident Records - Each resident’s record must include the following information:
Description of Violation
Resident  record does not include a copy of the resident's death certificate from .

Plan of Correction Accept - 02/12/2026)
In response to the violation on  by the Pennsylvania Bureau of Human Service Licensing, immediate
action was taken on 07/10/2025 by the Executive Director to request a copy of the death certificate from hospice,
POA and funeral home. 

To enhance the currently compliant operations, on 02/05/2026 the Executive Director will continue to request death
certificates from appropriate parties until documentation is received.  On 02/05/2026 the death certificate was
received and placed in the chart, with a completion date of 02/05/2026. 

Effective 02/02/2026 the Director of Wellness will perform weekly checks of any expired resident's charts, through
02/27/2026 to maintain ongoing compliance with ensuring each resident’s record includes their death certificate
within 30 days of their death. Any deficiencies will be corrected immediately, and findings will be documented and
reviewed internally for continuous improvement purposes.

Licensee's Proposed Overall Completion Date: 02/27/2026

Implemented  - 02/26/2026)
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