






16c - Written Incident Report

1. 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 , the home was made aware of medication errors for Resident  on 
and  As of , the home has not reported these medication errors to the Department.
 
Repeat Violation:   et al
 
 

Plan of Correction Accept  - 03/02/2026)
By 2/27/2026, the Regional Health Care Director shall educate the Residence Director (RD) and the Health Care
Director (HCD) on the reporting requirements of 2600.16c. Documentation shall be kept.
On2/26/2026 , the Residence Director reported the identified medication errors to the department. Documentation
shall be kept.
Beginning 2/27/2026, the HCD or designee shall audit the eMAR daily for 2 weeks and then weekly for 4 weeks for
medication errors and report to the department per 2600.16c requirements. Documentation shall be kept.
Beginning 2/27/2026, the RD shall review daily incident reports for compliance with 2600.16c. Incidents that meet
the requirements for a written incident report shall be reported per 2600.16c.
On 3/26/2026, audits shall be reviewed during the next QMPI meeting for additional recommendations and
recommendation shall be implemented. Residence Director/Designee shall review compliance monitoring during the
monthly QMPI meeting beginning on 2/23/2026. Documentation shall be kept.

Licensee's Proposed Overall Completion Date: 03/26/2026

Implemented  03/02/2026)

141a 1-10 Medical Evaluation Information

2. Requirements
2600.
141.a. A resident shall have a medical evaluation by a physician, physician’s assistant or certified registered nurse

practitioner documented on a form specified by the Department, within 60 days prior to admission or within
30 days after admission. The evaluation must include the following:  

1. A general physical examination by a physician, physician’s assistant or nurse practitioner.
2. Medical diagnosis including physical or mental disabilities of the resident, if any.
3. Medical information pertinent to diagnosis and treatment in case of an emergency.
4. Special health or dietary needs of the resident.
5. Allergies.
6. Immunization history.
7. Medication regimen, contraindicated medications, medication side effects and the ability to self-

administer medications.
8. Body positioning and movement stimulation for residents, if appropriate.
9. Health status.

10. Mobility assessment, updated annually or at the Department’s request.
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4. Requirements
2600.
187.d. The home shall follow the directions of the prescriber.
Description of Violation
Resident  has a physician’s order for  to be administered on a sliding scale before meals and at bedtime.

On  at 4:46 pm, the resident’s blood sugar reading was  requiring  units of insulin. The Medication
Administration Record indicates that 0 units of insulin were administered.
On  at 4:42 pm, the resident’s blood sugar reading was  requiring  units of insulin. The Medication
Administration Record indicates that 0 units of insulin were administered.
On  at 7:04 pm, the resident’s blood sugar reading was  requiring  units of insulin. The Medication
Administration Record indicates that  units of insulin were administered.
On  at 4:09 pm, the resident’s blood sugar reading was  requiring  units of insulin. The Medication
Administration Record indicates that  units of insulin were administered.
On  at 4:21 pm, the resident’s blood sugar reading was  requiring units of insulin. The Medication
Administration Record indicates that  units of insulin were administered.

 Repeat Violation:   et al
 
 

Plan of Correction Accept  03/02/2026)
On 2/27/2026, the Regional Health Care Director educated the Health Care Director on the requirements of
2600.187.d. Documentation shall be kept.
On 2/19/2026, current nurses and medication techs received training on the siding scale administration and
2600.187.d. Additional training shall be conducted by a Certified Diabetic Trainer with current nurses and
medication techs on 3/16/2026. Documentation shall be kept.
Beginning 2/27/2026, the HCD or designee shall audit, daily for 2 weeks and then weekly, residents with sliding scale
orders to validate that sliding scale orders were administered per provider’s orders. Documentation shall be kept.
On 3/26/2026, audits shall be reviewed during the next QMPI meeting for additional recommendations and
recommendation shall be implemented. Residence Director/Designee shall review compliance monitoring during the
monthly QMPI meeting beginning on 2/23/2026. Documentation shall be kept.

Licensee's Proposed Overall Completion Date: 03/26/2026

Implemented  03/02/2026)

188b - Medication Error Reporting

5. Requirements
2600.
188.b. A medication error shall be immediately reported to the resident, the resident’s designated person and the

prescriber.
Description of Violation
On , the home was made aware of medication errors for Resident on
and . As of , the medication errors were not reported to the resident, the residents' designated
person, or the residents' prescriber

Repeat Violation  et al
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Plan of Correction Accept - 03/02/2026)
On 2/27/2026, the Regional Health Care Director educated the Residence Director (RD) and the Health Care Director
(HCD) on the reporting requirements of 2600.188.b. Documentation shall be kept.
On 2/26/2026, the HCD reported the identified medication errors to the Resident/resident’s designated person and
resident’s prescriber. Documentation shall occur in the resident’s record. No additional orders received at this time.
Beginning 2/23/2026, the HCD or designee shall audit the eMAR daily for 2 weeks and then weekly for 4 weeks for
medication errors and report per 2600.188.b. requirements. Documentation shall be kept.
On 3/26/2026, audits shall be reviewed during the next QMPI meeting for additional recommendations and
recommendation shall be implemented. Residence Director/Designee shall review compliance monitoring during the
monthly QMPI meeting beginning on 2/23/2026. Documentation shall be kept.

Licensee's Proposed Overall Completion Date: 03/26/2026

Implemented - 03/02/2026)

224a - Preadmission Screen Form

6. Requirements
2600.
224.a. A determination shall be made within 30 days prior to admission and documented on the Department’s

preadmission screening form that the needs of the resident can be met by the services provided by the
home.

Description of Violation
Resident  was admitted to the home on  however, the resident’s preadmission screening form was not
completed.  

Plan of Correction Accept (  03/02/2026)
On 2/27/2026, the Regional Health Care Director shall educate the Residence Director (RD)and Health Care Director
(HCD) on the DME requirements per 2600.224.a. Documentation shall be kept.
By 3/6/2026, the HCD or designee shall audit current resident Preadmission Screen Form, and then new resident
move ins weekly for 4 weeks, to validate that they are compliant with 2600.224.a. Documentation shall be kept.
On 3/26/2026, audits shall be reviewed during the next QMPI meeting for additional recommendations and
recommendation shall be implemented. Residence Director/Designee shall review compliance monitoring during the
monthly QMPI meeting beginning on 2/23/2026. Documentation shall be kept.

Licensee's Proposed Overall Completion Date: 03/26/2026

Implemented  03/02/2026)

234a - Admission Support Plan

7. Requirements
2600.
234.a. Within 72 hours of the admission, or within 72 hours prior to the resident’s admission to the secured

dementia care unit, a support plan shall be developed, implemented and documented in the resident record.
Description of Violation
Resident #  was admitted on , however, the resident’s support plan was completed on .
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Plan of Correction Accept  - 03/02/2026)
By 2/27/2026, the Regional Health Care Director shall educate the Residence Director (RD)and Health Care Director
(HCD) on the RASP requirements per 2600.234.a. Documentation shall be kept.
By 3/6/2026, the HCD or designee shall audit current resident support plans to and then new move in support plans
weekly for 4 weeks to validate that they are compliant with 2600.234.a. Support plans that are out of compliance
shall have “Resident Record audit completed on XX/XX/XXXX by WHO to identify and correct noncompliance and
establish ongoing compliance.” Documentation shall be kept.
On 3/26/2026, audits shall be reviewed during the next QMPI meeting for additional recommendations and
recommendation shall be implemented. Residence Director/Designee shall review compliance monitoring during the
monthly QMPI meeting beginning on 2/23/2026. Documentation shall be kept.

Licensee's Proposed Overall Completion Date: 03/26/2026

Implemented - 03/02/2026)
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