












Current residents receiving oxygen services, wound care, nebulizer treatments, or who demonstrate refusal patterns
related to medications, meals, fluids, or treatments were reviewed by the administrator to ensure physician
notification, documentation, and interventions are being completed appropriately. Any identified concerns were
addressed at the time of review.
 
Preventative Actions
The facility initiated a clinical communication and documentation review process on 05/14/2026 for:

Physician notification of refusals and condition changes
Documentation of treatments and interventions
Monitoring of residents with respiratory concerns, wounds, significant weight loss, or refusal patterns
Timely escalation of resident condition changes to supervisory staff and providers

Licensed nurses, med techs, and supervisory staff will complete education by 05/31/2026 regarding:
Resident neglect and abuse prevention
Timely physician and designee notification
Following prescriber orders
Documentation expectations for refusals, treatments, and condition changes
Escalation of significant changes in resident condition

Education will be conducted by the Administrator or designee.
 
Compliance Monitoring
The Administrator, Resident Services Director, or designee will audit:

Physician notifications
Medication and treatment documentation
Refusal documentation
Residents receiving oxygen, wound care, or respiratory treatments

weekly for 4 weeks beginning 05/14/2026, then monthly for 3 months thereafter.
 
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all residents receiving medications, treatments, oxygen services, wound care, or
monitoring for condition changes, and to all staff responsible for resident care, documentation, physician notification,
and implementation of prescriber orders.
 
 

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented - 09/16/2026)

42c Dignity/Respect

3. Requirements
2800.
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Education will be conducted by the Administrator or designee.
 
Compliance Monitoring
The Administrator, Resident Services Director, or designee will conduct observational audits of staff and resident
interactions weekly for 4 weeks beginning 05/14/2026, then monthly for 3 months thereafter.
Audits will monitor staff communication, response to resident requests, and maintenance of resident dignity and
respect during care interactions.
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all residents and all staff responsible for providing resident care and maintaining
resident dignity, respect, and appropriate communication within the facility.

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented - 09/16/2026)

65a Fire Safety-1st day

4. Requirements
2800.
65.a.  Prior to or during the first work day, all direct care staff persons including ancillary staff persons, substitute

personnel and volunteers shall have an orientation in general fire safety and emergency preparedness that
includes the following:
1. Evacuation procedures.
2. Staff duties and responsibilities during fire drills, as well as during emergency evacuation, transportation

and at an emergency location if applicable.
3. The designated meeting place outside the building or within the fire-safe area in the event of an actual

fire.
4. Smoking safety procedures, the residence’s smoking policy and location of smoking areas, if applicable.
5. The location and use of fire extinguishers.
6. Smoke detectors and fire alarms.
7. Telephone use and notification of emergency services.

Description of Violation
Staff member B, whose first day of work was   did not receive orientation on the following topics: Evacuation
procedures, Staff duties and responsibilities during fire drills, as well as during emergency evacuation, transportation
and at an emergency location if applicable, The designated meeting place outside the building or within the fire safe
area in the event of an actual fire, Smoking safety procedures, the home’s smoking policy and location of smoking
areas, if applicable, The location and use of fire extinguishers, Smoke detectors and fire alarms, and Telephone use and
notification of emergency services until .
 
Repeated Violation 
 
 

Plan of Correction Accept  - 06/03/2026)
Immediate Corrective Action
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The employee identified in the citation completed orientation related to fire safety and emergency preparedness on
11/05/2025.
 
Upon receipt of the LIS on 05/06/2026, employee orientation records were reviewed by the Administrator to ensure
fire safety and emergency preparedness orientation documentation was present for current staff. Any identified
concerns were addressed at the time of review.
 
Preventative Actions
The facility initiated a review process for new hire orientation documentation on 05/14/2026 to ensure all required
fire safety and emergency preparedness education is completed prior to or during the first day of work.
 
All direct care staff, ancillary staff, and supervisory staff responsible for orientation processes will complete education
by 05/31/2026 regarding:

First day fire safety orientation requirements
Required emergency preparedness topics
Documentation requirements for employee orientation

Education will be conducted by the Administrator or designee.
 
Compliance Monitoring
The Administrator or designee will audit all newly hired employee orientation records weekly for 4 weeks beginning
05/14/2026, then monthly for 3 months thereafter.
Audits will verify completion and documentation of required fire safety and emergency preparedness orientation
topics within required timeframes.
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all newly hired direct care staff, ancillary staff, substitute personnel, volunteers, and
supervisory staff responsible for employee orientation and training within the facility.

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented  - 09/16/2026)

142e Secure preventive care

5. Requirements
2800.
142.e. The residence shall assist the resident to secure preventative medical, dental, vision and behavioral health

care as requested by a physician, physician’s assistant or certified registered nurse practitioner.
Description of Violation
Since , Resident  was ordered oxygen at 4 liters per minute flow rate via nasal canula and may titrate to
maintain pulse oximeter greater than or equal to 90% oxygen saturation. In the evening and at bedtime on

the resident’s oxygen was at 4 liters per minute flow rate via nasal canula but the resident’s oxygen
saturation only measured 85. The resident’s physician was not notified of the supplemental oxygen failing to maintain
the resident's minimal oxygen saturation level. Additional supports and interventions were never implemented or 

COLUMBIA COTTAGE-HERSHEY, LLC 33024

65a Fire Safety 1st day (continued)

02/13/2026 10 of 20



sought by the residence to bring the resident's oxygen saturation level to the minimal prescribed level.  
 
 

Plan of Correction Accept  - 06/03/2026)
Immediate Corrective Action
Resident records, physician communication documentation, oxygen monitoring documentation, and resident
intervention documentation related to Resident  were reviewed by the Administrator and Resident Services
Director upon receipt of the LIS on 05/06/2026.
 
Preventative Actions
The facility initiated a respiratory monitoring and physician communication review process on 05/14/2026 for:

Monitoring and documentation of oxygen saturation levels
Physician notification related to abnormal oxygen saturation readings
Documentation of interventions implemented for respiratory concerns
Escalation of respiratory status changes to supervisory staff and providers

Licensed nurses, med techs, and supervisory staff will complete education by 05/31/2026 regarding:
Monitoring residents receiving oxygen services
Physician notification requirements
Documentation expectations related to oxygen services and respiratory concerns
Escalation of significant changes in resident condition

Education will be conducted by the Administrator or designee.
 
Compliance Monitoring
The Administrator, Resident Services Director, or designee will audit:

Oxygen monitoring documentation
Physician notifications related to respiratory concerns
Documentation of interventions for residents receiving oxygen services

weekly for 4 weeks beginning 05/14/2026, then monthly for 3 months thereafter.
 
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all residents receiving oxygen services or respiratory monitoring, and to all staff
responsible for resident monitoring, physician notification, documentation, and implementation of resident
interventions related to respiratory care.

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented  09/16/2026)

164c Resident refusal-eat/drink

6. Requirements
2800.
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164.c. If a resident refuses to eat or drink continuously during a 24-hour period, the resident’s primary care
physician and the resident’s designated person shall be immediately notified.

Description of Violation
Per staff interviews, in October and November 2025, Resident  had a decrease in appetite and ability to eat and
drink. Staff recall approximately every couple days, Resident  would not eat breakfast, lunch, and dinner in the same
day, "go all day without eating," and often not consume at least two meals per day.  
 
Staff member E did not notify Resident s physician of the continual eating and drinking refusals until 
reporting, "{the resident} has lost about 16 pounds in 2 months. Appetite over last couple weeks is diminished. Increase
difficulty with eating/drinking. Staff have offered to help, but  refuses help."  On , Staff member E
recorded on Resident s progress notes, a document that was not provided to the resident's physician, "PCP faxed
regarding weight loss of about 16 pounds in 2 months. Resident with decreased appetite and inability to eat and drink.
Staff attempted to help but resident refuses assistance." 
 
The residence did not notify Resident s designee until 11/29/25 of the resident's inability and refusals to eat and
drink.  On  Staff member E informed the designee of the following: "let {the designee} know of refusals of
medications and meals/fluids today. It appears  has been refusing meals the past week.  is very tired
today, incoherent and feet are pale and cold to the touch. O2 remains in the 90s on 4 LPM." The residence did not
notify Resident s physician of their refusals to eat and drink from .
 

Plan of Correction Accept  - 06/03/2026)
Immediate Corrective Action
Upon receipt of the LIS on 05/06/2026, current residents demonstrating meal, fluid, or nutritional refusal patterns
were reviewed to ensure physician and designee notification, documentation, and interventions are being completed
appropriately. Any identified concerns were addressed at the time of review.
 
Preventative Actions
The facility initiated a nutrition and refusal monitoring review process on 05/14/2026 for:

Documentation of meal and fluid refusals
Physician and designee notification related to prolonged refusals
Monitoring of weight loss, appetite changes, and nutritional concerns
Escalation of concerns related to changes in eating or drinking patterns

Licensed nurses, med techs, direct care staff, and supervisory staff will complete education by 05/31/2026 regarding:
Requirements related to resident meal and fluid refusals
Physician and designee notification expectations
Documentation requirements for refusals and nutritional concerns
Escalation of significant changes in resident condition

Education will be conducted by the Administrator or designee.
 
Compliance Monitoring
The Administrator, Resident Services Director, or designee will audit:

Documentation of meal and fluid refusals
Physician and designee notifications
Residents with significant weight loss or nutritional concerns
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weekly for 4 weeks beginning 05/14/2026, then monthly for 3 months thereafter.
 
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all residents demonstrating meal or fluid refusal patterns or nutritional concerns,
and to all staff responsible for resident monitoring, documentation, physician/designee notification, and
implementation of resident interventions related to nutrition and hydration.
 
 

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented  09/16/2026)

187a Medication record

7. Requirements
2800.
187.a. A medication record shall be kept to include the following for each resident for whom medications are

administered:
8. Frequency of administration.

Description of Violation
On Resident  was prescribed leptospermum honey, alginate calcium, gauze island q/ bordered dressing,
and peri wound treatment skin prep to be applied to their right posterior calf wound once daily and as needed for 30
days. However, resident’s October and November 2025 medication administration record does not include the orders to
apply the treatments as needed.
 
 

Plan of Correction Accept - 06/03/2026)
Immediate Corrective Action
Upon receipt of the LIS on 05/06/2026, current residents receiving wound care treatments, treatment orders, or
medications with as needed treatment instructions were reviewed to ensure medication administration records
accurately reflect physician orders, including frequency and administration instructions. Any identified concerns were
addressed at the time of review.
 
Preventative Actions
The facility initiated a medication and treatment documentation review process on 05/14/2026 for:

Accuracy of medication and treatment transcription
Documentation of administration frequencies
Documentation of as needed treatment orders
Verification of medication administration record accuracy against physician orders

Licensed nurses, med techs, and supervisory staff will complete education by 05/31/2026 regarding:
Medication administration record documentation requirements
Accurate transcription of physician orders
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Documentation of treatment frequencies and as needed orders
Verification of medication and treatment documentation accuracy

Education will be conducted by the Administrator or designee.
 
Compliance Monitoring
The Administrator, Resident Services Director, or designee will audit:

Medication administration records
Treatment administration records
Physician orders related to medications and treatments

weekly for 4 weeks beginning 05/14/2026, then monthly for 3 months thereafter.
 
Audits will verify accuracy and completeness of medication and treatment documentation.
 
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all residents receiving medications or treatments, and to all staff responsible for
transcription, documentation, and administration of medications and treatments within the facility.

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented  - 09/16/2026)

187c Refusal to take medication

8. Requirements
2800.
187.c. If a resident refuses to take a prescribed medication, the refusal shall be documented in the resident’s record

and on the medication record. The refusal shall be reported to the prescriber within 24 hours, unless
otherwise instructed by the prescriber. Subsequent refusals to take a prescribed medication shall be reported
as required by the prescriber.

Description of Violation
Resident  refused medications on the following occasions and the residence did not report the refusals to the
prescriber:
November 2025

 

 
  

 
 

 

, 

COLUMBIA COTTAGE-HERSHEY, LLC 33024

187a Medication record (continued)

02/13/2026 14 of 20



.   

October 2025-
 

 
 

 
  

  
 

  

 bedtime on 5th, 9th, 10th,

  

Since , Resident  was ordered oxygen at 4 liters per minute flow rate via nasal canula and may titrate to
maintain pulse oximeter greater than or equal to 90% oxygen saturation. In the morning and in the evening on

the resident would not allow staff to measure their oxygen saturation with the pulse oximeter. In the evening
and at bedtime on  Resident  refused to have their oxygen administered and their oxygen saturation
measured with a pulse oximeter.  The resident's prescriber was not notified of the refusals. 

Plan of Correction Accept  - 06/03/2026)
Immediate Corrective Action
Upon receipt of the LIS on 05/06/2026, current residents demonstrating medication refusal patterns or refusal of
oxygen administration, treatments, or monitoring were reviewed to ensure physician notification, documentation,
and interventions are being completed appropriately. Any identified concerns were addressed at the time of review.
 
Preventative Actions
The facility initiated a medication refusal monitoring and documentation review process on 05/14/2026 for:

Documentation of medication, treatment, oxygen, and monitoring refusals
Physician notification related to refusals
Monitoring of repeated refusal patterns
Escalation of concerns related to resident refusals and condition changes

Licensed nurses, med techs, and supervisory staff will complete education by 05/31/2026 regarding:
Medication refusal documentation requirements
Physician notification expectations related to refusals
Documentation of oxygen and treatment refusals
Escalation of significant changes in resident condition

Education will be conducted by the Administrator or designee.
 
Compliance Monitoring
The Administrator, Resident Services Director, or designee will audit:
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Medication refusal documentation
Physician notifications related to refusals
Residents demonstrating repeated refusal patterns

weekly for 4 weeks beginning 05/14/2026, then monthly for 3 months thereafter.
 
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all residents demonstrating medication, treatment, oxygen, or monitoring refusal
patterns, and to all staff responsible for resident monitoring, documentation, physician notification, and
implementation of resident interventions related to refusals.

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented  09/16/2026)

187d Follow prescriber’s orders

9. Requirements
2800.
187.d. The residence shall follow the directions of the prescriber.
Description of Violation
Since , Resident  was prescribed , inhale 1 vial
orally three times a day for wheezing via nebulizer every 6 hours at 8am, 2pm, and 8pm. However, Resident  was not
administered   after
 
Since  Resident  was ordered oxygen at 4 liters per minute flow rate via nasal canula and may titrate to
maintain pulse oximeter greater than or equal to 90% oxygen saturation. In the evening on  and in the
morning on  Resident s oxygen was titrated to 3 liters per minute, but the residence was unable to obtain
the resident's oxygen saturation via a pulse oximeter.  The residence did not increase the resident's oxygen flow to the
prescribe dose when unable to obtain oxygen saturation levels. 
 
At bedtime on , oxygen was not administered to Resident  and their oxygen saturation was not measured.
 
On Resident s wound specialists ordered   daily for 14
days with food. Resident  was never administered these medications and treatments. 
 
Repeated Violation - 
 
 

Plan of Correction Accept  - 06/03/2026)
Immediate Corrective Action
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Upon receipt of the LIS on 05/06/2026, current residents receiving medications, oxygen services, respiratory
treatments, wound care treatments, or other ongoing physician ordered services were reviewed to ensure physician
orders are being followed and documented appropriately. Any identified concerns were addressed at the time of
review.
 
Preventative Actions
The facility initiated a physician order and treatment documentation review process on 05/14/2026 for:

Implementation of physician ordered medications and treatments
Oxygen administration and monitoring documentation
Documentation of respiratory and wound care treatments
Verification that physician orders are accurately transcribed and followed
Escalation of concerns related to changes in resident condition

Licensed nurses, med techs, and supervisory staff will complete education by 05/31/2026 regarding:
Requirements related to following prescriber orders
Documentation expectations for medications, treatments, and oxygen services
Monitoring of residents receiving respiratory or wound care services
Escalation of significant changes in resident condition

Education will be conducted by the Administrator or designee.
 
Compliance Monitoring
The Administrator, Resident Services Director, or designee will audit:

Medication administration records
Treatment administration documentation
Oxygen administration and monitoring documentation
Physician orders and transcription accuracy

weekly for 4 weeks beginning 05/14/2026, then monthly for 3 months thereafter.
 
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all residents receiving medications, treatments, oxygen services, respiratory services,
or wound care services, and to all staff responsible for transcription, documentation, monitoring, and implementation
of physician orders within the facility.
 
 

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented - 09/16/2026)

225a2 Assessment – significant change

10. Requirements
2800.
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225.a.2. The administrator or administrator designee, or an LPN, under the supervision of an RN, or an RN shall
complete additional written assessments for each resident. A residence may use its own assessment form if
it includes the same information as the Department’s assessment form. Additional written assessments
shall be completed as follows: If the condition of the resident significantly changes prior to the annual
assessment.

Description of Violation
On , Resident  was evaluated for a new open area to the back of their right calf measuring 1.5cm X 4cm.
The resident received new medication and treatment orders for  wound and required wound care services daily
by nursing staff and weekly by wound care specialists. Resident s assessment, dated , does not include the
change in condition or  need for wound care medications, treatments and specialist's evaluations. An additional
written assessment was not completed.
 
From October to November 2025, Resident  who was bed bound and completely reliant on staff for ambulation,
frequently refused meals, had a decreased appetite, was unable to eat and drink independently, occasionally refused
help from staff with eating, and had a 14.2 pound weight loss from  to  However, Resident s

 assessment reads, the resident is independent with eating and drinking and also does not include an
assessment of  rapid weight loss. An additional written assessment was not completed.
 
Resident  was prescribed daily medication for depression for years; however, their  assessment does not
include their diagnosis of depression.  An additional written assessment was not completed.
 
Repeated Violation - 
 

Plan of Correction Accept  - 06/03/2026)
Immediate Corrective Action
Upon receipt of the LIS on 05/06/2026, current residents with significant changes in condition, including changes
related to weight loss, wound care needs, behaviors, mobility, eating and drinking status, or increased care needs
were reviewed to ensure assessments and support plans accurately reflect current resident status and services being
provided. Any identified concerns were addressed at the time of review.
 
Preventative Actions
The facility initiated an assessment and support plan review process on 05/14/2026 for:

Significant changes in resident condition
Changes in weight, eating and drinking status, or mobility
New wound care needs or treatment services
Changes in behaviors, cognition, or mental health status
Accuracy of assessments and support plans related to resident care needs and services

The Resident Services Director responsible for completion or review of resident assessments will complete education
by 05/31/2026 regarding:

Requirements for significant change assessments
Timely updates to resident assessments and support plans
Documentation expectations related to resident condition changes
Accuracy of assessments related to current resident services and needs

Education will be conducted by the Administrator or designee.
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Compliance Monitoring
The Administrator, Resident Services Director, or designee will audit:

Significant change assessments
Resident support plans
Documentation related to changes in resident condition

weekly for 4 weeks beginning 05/14/2026, then monthly for 3 months thereafter.
 
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all residents experiencing significant changes in condition, and to all staff responsible
for resident assessments, support plans, documentation, and implementation of resident services within the facility.

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented  - 09/16/2026)

252 Records – content

11. Requirements
2800.
252. Content of Resident Records - Each resident’s record must include the following information:

12. The documentation of health care services and orders, including orders for the services of visiting nurse or
home health agencies.

Description of Violation
Resident  was evaluated in the residence by their physician on  and ; however, the physician's
records, recommendations, and evaluations on said occasions were not kept by the residence. 
 
Resident  was evaluated and treated in the residence by wound care specialists on 

, and ; however, the evaluations, recommendations, orders, and treatments prescribed, and
communication regarding wound care services was not kept by the residence.
 
 

Plan of Correction Accept  - 06/03/2026)
Immediate Corrective Action
Upon receipt of the LIS on 05/06/2026, current residents receiving services from outside providers, including
physicians, wound care specialists, home health agencies, hospice, or other healthcare providers, were reviewed to
ensure documentation, recommendations, orders, and communications are maintained appropriately within the
resident record. Any identified concerns were addressed at the time of review.
 
Preventative Actions
The facility initiated a resident record and healthcare documentation review process on 05/14/2026 for:

Physician visit documentation
Outside provider evaluations and recommendations
Wound care documentation and treatment orders
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Retention of healthcare related communications and records
Verification that resident records contain current healthcare documentation and orders

Licensed nurses, med techs, and supervisory staff will complete education by 05/31/2026 regarding:
Resident record documentation requirements
Retention of healthcare provider documentation and orders
Documentation expectations related to outside provider services
Verification of completeness of resident healthcare records

Education will be conducted by the Administrator or designee.
 
Compliance Monitoring
The Administrator, Resident Services Director, or designee will audit:

Resident records
Physician and outside provider documentation
Treatment and wound care documentation
Retention of healthcare orders and recommendations

weekly for 4 weeks beginning 05/14/2026, then monthly for 3 months thereafter.
 
Audit findings will be reviewed during monthly QA meetings, with additional education or corrective action provided
as indicated.
 
Scope of Correction
This corrective action applies to all residents receiving healthcare services, treatments, or evaluations from physicians
or outside providers, and to all staff responsible for maintenance, review, and documentation of resident healthcare
records within the facility.
 
 

Licensee's Proposed Overall Completion Date: 05/31/2026

Implemented - 09/16/2026)
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