






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 /22 at approximately am, staff member A witnessed staff member B punch resident #1 in the right side of 
abdomen with a closed fist while providing care to resident #1 in the resident's bed.  Staff member B was immediately
removed from resident #1's bedroom and taken to staff member C's office, who is the Director of Wellness.  Staff member
C asked staff member B why punched resident #1, and staff member B responded, "I lost my cool."
 
 

Plan of Correction Directed
Violation Review: 2600.42.b A Resident may not be neglected, intimidated, physically or verbally abused, subjected
to corporal punishment or disciplined in any way.

Violation Interpretative Statement:  On 2022 at approximately am, staff member A witnessed staff
member B punch Resident #1 in the right side of  abdomen with a closed fist while providing care to Resident #1
in the Resident’s bed.  Staff Member b was immediately removed from Resident #1’s bedroom and taken to staff
member C’s office, who is the Director of Wellness.  Staff member C asked staff member B why punched Resident
#1, and staff member B responded, “I lost my cool.”

Review the benefit of the Regulation, per RCG:  The benefit of the regulation is to ensure the protection of all
Residents living in long-term care and to ensure reporting policies and procedures are in place.  Residents have the
right to be free from all forms of abuse while living in our communities.  Not only abuse from staff, but from
volunteers, other Residents, family members, or anyone entering and in our community.  

Description of the Repair of the Immediate Problem:  Staff member A immediately removed Staff member B
from the apartment.  Staff member B was escorted to the Wellness Center, by Staff member A, where Staff member C
was present.  Staff member B was immediately terminated from the community.  Staff member A and C immediately
contacted Adult Protective Services and reported what was witnessed.  Although there was no bodily harm, bruising,
injury, or complaints of pain from Resident #1, Staff member A and C contacted the local police department
following the report to Adult Protective Services.  Department of Human Services was also immediately notified of
the allegation.  All necessary paperwork was completed and submitted to both departments immediately.  All
reporting procedures were followed per our regulations and guidelines.  

Determine / document the Root Cause of the Violation:  Resident #1 was giving Staff member B a hard time
during their a.m. care; however, and regardless, Staff member B should have walked away from the situation as
trained.  Staff member B should have removed themselves from the apartment and contacted their supervisor or
another aide to provide the care or attempted care for the Resident at a later time.  

Detail Action Steps / System Developed to prevent future occurrence:

a.    Changing practice?
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Staff member B’s background check was clear prior to hire.  Staff member B had Resident Abuse and Resident Rights
training during General Orientation.  Staff member B also had Resident Abuse training during the live handbook
review on day #2 of General Orientation by the Executive Operations Officer.  Staff member B was liked and
appreciated by both family members and Residents.  There were no warning signs that this type of behavior would
be a concern in our community or would occur.

b.    Teaching or Training? All staff were re-educated on Resident Abuse as a reminder and refresher.  (Per provider
on 7/13/22, staff training was completed with all current staff members on 6/16/22, 6/17/22 and 6/20/22.  LM
7/13/22)

c.    On-going Monitoring?   Staff will continue to be trained on Resident Abuse and Resident Right regulations and
policies in General Orientation (upon hire) and during annual trainings.  Staff will continue to report suspicious
behavior or concerns with Team Members, family members, etc.  Staff will also continue to follow all reporting
policies and measures immediately and ongoing.  
 
DIRECTED:  Beginning on 8/1/22:  A designated staff person shall interview at least 5 residents, in private, per month
for 6 months to ensure residents are free from abuse/neglect.  Documentation of the interviews shall be kept.  
 
DIRECTED:  Within 30 calendar days of receipt of the plan of correction: The home will conduct a quality
management plan review and evaluation.  The Administrator will place an increased emphasis on these plans of
correction and take action to improve the quality of its resident rights and Older Adult Protective Services Act
(OAPSA) training for all newly hired staff within 40 scheduled working hours in accordance with §2600.65(b)(1) and
§2600.65(b)(3) and annually in accordance with §2600.65(g)(3) and §2600.65(g)(4

Designated position responsible and specify target date for correction.  All staff immediately and ongoing.
Completion Date: 07/06/2022

Document Submission Implemented
Violation Review: 2600.42.b A Resident may not be neglected, intimidated, physically or verbally abused, subjected
to corporal punishment or disciplined in any way.

Violation Interpretative Statement:  On /2022 at approximately am, staff member A witnessed staff
member B punch Resident #1 in the right side of  abdomen with a closed fist while providing care to Resident #1
in the Resident’s bed.  Staff Member b was immediately removed from Resident #1’s bedroom and taken to staff
member C’s office, who is the Director of Wellness.  Staff member C asked staff member B why punched Resident
#1, and staff member B responded, “I lost my cool.”

Review the benefit of the Regulation, per RCG:  The benefit of the regulation is to ensure the protection of all
Residents living in long-term care and to ensure reporting policies and procedures are in place.  Residents have the
right to be free from all forms of abuse while living in our communities.  Not only abuse from staff, but from
volunteers, other Residents, family members, or anyone entering and in our community.  

Description of the Repair of the Immediate Problem: 
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Staff member A immediately removed Staff member B from the apartment.  Staff member B was escorted to the
Wellness Center, by Staff member A, where Staff member C was present.  Staff member B was immediately
terminated from the community.  Staff member A and C immediately contacted Adult Protective Services and
reported what was witnessed.  Although there was no bodily harm, bruising, injury, or complaints of pain from
Resident #1, Staff member A and C contacted the local police department following the report to Adult Protective
Services.  Department of Human Services was also immediately notified of the allegation.  All necessary paperwork
was completed and submitted to both departments immediately.  All reporting procedures were followed per our
regulations and guidelines.  

Determine / document the Root Cause of the Violation:  Resident #1 was giving Staff member B a hard time
during their a.m. care; however, and regardless, Staff member B should have walked away from the situation as
trained.  Staff member B should have removed themselves from the apartment and contacted their supervisor or
another aide to provide the care or attempted care for the Resident at a later time.  

Detail Action Steps / System Developed to prevent future occurrence:

a.    Changing practice? Staff member B’s background check was clear prior to hire.  Staff member B had Resident
Abuse and Resident Rights training during General Orientation.  Staff member B also had Resident Abuse training
during the live handbook review on day #2 of General Orientation by the Executive Operations Officer.  Staff
member B was liked and appreciated by both family members and Residents.  There were no warning signs that this
type of behavior would be a concern in our community or would occur.

b.    Teaching or Training? All staff were re-educated on Resident Abuse as a reminder and refresher.  (Per provider
on 7/13/22, staff training was completed with all current staff members on 6/16/22, 6/17/22, and 6/20/22.  
7/13/22).  The staff training materials used and staff completion sheets for the 6/16/22, 6/17/22, and 6/20/22
trainings will be kept with the Executive Operations Officer office for verification.  Re-education was completed on
6/20/22.

c.    On-going Monitoring?   Staff will continue to be trained on Resident Abuse and Resident Right regulations and
policies in General Orientation (upon hire) and during quarterly trainings.  Staff will continue to report suspicious
behavior or concerns with Team Members, family members, etc.  Staff will also continue to follow all reporting
policies and measures immediately and ongoing.  
 
Beginning on 8/1/22, a designated staff person shall interview at least 5 residents, in private, per month for 6 months
to ensure residents are free from abuse/neglect.  Documentation of the interviews shall be kept.  Resident interview
questions were created on a word document and will be kept in a binder with the Executive Operations Officer for
erification and for confirmation of the Resident interviews.
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Within 30 calendar days of receipt of the plan of correction: The home will conduct a quality management plan
review and evaluation.  The Administrator will place an increased emphasis on these plans of correction and take
action to improve the quality of its resident rights and Older Adult Protective Services Act (OAPSA) training for all
newly hired staff within 40 scheduled working hours in accordance with §2600.65(b)(1) and §2600.65(b)(3) and
annually in accordance with §2600.65(g)(3) and §2600.65(g)(4).  An additional sign-off sheet and training material
was created to show additional emphasis on Resident Rights and Resident abuse for newly hired staff.  Sign-off
sheets and training materials will be kept in a binder with the Executive Operations Officer for verification and
confirmation.  
 
n regard to the quality management plan that is already conducted and held monthly at the community, an
addendum was created, which will be part of our monthly quality assurance management meeting for moving, that
will outline our plan of correction concerning this violation as well as will review the Resident interviews and the
emphasis on new hire trainings and then annually.  Any concerns, issues, or feedback will be reviewed and
documented at that time.  A full quality assurance management meeting, with the review of the new addendum, will
be completed by August 17, 2022, and ongoing. 

Designated position responsible and specify target date for correction.  The Administrator/Designee will
conduct 5 random Resident interviews per month for the next six months.  Results of the interviews shall be kept in a
binder in the Administrator's office and reviewed at each quality assurance management meeting each month.  The
Administrator will also conduct an additional Resident Right and Resident Abuse training, for all new hires, during
their first week of General Orientation immediately and ongoing.  The additional trainings will also be reviewed each
month at the quality assurance management meeting and shall also be kept in a binder, in the Administrator's
office, for verification.  All additional efforts and emphasis on Resident Rights and Resident Abuse will be discussed
monthly during the quality management meeting starting on August 17th, 2022, and ongoing.
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