






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
Resident 1 grabbed Resident 2 after an argument over the TV. The 2 residents then pushed each other causing both to
fall to the ground. As a result of the fall, Resident 2 fractured their hip and required hospitalization.

Plan of Correction Accept (  - 03/01/2023)
2600.42.b A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected to
corporal punishment or disciplined in any way.
What:  Resident 1 grabbed Resident 2 after an argument over the TV. The 2 residents then
pushed each other causing both to fall to the ground. As a result of the fall, Resident 2 fractured their left hip and
required hospitalization.
Who: 911 was called and Resident 2 was taken to the hospital. Resident 1 was checked for any injuries and when
none were found, Resident 1 was assisted to their feet by the Executive Director and another staff member. The
Executive Director did talk to Resident 1 to determine what happened. Then the Executive Director spoke with staff
that had witnessed the argument and were in route to assist when both residents fell. Staff reported the incident to
the families and physicians of both residents and also reported the incident to Office of Aging, Eastern Berks Regional
Police and BHSL.
How: Resident 1 was seen on  by the psychiatrist in regards to the incident. Resident 2 was out of the
facility for rehabilitation after  hospitalization and surgery and returned on .
On January 26 ,2023, upon Resident 2’s return, both Resident 1 and Resident 2 were reminded by the Executive
Director of the community rule that addresses resident behavior and asked to sign a form that makes them both
aware that if there are any further incidents, with any residents, where the rule regarding behaviors was violated
again, that it may result in being asked to leave the community. Both Residents expressed understanding and signed
the agreements (attached). Resident 2 was also seen by the psychiatrist on . Resident 2’s seat was also
moved in the dining room, upon their return to help avoid interactions between the two residents. Both support plans
were updated. Resident 1 and Resident 2 have not had any further incidents of disagreement since Resident 2
returned from the hospital.
When: All staff are aware of the incident and continue to monitor both residents when they are in the common areas
at the same time. Executive Director will continue to monitor for ongoing compliance.
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