






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’s file contains a preadmission screening dated , indicating a history of problematic behavior,
including physical violence towards others and occasionally grabbing their spouse’s arm due to agitation. Resident 1’s
current support plan, dated , notes previous episodes where Resident 1 did not recognize their spouse and
demanded that they leave, perceiving them as an intruder. Resident 1 has shown increased resistance to assistance with
care, requiring frequent redirection and exhibiting multiple episodes of agitation and physical aggression towards
residents and staff members in memory care.
 
On , Resident 1 grabbed a CNA’s wrist, slammed them into the wall, blocked the door, and raised their hands
as if to hit the CNA.
 
On , Resident 1 pushed another resident onto the floor.
 
On  Resident 1 repeatedly smacked a CNA on their buttock.
 
On , Resident 1 became verbally and physically aggressive towards their spouse, who was visiting and was not
allowing them to leave his room. Resident 1 was yelling and pushing their spouse down into a recliner chair.
 
On , Resident 1 became agitated when two residents entered their room. Resident 1 did not touch the residents
but yelled, “Get out of my room!” As staff redirected the other residents, Resident 1 aggressively attempted to grab a
CNA’s leg, held their right arm, and tried to twist it.
 
On , Resident 1 was observed gripping both of another resident’s hands in the living room, causing a small
injury to the other resident.
 
On , Resident 1 slapped a CNA who was attempting to provide care. On 4/12/24, Resident 1 was angry and
attempted to kick the staff who was assisting with care.
 
On , Resident 1 refused to take a shower, smacked staff on the buttocks, called staff names, and was
argumentative to others.
 
Resident 1 and Resident 2 shared a suite in memory care. Resident 2 often went to Resident 1’s side of the room and
touched their belongings, which easily agitated Resident 1. On , at around ., Resident 1 sought help
from a CNA. The CNA found Resident 2 on the floor of Room  lying on their back, and yelling for help. The CNA
alerted an LPN, who assessed Resident 2. Resident 2 sustained serious injuries and was transported to the local hospital.
When the LPN asked what happened, Resident 1 stated, "They did not belong in here, so I punched them in the face
and pushed them."
 
Prior to the incident on , Resident 1 had displayed multiple aggressive behaviors towards other residents and
staff members. However, the home was dismissive about Resident 1’s behavior, neglecting to implement other positive
interventions and safe management techniques and neglected Resident 2’s safety by having them share a room.
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Plan of Correction Accept - 07/24/2024)
Resident 1 had displayed multiple behaviors with the care team when providing care. Frequently residents with
dementia exhibit behaviors surrounding care because of their cognitive decline and inability to understand the need
for care or instructions.  The care team recognized the pattern of behaviors with Resident 1 and  care, and
implemented some subtle changes  such as a slow approach  an example is when waking Resident 1 up in the
morning, the aide would remind Resident 1 that  breakfast and medications will be provided by the nurse shortly. 
The nurse would then come in with  medication and breakfast and then a while later the aide would come in to
offer assistance with dressing and care.  This simple intervention allowed Resident 1 additional time to wake up
without the presence of a care giver or nurse and allowing Resident 1 to attempt the task prior to staff assistance. 
This plan did not remove the behaviors entirely, but it did lessen the amount of behaviors around morning care with
Resident 1. 
Resident 1 began demonstrating behaviors that were noted by the nurses to be indicative of a possible infection 
Resident 1 was tested and diagnosed with a urinary tract infection and treated accordingly.
On another occasion it was determined that Resident 1 could have been suffering from adverse effects from a newly
started medication and that caused some behaviors. The medication was discontinued.   
Lutheran Community at Telford did not change Resident 1's room to a private room as it was determined that
Resident 1's behaviors were a result of an infection, the staff utilized alternate ways for Resident 1 to be accepting of
care and an adverse effect of a medication.  Prior to this incident Resident 1 had not displayed any aggression
toward Resident 2.
The Lutheran Community at Telford will be forming an interdisciplinary team that will meet to discuss any negative
behaviors demonstrated by any resident of the community.  Each incident will be evaluated on a case to case basis.
A plan will be put into place dependent upon the situation and behavior exhibited by the resident.  This plan could
include interventions such as a room change, a consult with a psychologist/psychologist, implementation of a 1:1
with an outside provider, an inpatient stay at a psychiatric facility or if warranted a 30 day notice with assistance in
placement at a facility more equipped to meet the resident's needs. The resident's family and primary care physician
will be part of the conversation, treatment and plan for the resident.  The Resident Care Coordinator in conjunction
with the staff nurses will be responsible for monitoring the behaviors of the residents in Personal Care and our
secured dementia unit and reporting any behaviors to the Administrator and the interdisciplinary team for further
follow up

Licensee's Proposed Overall Completion Date: 08/15/2024

Implemented ( - 08/06/2024)

225c - Additional Assessment

3. Requirements
2600.
225.c. The resident shall have additional assessments as follows:

1. Annually.
2. If the condition of the resident significantly changes prior to the annual assessment.
3. At the request of the Department upon cause to believe that an update is required.

Description of Violation
Residents current assessment dated  indicates resident has a minimal need relating to aggression. On 
Resident 1 displayed physical aggression toward another resident by pushing them to the ground. The home did not
complete an assessment with an update to residents behavioral needs related to aggression. 

LUTHERAN COMMUNITY AT TELFORD 12672

42b  Abuse (continued)

05/22/2024 5 of 6



Plan of Correction Accept  - 07/24/2024)
The assessment dated  was the initial assessment for Resident 1 to be admitted to our secured dementia
unit.  An update to the assessment was not completed for the physical aggression that Resident 1 demonstrated on

 although it was noted in the resident's digital chart.  Resident was seen by his PCP's CRNP and his Psychiatric
CRNP on  On  new orders were received for medication adjustments to treat Resident 1's behavioral
and psychological symptoms of   There have been other updates to Resident 1's assessment for the other
incidents of aggression following the 2/5/24 incident. The 2/5/24 incident update was missed on the assessment.
The Resident Care Coordinator is doing an audit of all secured dementia resident's charts to ensure their assessment
accurately reflects the resident's needs regarding aggression.
If there is an instance of aggression noted with a resident going forward the Resident Care Coordinator will update
the resident's assessment to reflect the amount of aggression the resident exhibited.  
Resident 1 is no longer a resident at LCT therefore a revision to Resident 1's assessment has not been completed.

Licensee's Proposed Overall Completion Date: 07/03/2024

Implemented - 08/06/2024)

LUTHERAN COMMUNITY AT TELFORD 12672

225c - Additional Assessment (continued)

05/22/2024 6 of 6




