






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 at approximately 7:30pm, Resident grabbed Resident  by the face and punched the resident in the
back multiple times. Resident was not injured as a result. Later that same evening at approximately 9:30pm,
Resident hit Resident  over the head with a glass vase, causing the case to shatter and resulting in an
approximately 1 inch laceration to the back of Resident  . 

Plan of Correction Accept  10/15/2024)
Immediate Corrective Action:
On , Direct Care Staff immediately intervened and separated residents  and . Each resident was
redirected, assessed, and engaged in separate areas of the memory care neighborhood. Resident  entered the
common area, at which time Resident  arose from the sofa and struck Resident with a vase causing a small
laceration to Resident  head. Staff intervened and separated the residents. Resident  was put on 1:1 supervision
to ensure the safety of everyone, and 911 was called to assess and assist Resident . A staff member stayed with
Resident  until they arrived. Weatherly Police Department responded and waited with Residents  and  until
ambulances arrived to take both parties to the hospital for evaluation, as it was determined Resident  should also
be assessed for change in status and aggressive behavioral concerns.
At this time, on 9/8/2024, the Executive Director and Resident Care Director were notified of the event. The doctors
and families of all parties involved were notified. Per protocol, the Resident Care Director notified the Carbon County
Area Agency on Aging.
Resident  sustained no injuries. They were monitored on scheduled rounds and offered no further complaints.
Resident  returned to the community on , with a small laceration, without orders for further treatment.

Additional Corrective Action:
It was requested that the family of Resident  contract 1:1 supervision of the Resident to maintain the safety of all
Residents and staff. The family was financially unable to provide 1:1 supervision and alternative placement was
going to be established upon discharge from the hospital. Resident  did not return to the community following
their transportation to the Emergency Department on . The Resident Care Director toured the memory care
neighborhood and removed any objects that may not be appropriate for that setting.

Ongoing Corrective Action:
The Executive Director will be reviewing Resident Rights, Managing Resident Behaviors, and Procedures during a
scheduled all-staff meeting on . Staff will continue to complete scheduled rounds and monitor for
resident safety. Findings and trends will be reviewed during quarterly QA meetings beginning on 10/24/2024.

Licensee's Proposed Overall Completion Date: 10/16/2024

Implemented  10/21/2024)
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