






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 Resident  was found by Staff Member A lying on top of Resident  in Resident  room. Resident 
was visibly upset and crying. Both Resident and Resident pants were pulled down and Resident s top was pulled
up over their undergarments. Resident  stated that Resident “Asked them to do it”, and Resident was upset stating
Resident , “Was lying”. 
 

Plan of Correction Accept - 04/01/2025)
Immediate Corrective Actions: Staff member A immediately called for assistance from another staff member.  Staff
Member A and assistant separated Resident  and Resident   Resident  was assisted with replacing their clothing
and removed from the room.  MCD arrived to the room and called for RCD to come in, ED was also called to the
room.  Staff member A assisted Resident with replacing their clothing.  Both residents were offered support as staff
contacted 911 to report the incident and request EMT's and police report to the Community.  Resident  was assessed
for any physical injures and none were found, EMT and police arrived at Community and were able to interview both
residents involved as well as staff.  Resident  was sent to a local hospital for evaluation.  Resident  had no visible
injuries but was also sent to a different local hospital for evaluation. Police did collect statements from both residents
and staff.  Families of Resident  and Resident were contacted and staff made Resident family aware of the
need for private duty 1:1 for 24/7 until further notice. Resident  did return that afternoon with no new orders from
the hospital and did have 1:1 private duty when they returned which continued until they were discharged on

 to another community.  Resident  also returned the same day in the evening and with no new orders
from the hospital.  Both residents are seen by Psychiatry and the psychiatrist for both residents was contacted and
made medication changes for Resident effective 3/5/2025. Berks County Office of Aging was contacted on
3/4/2025 and did come out on 3/5/2025 to interview both residents.  PA Dept of Aging was contacted on 3/4/2025
and a representative did speak with the ED on 3/5/2025.
 
Additional Corrective Actions: Both Residents were seen by their PCP on 3/6/2025 and had no new orders from the
PCP.  They were both also seen on 3/10/2025 by the Psychiatrist and again  had no new orders for either resident. 
Resident  was also offered counseling with a social worker which they were agreeable to and was started on
3/12/2025.  Staff involved were also offered support by the social worker and counseling was provided.  Resident 
family was made aware that private duty would be required indefinitely at this community and made the choice to
seek other placement.  Resident  did leave on 3/13/2025 to spend time at home with their spouse until 3/16/2025
and did return on 3/16/2025.  Resident 1 discharged to another community on 3/19/2025, with no plans to return. 
Office of Aging did come out on 3/25/2025 to finalize their investigation of the incident.  We are hosting at Trauma
informed staff training on 4/11/2025 and 4/16/2025, staff education sign in sheets will be provided when completed.
 
Ongoing Quality Assurance Action:  Memory Care Director and Resident Care Director will review incidents as part of
our Quarterly QA meetings starting 4/10/2025.  
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