






42b Abuse/Neglect

1. Requirements
2800.
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
Thorough interviews with staff, it was noted that Resident  has a history of making verbally inappropriate comments
of a  nature to both residents and staff of the home. On  at 9:01 p.m. Staff Person A observed Resident 
in Resident  apartment. Staff person A stated Resident  was discovered with a hand down the front of Resident

 incontinence brief and stated the resident told staff that “  asked me to scratch it for  Staff of the home
confirmed the residents did not associate with one another prior to the incident and stated that Resident  is known to
wander into other resident’s rooms. As per Resident most recent medical evaluation dated , the resident has
a diagnosis of unspecified dementia. During interviews with staff, it was noted that Resident  needs an assist of 2
staff members to get out bed, noted the resident needs total assistance with all ADL’s and would not have the ability to
consent to being touched intimately by Resident . The home was unable to implement any measures to prevent the
incident from occurring. 
 
 

Plan of Correction Accept (  - 11/24/2025)
1. How the Violation Was Corrected (Immediate Corrective Action Taken)

Upon discovery of the incident on 09/15/2025 at 9:01 p.m., Staff Person A immediately removed Resident  from
Resident ’s apartment and ensured Resident  safety. The Managing Director and Resident Wellness Director
were notified promptly.

Resident  was placed on 1:1 supervision during sleeping hours to prevent unsupervised wandering.

A 30-day discharge notice was issued to Resident responsible party on 09/19/2025 due to safety concerns.

Resident  moved out on 09/23/2025.

Resident was assessed for any changes in condition; resident was sent to ER for evaluation, POA declined
aggressive measures, resident was seen by in house CRNP on 09/17/2025, no changes or concerns noted. 

These actions eliminated immediate risk and ensured no further interactions between the residents occurred.

2. How the Facility Will Identify Other Residents at Risk

The Resident Wellness Director conducted a review of all residents who:

Have dementia or impaired ability to consent,

Require total assistance with ADLs, or

Are at risk due to elopement or wandering behaviors.
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All residents identified as vulnerable were reviewed for room access risks, supervision needs, and safety plan
adequacy. No additional incidents were identified.

3. Systemic Changes Implemented to Prevent Recurrence
a. Wandering and Room Entry Prevention Measures

All resident doors were checked to ensure proper functioning of installed door alarms or monitoring devices.

Staff were re assigned to ensure heightened hallway monitoring during evening and nighttime hours.

Resident #1’s incident was reviewed by the interdisciplinary team, and the process for responding to residents with
disinhibition, sexually inappropriate behaviors, or wandering was updated.

b. Staff Training 

All direct care staff received refresher training on: 10/01/2025

Regulation 2800.42(b) regarding prevention of neglect, abuse, and mistreatment.

Recognizing and responding to sexually inappropriate behaviors.

Proper supervision for residents with dementia and/or wandering tendencies.

Immediate steps required upon observing unsafe or boundary crossing behaviors.

Training was completed on 10/01/2025 and will be added to new hire orientation going forward.

Licensee's Proposed Overall Completion Date: 11/17/2025

Implemented  12/16/2025)
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