






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 12:09 a.m., staff members A and B were in the hallway when resident and resident 
were coming down the third-floor south hallway arguing back and forth. Resident  informed both staff members that
resident  had hit  on the head with  own cane causing an injury. When resident  removed  hat, the staff
observed a silver dollar sized skin tear on the left side of  forehead above  left eye. When staff members
questioned resident  about the assault, resident  did admit that  did hit resident  in the head with  own
cane. The crisis center was contacted and consulted. The family hired a private sitter to assist with the residents and
their outbursts. Due to the loud violent disruptions and complaints from other residents, the home has served resident

and resident  power of attorneys with a 30-day written notice to relocate the residents to another facility.
 
On  at approximately 10:15 p.m., staff member C heard someone yelling “help me” coming from the South
hallway. When staff member C went down the hallway,  could tell it was coming from apartment  belonging to
resident # and resident . As staff member C entered the apartment,  observed resident sitting in a chair
holding a metal object with wheels on it. Resident  was standing in front of resident  holding resident #  arm
along with the metal object. Staff member C yelled “what are you doing” to both residents, both residents began to give
their versions of what happened. Staff member C observed a bite mark on resident ’s right middle finger that was
bleeding. Resident  had no noticeable injuries, marks, or bruises. The residents were separated for the night. The crisis
center was contacted and consulted. The family hired a private sitter to assist with the residents and their outbursts.
Due to the loud violent disruptions and complaints from other residents, the home has served resident  and resident

power of attorneys with a 30-day written notice to relocate the residents to another facility.

Plan of Correction Accept - 10/20/2025)
After incident on 9/19/25, Administrator and social worker met with family of residents noted.  Administrator
discussed the incident with the POA's and the Residents separately.  Educated all parties on the importance of safety. 
The  stated that  did not want to be separated from    Mindcare consult completed by POA's for
both Residents and MD notified.  On 9/22/25, Team met with family and agreed that due to safety the two residents
need to have separate rooms.  PA was in to see the  and started  on Buspar 3x a day and agreed that they
need separated but can see each other during the day.  On 9/22/25, both Residents became upset when their rooms
were separating, they will not be apart.  They walked outside refusing to come in and trying to call for "A ride out of
here".  POA's were called and they attempted to get parents back inside and were unsuccessful.  Crisis Center called. 
POA's did agree to get a night companion/sitter.  Couple became tired and came in refusing to go to separate
rooms.  PSCN provided a sitter for safety.  Crisis Center called 6 hours later to see if we still needed them, by this
time both residents were sleeping. 9/23/25 Resident  was seen by Mindcare and given  orders 125mg 1x
a day at dinner. 30 day noticed discussed with POA's on 9/23/25 and discussed possible rescinding if we can come
up with a safe plan for both parents.  Although, Residents have separate rooms they refuse to sleep apart.  Sitter
continued but the Residents become extremely agitated if they stay in the room. Arguing would continue but sitter
was able to prevent any injuries and separate the two when needed.  On 10/1- Resident  was again by MindCare
and ordered trazadone routine and PRN and a urine culture order was obtained. On 10/6/25, PA ordered Resident

 for a . On 10/9- Resident  was throwing things at Resident # . Nothing made contact.  Resident 
stated to team that  was scared of   Crisis hotline called to petition 302.  302 was denied due to witness not
being present by the time they came out.  Family called crisis intervention to petition a 302 as well.  The evening of 
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10/9  Residents went to separate rooms and resident  started screaming in the middle of the night for 
 demanding to see  now, waking up all residents.   children came in to speak with  and  picked

up a fork from the table and threatened to stab  then put the fork to  neck to stab herself.  911 was called and
resident was taken to Mercy Hospital.  Resident  was admitted for a UTI and put on IV antibiotics then returned to
Westminster Place on 10/15/25.  Resident  and  continue to have two separate rooms and a sitter.  Resident
on 10/15/25 started yelling at  again.  On 10/16/25, POA toured Woodside Place, a secure dementia
community on campus, due to a bed being available.  Resident  will be moving into Woodside Place on 10/20/25
and Resident  will remain in Westminster Place. 

Team resident right and abuse reporting will be facilitated by administrator and assistant administrator to all line
team members by October 24th.

All shift leaders and administration class must complete the online Department of Aging abuse training and obtain
certificate by October 24th.

Attached are completed certificates, sign in sheets, policy, and quizzes to date.
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Licensee's Proposed Overall Completion Date: 10/24/2025

Implemented  - 10/28/2025)
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