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Initial Comment
Facility Reported Incident 1L200883

Violation cited:
295.6000 a)1)

Section 295.6000 Resident Rights

This Regulation is not met as evidenced by:
Type 3 Violation:

Section 295.6000 Resident Rights

a) No resident shall be deprived of any rights,
benefits, or privileges guaranteed by law, the
Constitution of the State of lllinois, or the
Constitution of the United States solely on
account of his or her status as a resident of an
establishment, nor shall a resident forfeit any of
the following rights:

1) The right to live in an environment that
promotes and supports each resident's dignity,
individuality, independence, self-determination,
privacy, and choice and to be treated with
consideration and respect;

Based on interview and record review the
establishment failed to treat R1 with dignity and
respect.

Findings include:

Record Review: The internal investigation from
the establishment and the video footage taken by
the establishment shows that E3 elevated the
volume of their voice. It was noted that E2 was in
the video and was observing the situation.
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Interview: During interview with E2, E2 stated that
they had witnessed the verbal disagreement
between R1 and E3. R1 and E3 raised the
volume of their voice towards each other
regarding how to carry and where to eat a cup of
ice cream.
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