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145058 03/04/2026

Arc at Chillicothe 1028 Hillcrest Drive
Chillicothe, IL 61523

F 0600

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

Based on interview, and record review, the facility failed to prevent abuse for two (R7 and R8) of
three residents reviewed for abuse in a sample of eight.Findings include:Facility Initial abuse
investigation, dated 2/11/26, for R7 and R8 documents the following: On 2/11/2026 at approximately
2:40pm notified of alleged Resident to Resident Contact: Residents separated immediately.Facility
Final abuse investigation, dated 2/12/26, documents the following: (R7) stated, I did not like the
conversation (R8) was having with another resident; (R8) gave me the finger and said mind your own
business. (R8) then used his open hand and made physical contact on her stomach area and (R7)
made physical contact with (R7) on his chest area with her left hand. Two staff members overheard
the argument in dining room and immediately separated the two of them.Facility interviews dated
2/11/26 documents the following: V11/visitor stated V11 saw R7 trying to hit R8. Both were yelling
back and forth. R8 tried hitting/hit R7, and R7 started hitting R8 again. R7 kept leaning forward trying
to reach for R8; and V10 HR/Human Resources was walking by the north/south dining room and saw
R7 hit R8 with her fist in the chest area, and then R8 started swinging back at R7.On 3/3/26 at
11:30am, V1 Administrator stated, We have had resident (R7) to resident abuse (R8) that was reported
to the state.On 3/4/26 at 12:00pm, R7 stated she had a verbal issue with R8, and R8 hit her in the
stomach after he gave her the middle finger. Facility Abuse Prevention and Reporting, last reviewed
10/2022, documents This facility affirms the right of our residents to be free from abuse. Abuse
means any physical injury inflicted upon a resident other than by accidental means. Abuse is the
willful infliction of injury.
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