






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 #1 suffered a fall overnight and two falls in the early morning. After the 2nd fall resident #1 was
left on the bathroom floor on hands and knees in front of the toilet while staff person A left the room to call 911 and
did not return to the resident's room until EMS had arrived approximately 10 minutes later. By that time resident #1
was unresponsive and subsequently passed away due to cardiac arrest after EMS performed CPR on the resident. 

Plan of Correction Accept (  - 03/22/2023)
What: “On resident #1 suffered a fall overnight and two falls early in the morning. After the 2nd fall
resident #1 was left on the bathroom floor on hands and knees in front of the toilet while staff person A left the room
to call 911 and did not return to the resident’s room until EMS had arrived approximately 20 minutes later. By that
time resident #1 was unresponsive and subsequently passed away due to cardiac arrest after EMS performed CPR on
the resident.”

Who: The Resident Care Director will educate all current direct care staff to understand that a resident should not be
left alone in moments of possible distress, including while waiting for EMTs to arrive at the community.

When: Training will be completed by April 1, 2023. Staff will sign in to confirm attendance.

How: In this circumstance, staff did not perceive the resident to be in distress. He was kneeling on the floor and able
to communicate, and also knew staff were calling 911 and preparing his transfer sheet. In an effort to prevent the
need for staff to attempt to determine when someone is in distress, staff will be trained that when 911 is called for
any reason a staff member should remain with the resident.

Ongoing: The Resident Care Director will continue to review Incident Reports, and staff will continue to be
encouraged to consider if a situation is serious enough to warrant the need to call 911, the resident should not be left
alone. Any patterns or trends in Incident Reports will be reviewed at the quarterly Quality Assurance meetings.

*Update 3/22: Resident Care Director will be responsible for overall compliance. This will begin as of April 1 when
trainings are complete. Both Resident Care Director and Executive Director will review resident incident reports. 

Licensee's Proposed Overall Completion Date: 04/01/2023

Implemented  - 04/03/2023)
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