






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
On  at approximately 7:50 PM, resident  had an unwitnessed fall in  bedroom.  The resident hit  call
bell. Staff person A responded to the resident's call bell alarm and found the resident lying on the floor.  Staff person A
then notified staff person B of the incident.  Staff person B assessed the resident.  During the assessment, the resident
reported having pain in  knees.  The resident was given  for pain and transferred to  bed.  Per
interview with staff person B, the resident was not assessed for suspected fractures as required per the home's post-fall
policy. 
 
On  at approximately 7:00 AM, the resident complained of pain in  right leg while staff person C was
transferring the resident from the bed to the resident's wheelchair.  Staff person C then notified staff person D.  Upon
assessing the resident, staff person D observed the resident holding up  right leg, and the resident was unable to
straighten  right leg.  The resident was sent to the hospital, where the resident was diagnosed with a right hip
fracture and had surgery to repair the fracture.   
 
 

Plan of Correction Accept - 05/30/2025)
Corrective Actions Taken
On May 7, the facility updated its post-fall/medical concern documentation to include
1. Was the resident/POA asked if they wanted to be seen in the ER even when the pain is mild or nonspecific
2. Can the resident move all 4 extremities, and include the pain level for each extremity?
3. The updated post-fall checklist is included in every fall incident packet
All Resident Wellness Directors and Coordinators were educated on these changes on May 9; see the uploaded
documentation.
The Managing Director or designee will conduct a weekly audit of all fall incidents for the next 60 days to monitor
compliance. Ongoing falls will be discussed at the monthly Quality Improvement (QI) meeting.
On May 9, 2025, all Resident Wellness Directors and Coordinators received education on best practices for narrative
documentation in progress notes following an incident, with an emphasis on conducting timely and thorough clinical
assessments.
On May 14, 2025, a mandatory all-staff meeting was held to review the definitions of abuse and neglect in
accordance with Department of Health Services (DHS) standards. See the uploaded documentation.
A review of this specific incident as a case study on how the failure to follow protocol may constitute neglect. Staff
were encouraged to voice concerns, ask questions, and reaffirm their roles in protecting residents from harm.

Resident returned from rehabilitation following hip surgery and rehab and has since resumed  prior level of
functioning.  is fully participating in activities of daily living and has expressed no ongoing pain or distress related
to the incident.

On/28, the Managing Director and Resident Services Director met in person with the resident's Power of Attorney
(POA) to discuss the fall incident, outcomes, corrective actions, and the resident's level of care.  The POA expressed
that  is pleased with the overall care the resident continues to receive and appreciates the facility’s prompt 
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communication and transparency regarding the matter.

Licensee's Proposed Overall Completion Date: 05/29/2025

Implemented  - 06/04/2025)
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