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300.690Db)
300.690c)
Section 300.690 Incidents and Accidents

b) The facility shall notify the Department of any
serious incident or accident. For purposes of this
Section, "serious" means any incident or accident
that causes physical harm or injury to a resident.

c¢) The facility shall, by fax or phone, notify the
Regional Office within 24 hours after each
reportable incident or accident. If a reportable
incident or accident results in the death of a
resident, the facility shall, after contacting local
law enforcement pursuant to Section 300.695,
notify the Regional Office by phone only. For the
purposes of this Section, "notify the Regional
Office by phone only" means talk with a
Department representative who confirms over the
phone that the requirement to notify the Regional
Office by phone has been met. If the facility is
unable to contact the Regional Office, it shall
notify the Department's toll-free complaint registry
hotline. The facility shall send a narrative
summary of each reportable accident or incident
to the Department within seven days after the
occurrence.

This requirement was not met as evidenced by:

Based on interview and record review the facility
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failed to notify the State Department of a resident
choking incident.

This applies to 1 of 1 resident (R1) reviewed for
choking in the sample of 3.

The findings include:

R1's Incident Report dated 2/7/24 states,
"Resident was served lunch by assigned CNA
and provided set up and was placed in Fowler's
(upright) position. Tray was placed on the bedside
table to the right side of the resident. Resident
was eating lunch when he verbalized to is CNA
(V4) that he could not breathe and he felt like her
was choking." This same document states,
"Resident was taken to (Local) hospital ED
(Emergency Department) for further management
and left the facility at 12:58 PM. Resident was still
unconscious, observed with normal skin color
when he left via stretcher accompanied by
paramedics."

On 2/14/24 at 8:45 AM, V2 (Direction of Nursing)
stated, "We did not report this incident to public
health." V1 (Administrator) stated, "l was not here
that day." V2 continued, "l reached out for
guidance from the corporate office and | was told
we do not have to report it. He was ROSC (return
of spontaneous circulation) when he left."

On 2/14/24 at 3:30 PM, V1 stated, "He was okay
when he left. He died on 2/10/24 in the hospital."

On 2/14/23 at 3:32 PM, V12 (Corporate Nurse),
"We were more concerned about making sure
that everything was done correctly than we were
about sending the report to public health. We did
the investigation and got the statements but didn't
know we had to send it in."
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