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Section 350.620 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility which shall be formulated with the
involvement of the administrator. The policies
shall be available to the staff, residents, and the
public. These written policies shall be followed in
operating the facility.

Section 350.700 Incidents and Accidents

c) The facility shall, by fax or phone, notify
the Regional Office within 24 hours after each
reportable incident or accident. 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
ocourrence.

These Regulations were not met as evidenced
by:

Based on observation, record review and
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interview, the facility failed to:

* Follow their abuse and neglect policy for 1 of 1
individua! in the sample (R1) who alleged facility
staff caused a bruise,

*Report an injury caused by staff to IDPH for 1 of
1 individual in the sample (R1) who had a bruise,

* Thoroughly investigate an injury for 1 of 1
individual in the sample (R1) who presented with
a bruise allegedly caused by staff.

These failures have the potential to affect the
other 12 individuals residing in the facility
(R2-R13).

Findings include:

Policy 5.24/Investigative Committee Revised 4/19
documents, "A. Any home employee or agent
who witnesses or suspects a violation of
individual rights, peer-to-peer incidents,
reasonable suspicion of a crime, abuse, or
neglect as well as injuries of unknown source
shall immediately report the matter to home
management using the following protocol:

2. In order for the incident to be considered
reported the employee or agent must speak
directs to one of the following managers:
*Administrator

*Executive Director

*Chief Executive Officer (CEO)

4. The employee or agent will write a detailed,
factual statement regarding the incident of a
Progress Note prior to leaving the shift.

B. If the allegation is that an employee
committed an act of abuse or neglect, the
employee shall be suspended from duty until
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such a time as the

1. Investigation is complete and

2. The Administrator considers the report and
takes administrative action.

C. The home administrator shall report the
matter within 2 hours if the event that caused
reasonable suspicion resulted in bodily injury to a
individual or within 24 hours if the event that
cased reasonable suspicion did not result in
bodily injury to an individual and send a written
report within five (5) working days to the
individual's representative and to the lllinois
Department of Public Health."

ISP/individual Support Plan dated 5/11/22
identifies R1 as a 57 year old female with
diagnoses including Hypertension and
Hyperlipidemia who functions at the Moderate
Level of Intellectual Disability. R1's ISP
documents R1 is independent in many aspects in
her daily life.

Resident Roster (undated) identifies 12 additional
residents residing in the facility (R2-R13). R6,
R9, R10, R11 and R13 function at the Mild Level
of Intellectual Disability. R2 and R4 function at
the Moderate Level of Intellectual Disability. R3,
R5, R8 and R12 function at the Severe Level of
Intellectual Disability. R7 function at the Profound
Level of Intellectual Disability.

AGeneral Event Report from day service provider
provided by the facility dated 8/1/22 documents,
"(R1) came in to (Day Service Provider) this
morning saying her staff at home left a bruise on
herarm.” General Event documents the home
staff was identified as E2/DSP (Direct Support
Person). The General Event Report also
documents, E1/Executive Director of facility was
notified on 8/1/22 at 9:59 AM.
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On 8/4/22 at 12:14 PM, Z1/Day Service Provider
Direct Support Person was asked about R1's
bruise. Z1 stated, "(1) noticed the bruise on (R1's)
arm on Monday (August 1, 2022). (R1) was
upset-said staff had grabbed her arm, left a
bruise. (R1) said staff named (E2) was helping
her off of bus. (R1) is independent and does not
need help. (1) told her Case Manager (Z5)."

On 8/4/22 at 12:18 PM, R1 is observed to have a
bruise on her left forearm measuring
approximately 1/2 inch by 1 1/2 inches. The
bruise is blue and purple with yeliowing around
the edges. R1 was asked about the bruise on her
left forearm. R1 stated, "l was getting off the bus,
going home from work. Staff, (E2) grabbed my
arm. (E2) is tall and black hair. She (E2)
grabbed my arm. It hurt and it did this (Pointed to
bruise on arm). { told her to stop, | didn't need
help.” R1 was asked where the incident
happened. R1 responded, "Getting off the bus at
my house." R1 was also asked if she had told
anyone. R1 responded, " (I} told (E4/Regional
Trainer) and (E5/Regional Manager). | told
(E3/DSP) the other day and he was busy so told
me to tell (E4)." R1 was asked if she had told E4.
R1 responded, "Yes. He said okay."

On 8/4/22 at 12:25 PM, R2 stated, "(R1) was
getting off bus after work. Staff grabbed her arm.
(R1) yelled, 'Stop that. Ouch.' R2 was asked if
he saw the staff who grabbed R1's arm. R2
responded, "Yes. (E2)." R2 then asked surveyor
if surveyor had seen the bruise and stated, "it
was a big bruise." R2 was asked what day the
incident happened. R2 responded, "One day last
week."

On 8/4/22 at 2:45 PM, E1/Administrator was
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asked if R1's bruise had been investigated. E1
responded, “"No, because day training staff said
caused by staff grabbing her arm getting off bus."

On 8/4/22 at 3:18 PM, E3/DSP (Direct Support
Person) was asked about his knowiedge of the
bruise on R1's forearm. E3 stated, (R1) got off
the bus and pointed to bruise and said (E2-DSP)
did it." E3 was asked what date R1 reported the
bruise. E3 responded, "August 1 or 2." E3
stated, "l told (R1) to go show (E4/Regional
Trainer) because | was helping others off of bus.
(R1) went over and | saw her showing (E4) her
arm.” E3 was asked if he reported the bruise to
anyone. E3 responded, "Supposed to call
administrator, told (E4) instead." E3 was asked if
he filled out a Progress Note. E3 responded,
"Assumed (E4) took care of it."

On 8/4/22 at 3:18 PM, E3/DSP (Direct Support
Person) confirmed he was aware of R1's bruise
and was asked if anyone from the facility had
asked him about his knowledge of Ri's bruise.
E3 responded, "No one has asked me about it."

On 8/8/22 at 11:36 AM, E2/DSP was asked if
anyone from the facility had asked about her
knowledge of R1's bruise. E2 responded, "l know
nothing about any bruise on individuals. | have
not been talked to by anyone about injuries or
bruises.”

On 8/8/22 at 3:42 PM, E3 was asked if R1 had
told him when incident occurred. E3 responded,
"No. Didn't tell me how or why."

On 8/4/22 at 2:45 PM, E1/Administrator was
asked if R1's bruise had been reported to
IDPH/Illinois Department of Public Health. E1
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responded, "Did not report." E1 was asked if
R1's guardian had been notified of the bruising.
E1responded, "Unsure if reported to guardian.”
E1 was then asked if the cause of R1's bruise
had been investigated. E1 responded, "No,
because day training staff said caused by staff
grabbing her arm getting off bus." E1 also stated
no General Event Report was filled out by facility
because they "use the General Event Report from
(Day Service Provider)."

On 8/8/22 at 12:20 PM, Z1/Guardian was asked if
he was aware of the bruise on R1's forearm. Z1
responded, "Usually get a call from facility but
don't know anything about a bruise.”

The facility was unable to provide evidence the
allegation staff caused R1's bruise had been
reported to IDPH and the cause of R1's bruise
had been thoroughly investigated. The facility
was also unable to provide evidence a Progress
Note had been written prior to E5 leaving shift.
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