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300.1210d)3)
300.3210t)
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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.

. The written policies shall be followed in cperating

the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements-for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest

-practicable physical, mental, and psychological
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well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsettion (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) .Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

Section 300.3210 General

t) - The facility shall ensure that residents are
not subjected to physical, verbal, sexual or
psychological abuse, neglect, exploitation, or
misappropriation of property.

Section 300.3240 Abuse and Neglect

e) When an investigation of a report of
suspected abuse of a resident indicates, based
upon credible evidence, that another resident of
the long-term care facility is the perpetrator of the
abuse, that resident’s condition shall be
immediately evaluated to determine the most
suitable therapy and placement for the resident,
considering the safety of that resident as well as
the safety of other residents and employees of
the facility. (Section 3-612 of the Act)
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These requirements are not met as evidenced by:

A. Based on interview and record review the
facility failed to ensure two residents (R7 and R6)
of four residents reviewed for abuse were free
from physical abuse. This failure caused R6 to
sustain facial fractures.

B. Based on observation, record review and
interview the facility failed to assess the need for
increased psychosocial cares for one resident
(R7) with PTSD (Post Traumatic Stress Disorder)
after two physical attacks by another resident
(R1) of four residents reviewed for abuse. This
failure has caused R7 to be fearful of leaving her
room or interacting with other residents and has
caused emotional distress for R7.

Findings Include:

The Facility's "Abuse Prevention Program” dated
2011 documents "This facility affirms the right of
our residents to be free from abuse, neglect,
exploitation, misappropriation of resident
property, corporal punishment, and involuntary
seciusion" "This facility is committed to protecting
our residents from abuse by anyone including, but
not limited to facility staff, other residents,
consultants, volunteers, staff from other agencies
providing services to the individual, family
members or legal guardians, friends or any other
individuats."

The Facility’s "Abuse Prevention Program” dated
2011 defines physical abuse as "the infiiction of
injury on a resident that occurs other than by
accidental means and that requires medical
attention. Physical abuse includes hitting,
slapping, pinching, kicking, and controlling
behavior through corporal punishment.” -
Ninois Depariment of Public Haalth
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R7's Medical Record documents she was
admitted on 1/19/23 with diagnosis of Dementia,
Anxiety, history of suicidal behavior, Delirium due

tb a known physiological condition, Psychosis n6t

due to a substance or known physiological
condition. R7's BIMS (Brief Interview for Mental
Status) Score was a 5/15 on admission,
indicating severe cognitive impairment for R7 -

R1's Medical Record documents he was admitted
on 10/19/2022 with diagnosis of Vascular
Dementia with behavioral disturbances after a
CVA (Cerebral Vascular Accident) and

Depression. R1's BIMS score on 2/9/2023 was
3/15, indicating severe cognitive impairment for

R1.

An "Abuse Investigation” form dated 3/9/23
documents "(R7) was heard screaming
(V8/LLPN/Assistant Director of Nursing) ran down
the hall and saw (R1) strike (R7) across the face.”

On 3/16/23 V8 (LPNJADON) stated "When |
entered the room (R1) had (R7)'s shirt grabbed
up in his left hand and he struck her closed fist
WIth his rlght "

: An Abuse lnvestlgatlon Repoit dated 3/1 2/1 3

documents at 1:30 P.M. V14 (RN) saw R1 enter
R7's room, R7 began screaming "Get out!" V14
heard R1 state "Shut the f*ck up” and saw him _
strike her right cheek with a closed fist and then
began fighting with staff when they intervened. In
addition, it documents a written and signed
statement from V18 CNA (Certified Nursing
Assistant) "l was sitting in the breakroom, and |
heard (R7) screaming loud yelling 'stop’. | ran into
her room and witnessed (R1) hitting her and
yelling "shut the f*ck up.”
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On 3/16/23 at 10:30 A.M. R7 stated "l am so
scared.” R7 tearful and crying. Repeatedly stating
"l don't know why" when asked anything
regarding R7 striking her. R1 mimed being
punched in the face and said, "kept doing it, three
times." R7 did articulate that R1 had "chased me

down in my own place (room) twice." R7 stated

she did not want to come out of her room "just in
case he's out there. | go places only with other
people.”

R7's Medical Record does not include
documentation of a psychosocial assessment or
R7 being offered any counseling or behavioral
health services.

On 3/21/23 at 9:15 AM V4 (Social Services
Director) stated "l spoke to {(R7) after both
incidents of being hit, she was very unclear about
what she wanted.” V4 confirmed that there has
been no counseling or behavioral health services
offered to R7 after being hit by R1. "l think
(V16/Assistant Administrator) has talked to her
some about it (incidents on 3/9/23 and 3/12/23).

On 3/21/23 at 9:20 A.M. V6 {Assistant
Administrator) stated "l spoke to (R7) once about
her feglings regarding incidents (being hit by R1
fwo times.) (R7) was confused and couldn't seem
to recall details regarding being hit by (R1) either
time." V6 confirmed that no increased monitoring,
counseling, or behavioral health services have
been provided for R7 since the first incident on
3/9f23,

On 3/21/23 at 10:00 AM, V17 (Medical Director)
stated "For anyone with PTSD (Post Traumatic

Stress Disorder) being hit could remind them of
their original trauma. (R7) would benefit from
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some sort of behavioral health or group
counseling sessions now that she has been
retraumatized.”

A'Final Abuse Investigation Report” dated 3/6/23
documents that on 3/3/23 at 10:24 PM "(R6)
wandered into {R5)'s room. {R5) pushed (R6) and
closed the door. (R6) had fallen to the ground, got
herself up and opened {(R5)'s door again and (R5)
slammed the door in {R6)'s face causing her to
stumble backwards and grab the right side of her
face." This "Abuse Investigation Report”
documents "On 3/4/23 (R6) had increased
bruising to eye and jaw area and was sent to the
emergency room for evaluation. Emergency
Room reported "a mildly depressed fracture of
the right nasal bone and a nondisplaced fracture
of the right zygomatic arch. Mildly displaced
fractures involve anterior and lateral walls of right
maxillary sinus and the lateral wall of the right
orbit as well as the right orbital floor."

An “Abuse Investigation” form dated 3/3/23
documents a written and signed statement from
V19 (CNA) "(R8) entered (R5)'s room and (R5)
pushed (R6) by the upper body then she fell, she
got herself back up to enter his room again and
he stammed the door on her and it her in the
face."

On 3/16/23 at 2:00PM V15 (Insurance
Representative) stated "(R5) called our office and
wanted to make it clear that whatever happened
on 3/3/23 was an accident, that he just wanted
(R6) to get out of his room and leave him alone,
he did not mean for her to get hurt.” V15 stated
"(R5) told me that he pushed a lady and she fell
then he shut his door in her face."
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