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Statment of Licensure Violations:

1 of 3

300.610a)
300.1210b
300.3210t)
300.3240a)

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

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

a)         An owner, licensee, administrator, 
employee or agent of a facility shall not abuse or 
neglect a resident.  (Section 2-107 of the Act)

These requirements is not meet as evidenced by:

Based on interview and record review the facility 
failed to protect residents from employee 
misappropriation of resident funds and 
exploitation for one of 7 residents (R51) reviewed 
for misappropriation of resident property in the 
sample of 42. This failure resulted when V22, 
Certified Nursing Assistant, (CNA), began using 
R51's debit card without his permission on March 
2, 2023, accruing more than $11,000.00 in 
charges. When R51 became aware, he was 
upset and worried about taking care of future 
expenses and needs. 

Findings include:

The facility's Final Facility Reported Incident 
report, dated 6/26/23, documents "On 6/23/23 at 
3:00 pm, R51 and V32, R51's family friend, 
reported possible misappropriation of R51's 
funds. The Report documented R51 was unable 
to provide name, description or exact dates and 
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times. R51 and V32 reported R51's checking 
account was missing $20, 000.00. The Report 
documented R51's bank was contacted, and 
bank statements were obtained, and R51's debit 
card cancelled. The Report documented upon 
review of the bank statements it was determined 
that several cash app accounts (financial services 
platform which allows individuals to quickly 
receive and send money to other people from 
their mobile devices) had been making charges 
using R51's debit card. The Report documented 
names that appeared on R51's bank statement 
for cash app were search identifying 3 staff 
members came up. The Report documented 2 
staff members, 1 Certified Nursing Assistant 
(CNA) and 1 nurse were interviewed about the 
charge on R51's bank account and they produced 
proof of where a 3rd staff member had paid them 
for lunch they had ordered as a group on 2 
separate occasions. The Report documented the 
third staff member was identified as V22, CNA. 
The Report documented V22 was immediately 
suspended pending investigation and resigned 
her position prior to completion of the 
investigation. The Report documented V22 
denied in her written statement of taking any 
funds from any residents or using their debit 
cards. The Report documented the local police 
was called and report was filed with a report 
under case number (case # identified) by (V48) 
police officer and they began their investigation. 
The Report documented V32 friend of R51, took 
all of R51's credit cards home with him (V32). 
The Report documented upon interviewing R51 
about the incident and if he had given permission 
to anyone to make these transactions. R51 stated 
that he only gives his card to the "girls" to get him 
a soda or snacks out of the vending machines 
and nothing else. The Report documented R51 
had no knowledge of the funds missing from his 
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account until 6/26/23 when V32 reported it to the 
Administrator. The Report documented R51 
reported he (R51) has not had no other issues 
involving his bank accounts since being a 
resident of the facility. The Report documented 
even though V22 resigned her position with the 
facility, Administrator and HR Director did notify 
V22 of her terminated (sic) based on the 2 
transactions that can be traced back to V22. The 
Report documented Police investigation remain 
on-going, and they will be working with the facility 
as they subpoenaed items from cash app to 
determine full extent of misappropriation and to 
proceed with criminal charges. The Report 
documented based on the investigation, the 
facility substantiated misappropriation of resident 
funds and the police investigation remain 
on-going.

The Police Report dated 6/26/23 documents at 
approximately 3:57 PM V48, Police Officer was 
dispatched to nursing home in reference to a 
fraud report. The Police Report documented V48 
met with R51 and V32 friend of R51 who helps 
manage R51's finances. The Police Report 
documented R51 and V32 friend of R51 reported 
they observed odd amounts of currency missing 
from R51's bank account. The Police Report 
documented R51 stated he has a debit card 
which he often handed to nursing staff to 
purchase snacks for R51 from a vending 
machine at the nursing home. The Police Report 
documents R51 reported that someone was 
using his debit card without permission. The 
Police Report documents R51 advised the debit 
card has been deactivated to prevent further 
fraudulent charges. The Police Report documents 
beginning on 3-2-23 charges on R51's account 
from cash app began to accumulate. The Police 
Report documents R51 provided bank statements 
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from January 2023 to May 2023. The Police 
Report documents there were approximately 80 
fraudulent charges on R51's through Cash App 
starting in March 2023 totaling at approximately 
$11,657.36. The Police Report documents R51 
stated there were numerous other fraudulent 
charges in June but the statements were not 
available yet. The Police Report documents R51 
stated he did not give anyone permission to use 
his debit card other than to purchase him snacks 
from the vending machine. The Police Report 
displayed a list the Cash App username/alias of 
all the recipients who received money from R51's 
account from March to May. The list consisted of 
twenty-seven (27) names. V48 Police Officer 
interviewed V3, Assistant Director of Nursing, 
ADON who was assisting R51 with his care. The 
Police Report documents V3 stated she 
suspected one of her co-workers V22 was the 
one who used R51's debit card.  According to the 
Police Report, V48 conducted an open-source 
criminal history on V22 through the county 
courthouse and discovered V22 has an open 
case: Case number (case # included)-in an area 
Municipality: Charges-Aggravated ID Theft; 
Financial Exploitation of the Elderly (2 counts) 
Jury Trial set for 9-11-23.  The Police report 
documented a search of area County Court 
documents a case number (case # included) set 
for trial 2/13/24 regarding V22 Misappropriation of 
R51's funds. 

R51's Bank Statements from March 2023 through 
June 2023 were reviewed.  The Cash APP 
withdrawals began on 3/2/23. 

On 1/23/24 at 8:00 AM V1, Administrator stated 
she was unaware of any employees taking money 
or anything from residents. She stated she was 
not the administrator during that time and was 
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unaware of the situation.  V1 stated in-service 
training is on-going on all issues regarding 
resident care with an emphasis on abuse and 
prevention. V1 stated no resident has reported 
any theft to her.  
          
On 1/23/24 at 9:00 AM, V32, Friend of R51, 
stated he was reviewing R51's bank statement 
and discovered there were frequent cash app 
withdrawals on R51's statement. V32 stated when 
he questioned R51 about the cash app 
withdrawals, R51 denied making any withdrawals 
from his account. V32 stated R51 also denied 
giving anyone his debit cards. V32 stated the 
facility staff overheard the encounter between 
R51 and V32 and informed the Administrator. V32 
stated 1 of the girls basically stole money from 
R51. V32 stated R51 gave her (V22) his debit 
card to get snacks out of the facility vending 
machines. V32 stated they contacted the bank 
and was informed that it was someone making 
withdrawals using a cash app. V32 stated the 
police are investigating, and the staff person is 
being charged. V32 stated "The bank is refusing 
to refund R51's money because they said (R51) 
gave (V22) the debit card."  

On 1/23/23 at 10:00 AM V3, stated the staff 
always get together as a group and orders lunch. 
V3 stated one person will pick-up the food and 
each person will reimburse that person. V3 stated 
V22 reimbursed her with a cash app for the sum 
of $27.00. V3 stated V22 was assigned to R51 
and was always in his room. V3 stated R51 
trusted her because she always responded to his 
call light. V3 stated "I was unaware that (V22) 
was using his debit card to purchase snacks or 
sodas from the vending machines until (V32) 
reported money missing from (R51's) account. 
When (V32) mentioned cash app I immediately 
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thought of (V22). It was confirmed when I was 
questioned by the police." 

On 1/25/24 at 12:33 PM V48, Police Officer, 
stated he was called to the facility on 6/26/23 for 
a complaint of misappropriation of resident funds 
by a facility employee. V48 stated R51 and V32 
reported that they noticed a lot of unusual 
transactions on R51's bank statements starting in 
March 2023. V48 stated R51 stated he had given 
his debit card to an employee to purchase snacks 
or sodas from the nursing home. V48 stated R51 
did not give permission for his (R51) debit card 
for any other purchases and was unaware of its 
continued usage until 6/26/23. V48 stated V32 
and the Administrator presented R51's bank 
statements to verify the unauthorized 
transactions. V48 stated both R51 and V32 were 
interviewed and did not appear to be falsifying 
statements. V48 stated he interviewed V3 and 
V27, CNA, who gave statements implicating V22. 
V48 stated V22 had left the premises and was 
unavailable for interview, but the facility had 
obtained a written statement from V22, denying 
the allegations. V48 stated the case was turned 
over to a detective, V49 for further investigation.

On 1/25/24 at 2:30 PM, V32 stated the bank 
statements were provided to the prior facility 
Administrator and thought they could be made 
available.  V32 stated initially R51 was upset and 
worried about the money stolen from him. R51 
was worried about not being able to take care of 
his future needs.

On 1/26/24 at 8:00 AM V49, Detective, stated the 
investigation of the case is on-going. V49 stated 
V22 was arrested and released pending trial. V49 
stated the investigation regarding the 
misappropriation of funds from R51 and others 
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are on-going. V49 stated at this point because of 
the on-going investigation, they are unable to 
prove or disprove if other residents were 
victimized by V22. V49 stated the police 
investigation is also including 3 other nursing 
homes where V22 was employed and has alleged 
misappropriated resident funds.

On 1/26/24 at 8:45 AM R51 stated he had not 
talked about the money stolen from his account 
because he tries not to think about it. R51 stated 
he did give V22 his debit card one or two times to 
purchase snacks or sodas out of the vending 
machines. R51 denies giving V22 his debit card 
for further purchases. 

On 1/26/24 at 11:00 AM V19, CNA Coordinator, 
stated, "I was unaware of the problem until I was 
interviewed by the police. They told me that my 
name was on (R51's) bank statement as 
receiving a cash app payment of $20.00. I 
explained that was because a coworker, (V22), 
reimbursed me for buying her lunch. I had no idea 
(V22) had set up a cash app using (R51's) bank 
account." 

On 1/29/24 at 2:00 PM V53, former facility 
Administrator, stated when he became aware of 
the concern expressed by R51 and V32, the bank 
was contacted with R51's and V32's permission 
and the bank statements were obtained. V53 
stated copies of the bank statements 
documenting that $20,000.00 was missing from 
R51's account was included with the 
investigation. V53 stated R51 was using a flip 
phone and has no knowledge of how to set up or 
use a Cash APP. V53 stated the police were 
called, and they began their investigation. V53 
stated he did maintain contact with the police 
department and the prosecuting attorney for 
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updates on the case until he longer was 
employed at that facility. V53 stated V22 was not 
at work that day and was contacted at home that 
she was being suspended pending the outcome 
of the investigation. V53 stated V22 denied 
stealing money from R51 and then resigned from 
this employment. 

R51's Face Sheet undated documents diagnosis 
of Hemiplegia and Hemiparesis following 
Unspecified Cerebrovascular Disease affecting 
non-dominant side, Generalized Anxiety Disorder 
and Major Depression Disorder. 

R51's Minimum Data Set (MDS) dated 12/20/23 
documents R51 is cognitively intact and does not 
exhibit disorganized thinking.

The facility Policy and procedures "Investigating 
Incidents of Theft and/or Misappropriation of 
Resident Property" revised April 2017 documents 
residents have the right to be free from theft 
and/or misappropriation of personal property. The 
Policy documents "Misappropriation of resident 
property is defined as the deliberate 
misplacement, exploitation, or wrongful, 
temporary or permanent use of a resident's 
belongings or money without the resident's 
consent."

(A)

2 of 3

300.610a)
300.1210b)
300.1210d)6)

Section 300.610  Resident Care Policies
Illinois Department  of Public Health
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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 operating 
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 
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 subsection (a), general 
nursing care shall include, at a minimum, the 
following and shall be practiced on a 24-hour, 
seven-day-a-week basis: 

6)         All necessary precautions shall be taken 
to assure that the residents' environment remains 
as free of accident hazards as possible.  All 
nursing personnel shall evaluate residents to see 
that each resident receives adequate supervision 
and assistance to prevent accidents.
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These requirements is not meet as evidenced by:

Based on observation, interview, and record 
review, the facility failed to ensure safe beverage 
serving temperatures to prevent thermal burns 
and adequate supervision to prevent falls for 3 of 
9 residents (R60, R62, and R68) reviewed for 
accidents/hazards in the sample of 42. These 
failures resulted in R62 and R68 sustaining 
second degree abdominal burns and R60 falling 
and sustaining nasal fracture. 

Findings include:

1.R62's Face Sheet documents R62 was 
admitted to the Facility on 12/19/22 with 
diagnoses including major depressive disorder, 
essential primary hypertension, chronic 
obstructive pulmonary disease, type 2 diabetes 
mellitus with hyperglycemia, anxiety, 
encephalopathy, stage 3 chronic kidney disease, 
and obesity.

R62's Minimum Data Set (MDS) dated 8/9/23 
documented R62 was severely cognitively 
impaired and required substantial assistance 
rolling in bed and transferring.

R62's 11/2/23 Care Plan documents R62 
obtained a burn to her abdomen after spilling hot 
tea on her abdomen.

The Facility's Incident Initial Report sent to IDPH 
(Illinois Department of Public Health) on 11/2/23 
documents, "On 11/2/2023 at 9a (9:00 AM) it was 
reported to (V1, Administrator) from Nurse that 
(V19, Certified Nurse's Aide/CNA/ Coordinator) 
went to give (R62) hot tea in the dining room. 
(R62) asked (V19) for a hug, as (V19) went to 
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hug (R62) she accidentally tapped cup with her 
elbow as she was hugging resident which made 
the cup of hot tea spill on the resident's abdomen. 
Nurse immediately took (R62) to her room and 
assessed (R62) and noted a blister on (R62)'s 
abdomen. (R62) was not upset and told (V19) 
she knew it was an accident and was okay. Nurse 
contacted MD/POA (Medical Doctor/Power of 
Attorney). Investigation initiated."

R62's Progress Note by V17, Registered Nurse 
(RN), on 11/2/23 at 9:22 AM documents, "resident 
was sitting in dinning [sic] room when staff 
member and resident hugged knocking over hot 
tea onto resident abd (abdomen) and staff arm. 
Resident taken to room assessed and given first 
aide to abd are [sic]. skin noted to be red with 
slight blistering. md (Medical Doctor) and poa 
(Power of Attorney) notified. n.o. (New Order) for 
ssd (Silver Sulfadiazine) cream and to keep area 
covered." 

On 1/23/24 at 1:00 PM, V17, Registered 
Nurse/RN, stated she did not witness R62's 
accident in the dining room. She stated, "I guess 
(R62) had a Styrofoam cup of hot tea, and she 
went to hug (V19), and their hands kind of got 
tangled up, and it ended up getting spilled on her. 
(V19) came and got me. It was red. It was a 
decent sized area to the lower abdomen. It hurt 
her. The tea was steaming out of the cup. I very 
rarely work on that hall, but I notified the daughter 
and the doctor." V17 stated "It got pretty nasty 
after the first few days and (R62) was seen by 
(Wound Consultant Company) for quite a while. I 
can't say if the coffee was always that hot. The 
Facility had gone back and forth over the coffee; 
it was too hot for a while, then it was too cold."

V19, Certified Nursing Assistant (CNA)'s 
Illinois Department  of Public Health

If continuation sheet  12 of 326899STATE FORM MIH711



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/15/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

IL6002711 01/31/2024

NAME OF PROVIDER OR SUPPLIER

UNIVERSITY NSG & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1095 UNIVERSITY DRIVE
EDWARDSVILLE, IL  62025

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S9999Continued From page 12 S9999

Hand-Written Statement dated 11/2/23 
documents, "At breakfast (R62) ask me to get her 
some hot tea. I went to get (R62) some hot tea 
took it back to her and sat it in front of her and 
she reach out to give me a hug forgetting the hot 
tea for her, and I went to hug he (her) back and 
my right arm hit the cup of hot tea and it spilled 
on my arm and also (R62) stomach and I 
reported to the nurse."

On 1/23/24 at 11:12 AM, V19 stated, "(R62) 
asked for a cup of hot tea, so I went and got it for 
her and set it down on the table. She reached her 
arms out to hug me and it got her stomach and 
my right elbow. I got (V17) and we pulled (R62) 
out (of the dining room) to the shower room. Her 
stomach was red but didn't blister. I think (V17) 
got Silvadene for her stomach and also for my 
arm. I felt so bad, I cried."

On 1/23/24 at 11:15 AM, R62 stated, "It was an 
accident. One of the girls dumped hot tea on me 
and it was steaming hot. It was nasty for a while. 
It is all healed up now. She felt terrible, she did 
not mean to do it."

The Facility's Incident Final Report submitted to 
IDPH on 11/2/23 documents, "On 11/1/2023 at 9a 
(9:00 AM) it was reported to (V1) from (V17) that 
(V19) went to give (R62) hot tea in the dining 
room. (R62) asked (V19) for a hug, as (V19) went 
to hug (R62) she accidentally tapped cup with her 
elbow as she was hugging (R62) which made the 
cup of hot tea spill on (R62)'s abdomen. (V17) 
immediately took (R62) to her room and 
assessed (R62) with interventions in place. (R62) 
remains at baseline. (V17) contacted MD/POA. 
Upon investigation, (V17) had applied silver 
sulfadiazine cream to (R62)'s abdomen. In 
conclusion, the quality assurance team met, new 
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interventions were discussed: silver sulfadiazine 
to be applied 2x day to abdomen covered with dry 
dressing. Kitchen informed to offer lids for hot 
drinks."

R62's Physician Order Report documents 11/3/23 
order, "Cleanse burn to abdomen with NS 
(Normal Saline) or wound cleanser, apply SSD 
(Silver Sulfadiazine) cream and calcium alginate, 
cover with silicone bordered foam dressing. 
Change twice daily and PRN (as needed) if 
soiled."

R62's (Wound Consultation Company) 
documentation dated 11/8/23 documents, 
"Nursing requests that I examine her abdomen, 
which was noted on 11/2 to have a burn on her 
abdomen from a spill of hot tea, currently treating 
with silvadene." The burn to R62's abdomen 
measured 14 cm (centimeters) x 17cm x 0.3cm 
and required mechanical debridement.

On 1/23/24 at 8:40 AM, V7, Dietary Aide, stated 
they were previously writing down the 
temperatures of hot beverages, but she was off 
work for a couple days and they might have 
stopped. She stated, "It's supposed to be no 
more than 140° Fahrenheit (F). I didn't calculate it 
today."

On 1/23/24 at 8:43 AM, V5, Dietary Manager, 
stated, "I thought it was supposed to be 
145-150°F." V5 stated " You want it a little hotter 
going in to the hall trays, because if you put them 
on at 140-145°F here (the cart) it'll be down to 
120°F when it gets to them, and they are going to 
complain that it's too cold. 145°F is the goal."

On 1/23/24 at 9:52 AM, V7, Dietary Aide, said the 
department stopped tracking temperatures 
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almost two months ago.

On 1/23/24 at 9:56 AM, V1, Administrator, stated 
the Facility added hot beverage temperatures to 
QAPI (Quality Assurance Performance 
Improvement).

On 1/23/24 at 10:02 AM, V5, Dietary Manager, 
provided QAPI notes from 11/8/23 and stated, 
"Apparently they were only supposed to take the 
temperatures for four weeks." She was unsure if 
there is a policy on hot beverage temperatures 
but will check on it.

On 1/23/24 at 1:43 PM, V2, Director of Nursing 
(DON), stated, "(R62) had a decent size wound 
and was treated by (Wound Consultant 
Company). She was on prophylactic antibiotics. 
When it first happened, it was not open and had 
just started to blister at the time. I didn't realize it 
would be hot enough to cause burns like that. It 
should be under 140°F. I was not told dietary was 
no longer checking the temperatures. I thought 
that was a process they put in place here."

On 1/25/24 at 2:39 PM, V1, Administrator, stated 
she was unaware that staff was no longer taking 
hot beverage temperatures and would expect 
staff to be aware of safe serving temperatures 
and provide beverages to residents at safe 
temperatures. She stated, "The Facility Policy for 
serving temperatures states staff will follow the 
guidelines, so I provided the list of our guidelines. 
For hot beverages, they have to temp at 140°F or 
below."

The Facility's undated "Serving Temperatures for 
Hot and Cold Foods" documents, "Staff will follow 
the guidelines below when serving hot and cold 
beverages and food." It documents hot beverage 
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temperatures are per Facility Guidelines. 

The Hand-Written document signed by V1, 
Administrator, on 1/25/24 documents, "For hot 
beverages, they have to temp at 140°F or below."

The State Operations Manual Appendix PP - 
Guidance to Surveyors for Long Term Care 
Facilities documents a water temperature 155°F 
can cause a third-degree burn in one second. It 
documents burns can occur even at water 
temperatures below those identified in the table, 
depending on an individual's condition and the 
length of exposure.

2. R68's Event Report dated 11/7/23 at 8:15 PM 
documents, "Resident states that hot tea was 
spilled on her abdomen at breakfast. States it 
may have happened a day or so ago. She states 
she can't remember how it got spilled. States she 
might have bumped her cup. Burn is on right mid 
quadrant of abdomen, approximately 1.5-inch x 
(by) 1 inch with popped blister mid region." The 
Event documents, "Partial thickness burn 
(Second Degree) extend through the epidermis 
and into the dermis. These burns are typically 
very painful, red, blistered, moist, soft and blanch 
when touched. Examples include burns from hot 
surfaces, hot liquids or flame."

On 1/23/24 at 9:33 AM R68 stated the burn on 
her abdomen is healed now. She stated it 
happened when the CNA was putting her tray 
down on the table at breakfast. She stated she 
could not remember if the CNA had handed her 
the cup of tea or if it was on the table, but it 
spilled on her. R68 stated the tea was very hot 
but it didn't hurt too bad and V15, CNA told her to 
have the nurse look at it. R68 stated after 
breakfast she went to the nurse's station and 
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showed the burn to V17, Registered Nurse (RN) 
who was her nurse that day. R68 stated V17 told 
her, "Yeah, that's a burn" but didn't do anything at 
that time. R68 stated nobody did anything about 
her burn until V16, RN, came to work that night 
and looked at it and put a dressing on it and then 
the wound nurse started seeing her. R68 stated 
the wound nurse told her she had a third degree 
burn on her abdomen. R68 stated it seems like 
the tea is always too hot and she has to wait for it 
to cool down before she can drink it. She stated 
she doesn't want to act like she knows more than 
she does, but she has worked as a dietary aide in 
the past and she knows they have to check the 
temperatures of the food and drinks. R68 stated 
after she was burned the staff did start taking 
temperatures of the drinks for a while, but she 
doesn't know if they still do them. She stated the 
temperatures were cooler for a while, but they are 
hotter again lately. R68 stated when the incident 
happened, V15 asked her right away if she was 
alright, but it didn't hurt too bad, so she kept her 
same shirt on. R68 stated V17 was standing right 
there and didn't do anything. R68 stated V17 
didn't look at it until she wheeled herself to the 
nurse's station after she was done with breakfast.

On 1/25/24 at 9:00 AM R68 was lying in bed and 
pulled her blanket back and lifted her shirt to 
show writer a light pink quarter-sized faint scar 
that she stated was from her burn that happened 
when the hot tea spilled on her.

R68's MDS dated 1/15/24 documents she is alert 
and oriented. 

R68's Physician Order dated 11/8/23 documents 
she may be seen by the specialized wound 
consultant. 
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R68's Wound Consultant progress note dated 
11/8/23 documents this was the initial consult for 
R68 who suffered a burn of her abdomen on 
11/5/23. The note documented wound consultant 
ordered a treatment of: cleanse with normal 
saline or wound cleanser, apply Santyl and 
calcium alginate and cover with dry dressing; 
change daily and as needed. 

R68's Care Plan dated 11/5/23 documents, "I 
obtained a burn to my abdomen related to spilled 
hot tea." Interventions for this care plan 
document, "Assess my burn and document 
weekly on my condition including the size, color, 
drainage, odor until healed; Avoid giving me 
warm liquids in cups without a lid. Cool my liquids 
before providing them to me. May substitute 
chocolate milk for hot chocolate; Observe my 
burn for signs and symptoms (s/s) of healing or 
lack of healing and send report to providers COC 
(change of condition) if observed; Observed for 
s/s of pain related to my wound and treat my pain 
as indicated; Wound nurse to monitor, consult 
with NP, MD, and hospice (R68 not on hospice). 
Treat as ordered until healed."
 
On 1/23/24 at 10:00 AM V15, CNA stated on the 
day R68 was burned with hot tea she was giving 
R68 her breakfast tray in the dining room. V15 
stated she had set the cup of hot tea down on the 
table and the nurse, V17, spoke to her and she 
turned around to face the nurse, and when she 
turned back around, she thinks she may have 
bumped the table, or R68 bumped the table and 
the hot tea spilled onto R68's abdomen and thigh. 
V15 stated she grabbed the bib off the table and 
blotted the hot tea off R68's shirt and pants right 
away. She stated the hot tea was in a coffee cup. 
V15 stated the nurse was standing right there and 
said she would look at R68's skin after she was 
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finished with breakfast. V15 stated she looked at 
R68's skin when it happened and her abdomen 
was very red where the hot tea had spilled on her, 
and her thigh was red, but not as bad. V15 stated 
she did not know if the nurse looked at it or not 
and she (V15) looked at it again before the end of 
her shift and it was still very red, but she was not 
sure if there was a blister or not on the area. V15 
stated after the incident they (facility) had a 
meeting about it, and they started checking the 
temperatures of the hot drinks before they put 
them out for the CNAs to use. V15 stated they 
started using different containers to pour from but 
then residents were complaining the coffee and 
tea was not hot enough. She stated the kitchen 
checks the temperatures before they put the 
water for tea and the coffee out, but she has not 
seen them actually do it, but the dietary aides had 
told her they have to check the temperatures now 
before they put them out. V15 stated she has not 
known any other residents who have been burned 
by hot liquids, more often they complain the 
coffee and tea is not hot enough. 

On 1/23/24 at 1:03 PM V17, RN stated she was 
told about R68's burn on a day she was not 
working. V17 stated she did not know about 
R68's burn and was not told about it when it 
happened. V17 stated she wrote a statement that 
she was not aware of R68's burn and turned it 
into the Director of Nursing. V17 stated it was a 
few days later that she heard about the burn on a 
chat group that was between the nurses, 
including the DON and Assistant Director of 
Nursing (ADON). She stated she had never seen 
R68's burn, but then stated she may have done 
the treatment a couple of times. She stated the 
last time she saw it, there was no longer a 
treatment in place.
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On 1/23/24 at 1:40 PM V2, Director of Nursing 
(DON), stated she does not know exactly when 
R68's burn occurred but she thinks it happened 
on 11/5/23 but nothing was reported to her until 
11/7/23 when the night shift nurse called her. V2 
stated the Medical Doctor (MD) was also notified 
of R68's burn at that time. V2 stated R68's burn 
was small on her abdomen. She stated she was 
not even aware that the temperatures of the tea 
were hot enough to cause that type of burn.

On 1/23/24 at 1:50 PM during phone interview, 
V16, RN stated she works night shift and 
documented finding R68's burn on 11/7/23. V16 
stated she was giving R68 her nighttime insulin 
and when she pulled her shirt up to give her the 
injection, she saw the burn on R68's right 
abdomen. V16 stated R68's answers were vague 
and "iffy" about when it occurred. V16 stated she 
notified the physician of the burn right away but 
was not sure if he gave her the order that night or 
the next day for the treatment. V16 stated the 
burn was open and scabbed over. She stated it 
was just a little smaller than a half dollar. V16 
stated the wound did not look infected but looked 
like a blister that had popped and was drying up. 
V16 stated besides the MD, she also reported the 
burn to the DON and ADON.

01/24/24 10:50 AM V24, Wound Nurse 
Practitioner returned call and stated she had 
assessed and treated both R68's and R62's 
burns and would have considered them both to 
be second degree burns because they were both 
blistered and then opened. She stated they both 
healed without problem. V24 stated she does not 
know off the top of her head what temperature of 
hot liquid would cause these second-degree 
burns, but she knows the facility reconciled the 
problem with the hot water temperatures because 
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she was concerned other residents could be hurt. 
V24 stated she discussed concerns with V2, DON 
and V3, ADON while they were making rounds.  

On 1/25/24 at 9:06 AM V41, Medical Doctor 
stated he is familiar with R68 and remembers 
when she had the burn from the hot tea. He 
stated sometimes when a person has a burn, 
they don't have pain right away, but he would 
expect to be notified right away of the incident. 
V41 stated the area should be assessed to 
monitor for changes in the burn.

3. R60's Face Sheet, undated, documented R60 
was admitted on 11/24/2021 with diagnosis of 
Congestive Heart Failure, Type 2 Diabetes 
Mellitus, Idiopathic Progressive Neuropathy, 
Chronic Kidney Disease, Malignant of Prostrate. 

R60's MDS, dated 11/2/2023 documents R60 
uses manual wheelchair. R60's MDS documents 
R60 requires substantial/maximum assist with 
toilet transfers and partial/moderate assist with 
toilet hygiene. 

R60's Care Plan with problem start date of 
11/12/23, documents R60 is at risk for falls due to 
diagnosis of idiopathic progressive neuropathy. 
The Care Plan Interventions include provide 
individualized toileting interventions based on 
needs/patterns, order comprehensive medication 
review by pharmacist, assess for polypharmacy 
and medications that increase the fall risk, 
implement exercise program that targets 
strength, gait, and balance. All Intervention start 
dates are 11/12/23. 

R60's Care Plan updated 12/15/2023 documents 
"I have experienced an actual fall on 2/21/2022, 
6/26/23, 12/13/23." The Care Plan Interventions 
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include provide me with follow up care as 
indicated related to my injury until healed, nonskid 
socks applied to feet, complete post fall 
assessments and monitoring per facility protocol, 
notify my provider if any change in condition is 
observed, Dycem applied to wheelchair, 
physical/Occupational therapy referral, 
interdisciplinary team to review fall and provide 
interventions. 

R60's Fall Risk Assessment dated 6/27/2023 
documents R60 has visual impairment, has 
balance and gait problem while walking, has 
impaired mobility, and is at risk for falls.

The facility's incident report form dated 
12/13/2023 at 12:30PM, "Nurse advised 
Administrator that resident was found to be on 
floor in resident bathroom face first. Nurse 
immediately assessed Resident. Resident was 
noted with laceration to nose. Resident stated he 
was trying to move up on toilet and lost his 
balance. Nurse immediately called 911 and sent 
to (local hospital ER) for evaluation. MD (medical 
doctor)/POA (Power of Attorney notified). 
Investigation initiated." 

R60's Progress Note, dated 12/13/2023 at 
12:46PM documents "Writer heard crash in 
resident's bathroom. Resident noted to be on 
floor, face first. Resident able to answer 
questions and respond appropriately. Laceration 
noted to nose. Blood coming from nose. Bump 
noted to forehead. Numerous skin tears noted to 
BUE (bilateral upper extremities). Resident laying 
on left arm. Pain noted to left arm. 911 called. 
R60 transported to (local hospital) ER 
(Emergency Room)." 

R60's Progress Note, dated 12/13/2023 at 
Illinois Department  of Public Health
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6:30PM documents R60 returned at this time 
from local hospital. The Note documented R60 
returned via ambulance stretcher with x2 
emergency medical technicians, EMTs, present. 
The Note documented R60 had a hematoma 
noted to forehead, lacerations noted to bridge of 
nose, and left arm. The Note documented 
Computerized Tomography (CT) scans note 
frontal scalp hematoma, fractures to nasal bones, 
nasal septum, and frontal and ethmoid sinuses. 
Resident was started on 
amoxicillin-potclavulanate 875-125mg Q (every) 
12 hours for 10 days. Discharge report from 
hospital ER nurse states resident does have 
sutures to nasal lacerations which will need to be 
removed in 7-10 days."

R60's CT scan report dated 12/13/2023 at 
2:11PM documents Findings: "Maxillofacial CT: 
There is a frontal scalp hematoma. There is a 
laceration of the nose. There are fractures of the 
nasal bones, nasal septum, and frontal and 
ethmoid sinuses including the medial walls of the 
orbits and the anteroinferior aspect of anterior 
cranial fossa. There is a small focus of 
pneumocephalus There is mucosal thickening in 
the paranasal sinuses. The mastoid air cells are 
normal. There is extensive dental disease."

On 1/24/2024 at 10:45AM V29, Certified Nursing 
Assistant, CNA, stated "I put (R60) on the toilet. I 
did leave the bathroom. He was able to adjust 
himself and had the call light. I heard the nurse 
yell and (R60) was on the floor. He had landed on 
his face and there was a lot of blood. I'm not sure 
what he was trying to do."

On 1/24/2024 at 11:20AM V30, Licensed Practical 
Nurse, LPN, stated "The day (R60) fell I was out 
passing meds in the hallway, and I heard him yell 

Illinois Department  of Public Health
If continuation sheet  23 of 326899STATE FORM MIH711



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/15/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

IL6002711 01/31/2024

NAME OF PROVIDER OR SUPPLIER

UNIVERSITY NSG & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1095 UNIVERSITY DRIVE
EDWARDSVILLE, IL  62025

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S9999Continued From page 23 S9999

out. He was left in the bathroom by himself and 
fell face first into the sink. (R60) was known to 
readjust himself when sitting. We called 911 and 
he went to the hospital." 

On 1/24/2024 at 3:10PM V3, Assistant Director of 
Nursing, ADON, stated "I would expect a resident 
with a history of falls to be supervised while in 
bathroom and not left unattended."
 
On 1/25/2024 at 9:09AM V41, Medical Director, 
stated "If (R60) has history of falls and is at risk 
for falls I would expect (R60) to need 
supervision." 

Fall policy with a revision date of 2018 states 
"University Care Center will provide each resident 
with appropriate assessment and interventions to 
prevent falls and minimize complications if a fall 
occurs. All resident falls that occur within the 
facility will be tracked, analyzed, and trended. 
This information will be used to assist facility 
management and direct care staff in maintaining 
a safe environment. It is the responsibility of the 
facility to assure that all residents are assessed to 
determine fall risk and history or falls. 
Individualized preventative approaches should be 
provided to assist with fall prevention." 

(B)

3 of 3

300.610a)
300.1010h)
300.1210b)
300.1210d)3)
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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 operating 
the facility and shall be reviewed at least annually 
by this committee, documented by written, signed 
and dated minutes of the meeting.

Section 300.1010  Medical Care Policies

h)         The facility shall notify the resident's 
physician of any accident, injury, or significant 
change in a resident's condition that threatens the 
health, safety or welfare of a resident, including, 
but not limited to, the presence of incipient or 
manifest decubitus ulcers or a weight loss or gain 
of five percent or more within a period of 30 days.  
The facility shall obtain and record the physician's 
plan of care for the care or treatment of such 
accident, injury or change in condition at the time 
of notification.  

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 
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 
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resident to meet the total nursing and personal 
care needs of the resident.

d)         Pursuant to subsection (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.

These requirements are not met as evidenced by:

Based on interview and record review, the facility 
failed to adequately assess and ensure a resident 
receiving continuous Gastrostomy tube (G-tube) 
feeding did not experience significant weight loss 
for 1 of 2 residents (R13) reviewed for nutrition in 
the sample of 42. This failure resulted in R13 
having an insidious significant weight loss of 12 
pounds in three months while receiving nutrition 
via G-tube. 

Findings include:

R13's Face Sheet, undated, lists her diagnoses to 
include Hemiplegia and hemiparesis following 
cerebral infarction affecting left non-dominant 
side, Aphasia following unspecified 
cerebrovascular disease, Dysphasia following 
cerebral infarction, and Gastrostomy status.

R13's Minimum Data Set (MDS) dated 1/1/24 
documents her weight as 198 even though her 
weight documented under "vital signs" in her 
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electronic medical record (EMR) documents her 
weight as 189# on 11/4/23, which was the last 
weight documented before the MDS was done.  
According to the MDS, R13 has a feeding tube, 
and incorrectly documents R13 had no significant 
weight loss/ gain. 

R13's Care Plan documents the problem dated 
10/12/20: "I am at risk for alteration in nutrition r/t 
(related to) other specified nutritional deficiencies, 
specified depressive episodes, pure 
hypercholesterolemia, gastrostomy status, 
unspecified dementia without behavioral 
disturbance, hemiplegia and hemiparesis 
following cerebral infarction affecting left, 
dysphagia following cerebral infarction, Type 2 
diabetes mellitus with hyperglycemia, NPO 
(Nothing by mouth) status."  The goal for this care 
plan with target date of 4/25/24 documents, "I will 
maintain my weight +/- 5 pounds (lbs) through 
next review date." The interventions for this care 
plan include the following: Administer medications 
as ordered; allow me time to perform task of 
eating a meal-assist as needed, (R13 is unable to 
eat anything by mouth); Gastrointestinal tube 
feeding (Glucerna 1.2 80 ml/hr (milliliters per 
hour); R13's Physician Order dated 1/4/24 
documents, "Diet: NPO Glucerna 1.2 65 ml/hr 
continuous 22 hrs (hours) *hold 2 hrs per day*. 
Flush with 300 ml H2O every 4 hours. Special 
instructions: 50 ml before and after each 
medication administration; Observe and report to 
MD  (medical doctor) s/s (signs and symptoms) 
of malnutrition: emaciation, muscle wasting, 
significant weight loss which is 3 pounds in a 
week, over 5% in one month, over 10% in 3 
months, over 10% in 6 months; 
Observe/document/report to MD (Medical Doctor) 
if I have signs of dysphagia: (i.e. (for example): 
pocketing, choking, coughing, drooling, holding 
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food in mouth, several attempts at swallowing, 
refusing to eat, appearing concerned. (R13 is 
NPO); RD (registered dietician) to evaluate and 
make diet change recommendations prn. Weight 
to be completed monthly and prn. 

R13's Physician Order dated 1/4/24 document: 
Diet: NPO Glucerna 1.2 65 ml/hr continuous 22 
hrs (hours) *hold 2 hrs. per day*. Flush with 300 
ml H2O every 4 hours. Special instructions: 50 ml 
before and after each medication administration.

R13's Registered Dietician (RD) progress note 
dated 10/31/2023 at 9:11 AM documents 
"Readmit/TF status. Readmitted to facility 10/27 
from hospital dx (diagnoses) COVID/UTI (Urinary 
Tract Infection). Weight (10/12)-189 lbs, 
BMI-30.5. Noted weight has had trend down -2 
lbs x 1 month, -4 lbs x 3 months, -7 lbs x 6 
months. NPO with Glucerna 1.2 55 ml/hr 
continuous with 300 ml water flush Q4 and 50 ml 
flush before/after meds. Provides: 1518 kcals, 76 
g pro, and 1018 ml fluid (2818 ml total with 
flushes). Prostat 30 ml daily ordered. No skin 
concerns noted at this time. Pert meds: mvi 
(multivitamin), levemir, levetiracetam, reglan, 
senna, folic acid.
Weekly weights in place to monitor nutritional 
status closely. Current tube feeding fluids/water 
flushes exceeding estimated fluid needs.
RECOMMEND:
1. d/c (discontinue) prostat 30 ml daily as no skin 
concerns at this time
2. Suggest increase tube feeding to Glucerna 1.2 
65 ml/hr continuous (hold 2 hours/day for ADLs) 
to better meet estimated energy needs.
Monitor weights, tube feeding tolerance, and labs 
as available."

R13's last Registered Dietician (RD) progress 
Illinois Department  of Public Health
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note was dated 11/16/23 at 3:07 PM and 
documented: "RD consulted due to weight loss. 
Current weight 182# (pounds), showing trend 
down. NPO with Glucerna 1.2 55 ml/hr 
continuous with 300 ml water flush every 4 hours 
and 50 ml flush before/after meds. Provides: 
1518 kcals, 76 g (grams) protein, and 1018 ml 
fluid (2818 ml total with flushes). Prostat 30 ml 
daily ordered. No skin concerns noted at this 
time. Weekly weights in place to monitor 
nutritional status closely. Recommend: 1. 
Suggest increase tube feeding to Glucerna 1.2 65 
ml/hr continuous (hold 2 hours/day for ADLs 
(Activities of Daily Living) to better meet 
estimated energy needs. Monitor weights, tube 
feeding tolerance, and labs as available. RD to 
follow up as needed."  There were no further RD 
progress notes documented in R13's EMR after 
11/16/23 as of 1/23/24.

On 1/25/24 at 10:45 AM V2, Director of Nursing 
(DON) provided an email document dated 1/2/24 
that documents she notified the facility's RD that 
R13 receives tube feedings for nutrition, her 
weight was 183# and now it's 177#, and that 
weight was verified with a re-weight. In the 
document V2 asks the RD, "Is this an intentional 
decrease in her weight?" and requested the RD 
review and advise with any recommendations she 
has. 

On 1/25/24 at 10:45 AM V2 provided a document 
titled, "Weight" dated 1/4/24 from the facility's RD 
that documented, "I had noticed that her (R13's) 
weight was trending down. I also noticed that her 
TF (tube feeding) was decreased. Here are my 
recommendations to prevent further weight loss: 
Increase tube feeding to Glucerna 1.2 65 ml/hr 
continuous (hold 2 hours/day for ADLs) to better 
meet estimated energy needs. Monitor weights, 
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tube feeding tolerance, and labs as available."

The RD recommendations dated 10/31/23 and 
11/16/23 to increase R13's tube feeding to 65 
ml/hr was not followed until after another RD 
recommendation was received on 1/4/24 to 
increase the tube feedings to 65 ml/hr after R13's 
Medical Doctor V41 was notified of R13's 
continued weight loss. 

On 1/25/24 at 10:45 AM V2 provided a copy of a 
photocopied text message to V41, Medical Doctor 
(MD) dated 1/2/24 that documented, "(R13) 
receives tube feeding for nutrition. Was 183 now 
177, verified with second. Another message at 
1:30 PM documented, "The dietician to review. 
She shouldn't have weight loss with tube 
feeding." V2 stated this was V41's response to 
her notification of R13's weight loss and she 
notified the RD of the need to review R13 for 
weight loss. V2 stated she could not find any 
other notifications that V41 had been notified of 
R13's weight loss prior to this date. 

R13's Electronic Medical Record was reviewed 
for weights. R13's weights were documented as: 
7/23 (195#); 8/8/23 (192#); 9/12/23 (191#); 
10/3/23 (197#); 11/4/23 (189#), 12/23/23 (183#), 
and 1/4/23 (177#).  These weights represent R13 
having a 4% weight loss in one month, and 10% 
weight loss (significant) at both 3 and 6 months. 

On 1/23/24 at 4:10 PM V3, Assistant Director of 
Nursing (ADON) provided R13's reweight taken 
just now as 176.4#.

On 1/24/24 at 9:00 AM V2 stated they just got a 
new dietician, so she does not know if she is 
aware of R13's additional weight loss. V2 stated 
she does not know why R13 was not weighed in 
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December as she is just learning the electronic 
system. V2 stated when tube feeding is running 
using a generic bag for the formula, the bag 
should be labeled with the date and time it was 
hung and the name of the formula should be 
included since there is no label on a bottle with 
this information. 

On 1/25/24 at 9:06 AM V41, MD, stated he was 
looking back in his notes/emails from the facility 
and does not see where the facility notified him 
that R13 continued to lose weight. V41 stated he 
would expect the facility to notify him of changes 
and recommendations from the Registered 
Dietician and would not expect a resident who is 
consistently receiving tube feeding to have 
significant weight loss. 

On 1/25/24 at 11:10 AM V2 stated she does have 
documentation of some of R13's weekly weights 
and provided paperwork. She also provided a 
copy of emails to V41 dated 1/2/24 when facility 
reported R13's weight loss to him. V2 also 
provided documentation of assessment by RD 
dated 1/4/24 that recommends increasing tube 
feeding to Glucerna 1.2 to 65 ml/hr continuous 
(hold 2 hours/day for ADLs) to better meet 
estimated energy needs. Monitor weights, tube 
feeding tolerance, and labs as available. Writer 
asked V2 if she was aware that the dietician had 
recommended these changes on 10/31/23 and 
again on 11/16/23 and it was not done. V2 stated 
she was not aware of those recommendations. 

The facility's policy, Weight Assessment and 
Intervention, revised September 2008, 
documents, "The multidisciplinary team will strive 
to prevent, monitor, and intervene for undesirable 
weight loss for our residents. 1. The nursing staff 
will measure resident weights on admission, the 
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next day, and weekly for two weeks thereafter. If 
no weight concerns are noted at this point, 
weights will be measured monthly thereafter. 3. 
Any weight change of 5% or more since the last 
weight assessment will be retaken the next day 
for confirmation. If the weight is verified, nursing 
will immediately notify the Dietitian in writing. 
Verbal notification must be confirmed in writing. 5. 
The Dietitian will review the unit Weight Record 
by the 15th of the month to follow individual 
weight trends over time. Negative trends will be 
evaluated by the treatment team whether or not 
the criteria for "significant" weight change has 
been met. 6. The threshold for significant 
unplanned and undesired weight loss will be 
based on the following criteria [where percentage 
of body weight loss = (usual weight - actual 
weight) / (usual weight) x 100]:
a. 1 month - 5% weight loss is significant; greater 
than 5% is severe.
b. 3 months - 7.5% weight loss is significant; 
greater than 7.5% is severe.
c. 6 months - 10% weight loss is significant; 
greater than 10% is severe.
2. The Physician and the multidisciplinary team 
will identify conditions and medications that may 
be causing anorexia, weight loss or increasing 
the risk of weight loss. For example: f. Increased 
need for calories and/or protein; h. Fluid and 
nutrient loss.
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