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Initial Comments

Facility Reported Incident of October 19, 2021
IL140054

Final Observations

Statement of Licensure Violations:

300.610 a)
300.1210 b)

300.1210 d)1)
300.1210 d)3)
300.4040 a)1)
300.4040 a)5)

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
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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
nrsing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

3) Objective observations of changes in
aresident'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 300.4040 General Requirements for
Facilities Subject to Subpart S
a) The psychiatric rehabilitation services
program of the facility shall provide the following
services as needed by facility residents under
Subpart S:

1) 24 hours of continuous supervision,
support and therapeutic interventions

5) Crisis services

These requirements are not met as evidenced by:

Based on interview and record review, the facility
failed to follow their medication administration
practice to ensure medications are swallowed
after administering them for 1 of 3 residents (R1)
reviewed medication administration, and failed to
provide psychosocial interventions after a
resident verbalized feeling of being depressed.
This affected 1 of 3 residents (R1) reviewed for
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changes in mood and behaviors

These failures resulted in R1 informing the nurse
R1 was feeling suicidal and had self-administered
approximately 20 pills. R1 was assessed and
treated with Narcan for drug overdose and was
transported to the local hospital for further
treatment.

Findings include:

R1's facility face sheet shows R1 has diagnosis

of PTSD (Post-Traumatic Stress Disorder),
psychosis not due to substance or known
physiological condition, major depressive disorder
recurrent severe with psychotic symptoms,
suicidal ideations, hypertension, benign prostatic
hyperplasia, weakness and umbilical hernia.

R1's Nursing Facility Placement PAS/MH level 2
notice of determination, dated 1/08/2020, shows,
in part, the following information is a summary of
the findings of your pre-admission screen: special
services; professional observation ( MD/RN) for
medication monitoring, adjustment and
stabilization, instrumental activities of daily living
training/ reinforcement, mental health
rehabilitation activities, iliness self-management,
incentive program to improve participation in
treatments, community re-integration activities,
and substance use/abuse management.

R1 PAS/ Placement Assessment Summary,
dated 1/08/2021, shows "mental status and
presenting behaviors- confused, impaired
memory, confused, limited insight, delusional
thought process, average intelligence, patient
presented unkempt, his voice was appropriate his
gait was steady but walked slowly, he was
cooperative and at times made inappropriate
comments towards writer. He is disorganized in
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