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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 shali 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 300.696 Infection Prevention and Control
b) Written policies and procedures for
survelllance, investigation, prevention, and control
of infectious agents and healthcare-associated
infections in the facllity shall be established and
followed, including for the appropriate use of
personal protective equipment as provided in the
Centers for Disease Control and Prevention ‘s
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Guideline for Isolation Precautions, Hospital
Respiratory Protection Program Toolkit, and the
Occupational Safety and Health Administration's
Respiratory Protection Guidance. The policies
and procedures must be consistent with and
include the requirements of the Contro! of

Communicable Diseases Code, and the Control

of Sexually Transmissible Infections Code.

d) Each facility shall adhere to the following
guidelines and toolkits of the Centers for Disease
Control and Prevention, United States Public
Health Service, Department of Health and Human
Services, Agency for Healthcare Research and
Quality, and Occupational Safety and Health
Administration (see Section 300.340):

6) Guideline for Isolation Precautions:
Preventing Transmission of Infectious Agents in
Healthcare Settings

13) Interim Infection Prevention and
Control Recommendations to Prevent
SARS-CoV-2 Spread in Nursing Homes
f) Infectious Disease Surveillance Testing
and Qutbreak Response

2) Each facility shali conduct testing of
residents and staff for the control or detection of
infectious diseases when:

A) The facility is experiencing an
outbreak; or
B) Directed by the Department or the

certified local health department where the
chance of transmission is high, including, but not
limited to, regional outbreaks, epidemics, or
pandemics. For the purposes of this Section,
"outbreak” has the same meaning as defined in
the Control of Communicable Diseases Code.

4) Upon confirmation that a resident,
staff member, volunteer, student, or student
intern tests positive with an infectious disease, or
displays symptoms consistent with an infectious

disease, each facility shall take immediate steps
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to prevent the transmission by implementing
practices that include but are not limited to
cohorting, isolation and quarantine,
environmental cleaning and disinfecting, hand
hygiene, and use of appropriate personal
protective equipment.

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.

These requirements are not met as evidenced by:

Based on observation, interview, and record
review, the facility failed to ensure the facility's
COVID-19 (Coronavirus Disease 2019) Infection
Prevention and Control Program policy was
followed, failed to screen all staff for COVID-19
symptoms before the start of their scheduled
shifts, filed to remove symptomatic employees
from work immediately, failed to test and
quarantine employees who had symptoms of
COVID-19 immediately, failed to offer and
administer all required boosters for the
Pfizer-BioNTech and Moderna COVID-19
{Coronavirus Disease 2019) vaccinations to
maintain these residents up to date, and failed
isolate residents who were unvaccinated or not
up to date with the COVID-19 vaccination
immediately after exposure to COVID-19 positive
employees. These failure affected 24 of 24
residents (R4, R7, R12, R20, R22, R26, R38,
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R45, R49, R51, R63, R64, R72, R83, R85, R87,
R88, R90, R91, R93, R94, R100, R107, R256)
reviewed for COVID-19 infection control
procedures in the sample of 60. These failures
resulted in numerous symptomatic COVID-19
positive staff working directly with residents,
resulting in an outbreak of COVID-19 within the
facility and 24 residents developing symptomatic
COVID-19 (a severe acute respiratory syndrome).

Findings include:

The CDC COVID-19 Data Tracker, dated 8-29-22
through 9-6-22, documents COVID-19
Community Level of contracting COVID-19 as
High for Adams County lilinois (the county the
facility is within).

1. R88's Face Sheet, dated 6-30-22, documents
R88 is an 81-year-old, with the diagnoses of
Dysphagia, Acute Respiratory Disease, Anemia,
Hypertension, and Dementia without Behavioral
Disturbance.

R88's Progress Notes, dated 6-22-22, document,
"Unit: Foose Center. (R88) having symptoms of
coughing, clear nasal drainage, and complaints of
sore throat, and having weakness. Negative
COVID test and us (the facility) sending off a
PCR COVID test. Doctor gave orders for
Mucinex and Tussin."

R88's COVID-19 Antigen Test, dated 6-23-22,
documents R88 tested positive for COVID-19.

2. R26's Face Sheet, dated 8-25-16, documents
R26 is a 79-year-old, with the diagnoses of
Alzheimer's Disease, Abnormal Weight Loss,
Major Depression, Restlessness and Agitation,
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and Primary Weakness.

R26's COVID-19 Antigen Test, dated 6-26-22,
documents R26 tested positive for COVID-19.

R26's Progress Notes, dated 6-27-22 at 3:.05 PM,
document R26 developed symptoms of a runny
nose and cough.

3. R91's Face Sheet, dated 10-28-21, documents
R91 is a 72-year-old, with the diagnoses of
Dementia without behavioral disturbance, Muscle
Weakness, Congestive Heart Failure, Stage four
Chronic Kidney Disease, Anemia, Malignant
Neoplasm (Cancer) of the right lung, Type Il
Diabetes Mellitus, Cardiac Pacgmaker, and
Obesity. '

The facility's COVID-19 Positive Log documents
R91 resided on the Foose Center hallway, and
developed symptoms of COVID-19 on 6-26-22 of
loose stools and malaise, and tested positive for
COVID on 6-26-22.

R91's COVID-19 Antigen Test, dated 6-26-22,
documents R91 tested positive for COVID-19,

4, R20's Face Sheet, dated 34-22, documents
R20 is a 92-year-old, with the diagnoses of
Hypertension, Muscie Weakness, Alzheimer's
disease, and Cognitive Deficit.

The facility's COVID-19 Positive Log documents
R20 resided on the Foose Center hallway, and
developed symptoms of COVID-19 on 6-26-22 of
a cough and congestion, and tested positive for
COVID-19 on 6-26-22.

R20's COVID-19 Antigen Test, dated 6-26-22,
documents R20 tested positive for COVID-19.
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5. R72's Face Sheet, dated 12-13-18,
documents R72 is a 93-year-old, with the
diagnoses of Anemia, Major Depression
Dementia with behavioral disturbance,
Congestive Heart Failure, Chronic Atrial
Fibriliation, and Nutritional Deficiency.

The facilities COVID-19 Positive Log documents
R72 resided on the Foose Center hallway, and
developed symptoms of COVID-19 on 8-27-22 of
diarrhea and non-productive cough, and tested
positive for COVID-19 on 6-27-22.

R72's COVID-19 Antigen Test, dated 6-27-22,
documents R72 tested positive for COVID-19.

6. R45's Face Sheet, dated 2-19-18, documents
R46 is a 79-year-old, with diagnoses of
Aizheimer's Disease, Chronic Pain, Anxiety, and
Hyperiipidemia.

The facilities COVID-19 Positive Log documents
R45 resided on the Foose Center hallway, and
developed symptoms of COVID-19 on 6-27-22 of
runny nose and non-productive cough, and tested
positive for COVID-19 on 6-27.22.

R45's COVID-19 Antigen Test, dated 6-27-22,
documents R45 tested positive for COVID-19.

7. R7's Face Sheet, dated 1-2-19, documents R7
is a 90-year-old, with the diagnoses of
Alzheimer’s Disease, Anxiety, Fatigue,
Dysphagia, Major Depressive Disorder, Chronic
Pain, Hypertension, Muscle Weakness, and
Cardiac Pacemaker.

The facilities COVID-19 Positive Log documents
R7 resided on Foose Center hallway, and
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developed symptoms of COVID-19 on 6-27-22 of
cough, and tested positive for COVID-19 on
6-27-22. : -

R7's COVID-19 Antigen Test, dated 6-27-22,
documents R7 tested positive for COVID-19.

8. R64's Face Sheet, dated 6-16-17, documents
R64 is a 92-year-old, with the diagnoses of Heart
Failure, Muscle Weakness, Anemia,
Neuromuscular Dysfunction, Hypertension, and
Epilepsy.

The facilities COVID-19 Positive Log documents
R64 resided on Eastbrook Lane, and tested
positive for COVID-19 on 6-27-22,

R64's COVID-19 Antigen Test, dated 6-27-22,
documents R64 tested positive for COVID-19.

9. R22's Face Sheet, dated 12-08-21,
documents R22 is an 82-year-old, with diagnoses
of Dementia without behavioral disturbance,
Parkinson's disease, Hypertension, Cerebral
infarction, Mixed Hyperlipidemia, and Lack of
coordination.

The facilities COVID-19 Positive Log documents
R22 resided on Eber Gardens hallway, and
developed symptoms of COVID-19 on 6-29-22 of
body aches, and tested positive for COVID-19 on
6-29-22.

R22's COVID-19 Antigen Test, dated 6-29-22,
documents R22 tested positive for COVID-19.

10. R107's Face Sheet, dated 7-15-21,
documents R107 is an 89-year-old, with
diagnoses of Anemia, Dementia without
behaviorat disturbance, Hypertension,
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Nonrheumatic aortic valve stenosis, and Type 2
Diabetes.

The facilities COVID-19 Positive Log documents
R107 resided on Eber Gardens hallway, and
developed symptoms of COVID-19 on 7-05-22 of
cough and sneezing, and tested positive for
COVID-19 on 7-05-22.

R107's COVID-19 Antigen Test, dated 7-05-22,
documents R107 tested positive for COVID-19.

11. R63's Face Sheet, dated 6-09-22, documents
R63 is a 90-year-old, with a diagnoses of
Hemiplegia and hemiparesis following cerebral
infarction affecting right dominating side, Cerebral
infarction, Hypertension, Muscle weakness, and
Chronic Kidney Disease.

The facilities COVID-19 Pesitive Log documents
R63 resided on Eber Gardens hallway, and tested
positive for COVID-19 on 7-07-22.

R63's COVID-19 Antigen test, dated 7-06-22,
documents R63 tested positive for COVID-19.

12. R256's Face Sheet, dated 6-22-22,
documents R256 is an 85-year-old, with
diagnoses of Cerebral infarction, Chronic kidney
disease, Muscle weakness, Type 2 diabetes
mellitus, and Hyperlipidemia.

The facilities COVID-19 Positive Log documents
R256 resided on Eber Gardens hallway, and
developed symptoms of COVID-19 on 7-05-22 of
cough and congestion, and tested positive for
COVID-19 on 7-07-22.

R256's COVID-19 Antigen Test, dated 7-07-22,
documents R256 tested positive for COVID-19.
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13. R51's Face Sheet, dated 4-20-21,
documents R51 is a 90-year-old, with diagnoses
of Hyperlipidemia, Muscle weakness, Dementia
without behavioral disturbance, and Anemia.

The facilities COVID-19 Positive Log documents
R51 resided on Foose Center haliway, and
developed symptoms of COVID-19 on 7-05-2022
of being fatigued and confused, and tested
positive for COVID-19 on 7-08-2022.

R51's COVID-19 Antigen test, dated 7-07-22,
documents R51 tested positive for COVID-19.

14. R49's Face Sheet, dated 4-13-21,
documents R49 is an 82-year-old, with diagnoses
of Parkinson disease, Dementia without :
behavioral disturbance, Muscle weakness, and
Polyneuropathy.

The facilities COVID-19 Positive Log documents
R49 resided on Eber Gardens hallway, and
developed symptoms of COVID-19 on 7-09-2022
of confusion, runny nose, weakness, and fatigue,
and tested positive for COVID-19 on 7-09-22.

R49's COVID-19 Antigen Test, dated 7-9-22,
documents R49 tested positive for COVID-19.

15. R83's Face Sheet, documents R83 is a
92-year-old, with diagnoses of Chronic
obstructive pulmonary disease, Dementia without
behavioral disturbance, Malignant neoplasm of
the breast, Polyneuropathy, Hypertension, Heart
failure, and Hyperlipidemia.

The facilites COVID-19 Positive Log documents
R83 resided on Anna Brown hallway, and
developed symptoms of COVID-19 on 7-13-2022
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of congestion and fever, and tested positive for
COVID-19 on 7-14-22.

R83's COVID-19 Antigen Test, dated 7-14-22,
documents R83 tested positive for COVID-19.

16. R100's Face Sheet, dated 7-15-2021,
documents R100 is an 89-year-old, with
diagnoses of Dementia without behavioral
disturbance, Type 2 diabetes mellitus,
Hypertension, Anemia, Aizheimer's disease, and
Hyperlipidemia.

The facilities COVID-19 Positive Log documents
R100 resided on Anna Brown hallway, and
developed symptoms of COVID-19 on 7-16-22 of
cough, nausea, and not feeling well, and tested
positive for COVID-19 on 7-16-22.

R100's COVID-19 Antigen Test, dated 7-16-22,
documents R100 tested positive for COVID-19.

17. R38's Face Shest, dated 6-21-22,
documents R38 is a 77-year-old with diagnoses
of Hypothyroidism, Malignant neoplasm of lung,
Muscle weakness, Transient cerebral ischemic
attack, Type 2 diabetes mellitus, Hyperlipidemia,
and Dementia without behavioral disturbance.

The facilities COVID-19 Positive Log documents
R38 resided on Anna Brown hallway, and
developed symptoms of COVID-19 on 7-16-22 of
sore throat and congestion, and tested positive
for COVID-19 on 7-16-22.

R38's COVID-19 Antigen Test, dated 7-16-22,
documents R38 tested positive for COVID-19.

18. R4's Face Sheet, dated 1-23-20, documents
R4 is a 96-year-old with diagnoses of Chronic
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kidney disease, Acute kidney failure, muscle
weakness, Hypothyroidism, and Hypertension.

The facilities COVID-19 Positive Log documents
R4 resided on Anna Brown hallway, and
developed symptoms of COVID-19 on 7-19-22 of
hoarseness and cough, and tested positive for
COVID-19 on 7-19-22.

R4's COVID-19 Antigen Test, dated 7-19-22,
documents R4 tested positive for COVID-19.

19. R85's Face Sheet, dated 7-30-21, documents
R85 is an 87-year-old, with the diagnoses of
Hypokalemia, Diabetes mellitus, Muscle
weakness, Cardiac arrhythmia, Hemiplegia,
Hypertension, and Hyperlipidemia.

The facilities COVID-19 Positive Log documents
R85 resided on Anna Brown hallway, and
developed symptoms of COVID-19 on 7-19-22 of
runny nose and fatigue, and tested positive for
COVID-19 on 7-19-22,

R85's COVID-19 Antigen Test, dated 7-19-22,
documents R85 tested positive for COVID-19.

20. R12's Face Sheet, dated 9-07-21,
documents R12.is a 73-year-old, with the
diagnoses of Malignant neoplasm of rectum,
Chronic ischemic heart disease, Iron deficiency
anemias, Muscle weakness, and Type 2 diabetes
Mellitus.

The facilities COVID-19 Positive Log documents
R12 resided on Eastbrook Lane hallway, and
developed symptoms of COVID-19 on 7-26-22 of
fever and diarrhea, and tested positive for
COVID-19 on 7-26-22.
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R12's COVID-19 Antigen Test, dated 7-26-22,
documents R12 tested positive for COVID-19.

21. R87's Face Sheet, dated 11-21-19,
documents R87 is a 98-year-old, with the
diagnoses of Cerebellar stoke syndrome,
Dementia without behavioral disturbance, Muscle
weakness, and Hypertension.

The facilities COVID-19 Positive Log documents
R87 resided on Eastbrook Lane hallway, and
developed symptoms of COVID-19 on 8-02-22 of
headache and nausea, and tested positive for
COVID-19 on 8-02-22.

R87's COVID-19 Antigen Test, dated 8-02-22,
documents R87 tested positive for COVID-19.

22. R93's Face Sheet, dated 8-03-22, documents
R93 is a 78-year-old, with the diagnoses of Iron
deficiency anemia, Hyperlipidemia, Parkinson's
disease, Anxiety, and Type 2 diabetes.

The facilities COVID-19 Positive Log documents
R93 resided on Eber Gardens hallway, and
developed symptoms of COVID-19 on 8-02-22 of
sore throat, and tested positive for COVID-19 on
8-03-22.

R93's COVID-19 Antigen Test, dated 8-03-22,
documents R93 tested positive for COVID-19.

23. R80's Face Sheet, dated 11-27-20,
documents R90 is a 94-year-old, with the
diagnoses of Dementia without behavioral
disturbance, Anxiety, Muscle weakness,
Hypertension, and Hypothyroidism.

The facilities COVID-19 Positive Log documents
R90 resided on Eastbrook Lane hallway, and
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developed symptoms of COVID-19 on 8-15-22 of
headache and cough, and tested positive for
COVID-19 on 8-15-2022.

R90's COVID-19 Antigen Test, dated 8-15-22,
documents R0 tested positive for COVID-19.

24. On 8-20-22 at 1:56 PM, R94 was sitting in a
contact isolation private room on the Sunny Dale
hallway. R94 stated, "l still do not feel the
greatest. | am still weak."

R84's Face Sheet, dated 8-24-22, documents
R94 is an 88-year-old ,with the diagnoses of
Dementia without behavior disturbance,
Hypertension, Muscle Weakness, Hyperlipidemia,
and Atrial fibrillation.

The facilities COVID-19 Positive Log documents
R94 resided on Eber Gardens hallway, and
developed symptoms of COVID-19 on 8-21-2022
of shortness of breath, and tested positive for
COVID-19 on 8-22-22.

R94's COVID-19 Antigen Test, dated 8-22-22,
documents R94 tested positive for COVID-19.

V5's (Registered Nurse/RN) Timecard Summary
documents V5 worked on the Foose Center
hallways froni 8:24 AM through 4:00 PM on
8-21-22, and 8:32 AM to 4:28 PM on 6-20-22.

The facility's COVID-19 Employee Tracking Log
documents V5 developed symptoms of
COVID-19 on 6-21-22 of a headache, runny
nose, cough, and fever, exposed the Foose
Center residents on 6-20-22 and 6-21-22, and did
not test for COVID-19 until 68-22-22.

V5's COVID-19 Antigen Testing form, dated
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6-22-22, documents V5 tested positive for
COVID-19 on 6-22-22 at 7:30 AM.

V6's (CNA/Certified Nursing Assistant) Timecard
Summary documents V6 worked on the Foose
Center hallways from 6:08 AM through 2:31 PM
on 6-21-22, and 6:06 AM through 10:12 AM on
6-23-22.

VB's COVID-19 Self Employee Screening, dated
6-21-22 and 6-23-22 at 6:00 AM, documents V6
had no signs/symptoms of COVID-19.

The facility's COVID-19 Employee Tracking Log
documents V6 developed symptoms of
COVID-19 on 6-21-22 of a cough, runny nose,
and cough, exposed the Foose Center residents
on 6-20-22, 8-21-22, and 6-23-22, and did not
test for COVID-19 until 6-23-22.

V6's COVID-19 Antigen Testing form, dated
6-23-22, documents V6 tested positive for
COVID-19 on 6-23-22 at 10:00 AM.

On 9-1-22 at 9:00 AM, V6 stated, " had a stuffy
nose and cough a few days before | tested
positive for COVID. | did take a rapid COVID
test, and it was negative. | did not know | had to
take a PCR test or quarantine while | had
symptoms. My supervisors did not tell me that |
could not work with symptoms."

V7's (LPN/Licensed Practical Nurse) Timecard
Summary documents V7 worked on the Eber
Gardens hallways from 6:24 PM through 9:13 PM
on 6-26-22.

The facility's COVID-19 Employee Tracking Log
documents V7 developed symptoms of
COVID-19 on 6-26-22 of fever and body ache,
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and exposed the Foose Center hallway residents
on 6-26-22.

V7's COVID-19 Antigen Testing form, dated
6-26-22, documents V7 tested positive for
COVID-19 on 6-26-22 at 7:30 PM.

On 9-1-22 at 11:15 AM, V3 (Assistant Director of
Nursing) stated, "(V7) did not complete a
pre-screening for COVID-19 symptoms before
her shift on 6-26-22."

V8's (Non-Certified Assistant) Timecard Summary
documents V8 worked on the Eber Gardens
haliways from 6:25 AM through 3:30 PM on
6-26-22, and 6:25 AM through 6:45 AM on
6-27-22. ;

V8's COVID-19 Self Employee Screening, dated
6-25-22, 6-26-22, and 6-27-22 at 6:30 AM,
documents V8 had no signs/symptoms of
COVID-19.

The facility's COVID-19 Employee Tracking Log
documents V8 developed symptoms of
COVID-19 on 6-24-22 of sneezing and body
aches, and exposed the Eber Gardens hallway
residents on 6-25-22 and 6-26-22.

V8's COVID-19 Antigen Testing form, dated
6-27-22, documents V8 tested positive for
COVID-18 on 6-27-22 at 6:50 AM.

On 9-1-22 at 1:30 PM, V8 stated, "l did work with
the residents on Eber Gardens while | was having
body aches and sneezing. | sneezed like 30
times, but did not think anything about it. |
thought it was allergies. | was never told to do a
PCR test or to quarantine until my symptoms
were gone."

. _ ) . FORM APPROVED
Itlinois Department of Public Health T
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 1 | » &1 DING: COMPLETED

1L6003685 e 09/08/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2130 HARRISON STREET
ITAN HOME
S = QUINCY, IL 62301
{(X4)10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROP RIATE DATE
: DEFICIENCY)
$9998( Continued From page 14 $9999

liinois Department _of Public Health

STATE FORM

FXCW11

If continuation sheet 15 of 26





































