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| resident to meet the total nursing and personal

initial Comments

Complaint Investigation: 2280001/IL141954
2280073/I1L142043

Final Observations

Statement of Licensure Violations:

300.1210b)
300.1210c)
300.1210d)2)3)4

300.1230e)
300.1810h)

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

care needs of the resident.

c) Each direct care-giving staff shall review and
be knowledgeable about his or her residents'
respective resident care plan.

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:
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2) All treatments and procedures shall be
administered as ordered by the physician.

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
futher medical evaluation and treatment shall be

| made by nursing staff and recorded in the

resident's medical record.

4) Personal care shall be provided on a 24-hour,
seven-day-a-week basis.

Section 300.1220 Supervision of Nursing
Services

b) The DON shall supervise and oversee the
nursing services of the facility, including:

7) Coordinating the care and services provided
toresidents in the nursing facility.

Section 300.1230 Direct Care Staffing

e) The facility shall schedule nursing personnel
so that the nursing needs of all residents are met.

Section 300.1810 Resident Record
Requirements :

' h) Treatment sheets shall be maintained

recording all resident care procedures ordered by
each resident's attending physician. Physician
ordered procedures that shall be recorded
include, but are not limited to, the prevention and
treatment of decubitus ulcers, weight monitoring
to determine a resident's weight loss or gain,
catheter/ostomy care, blood pressure monitoring,
and fluid intake and output.
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These requirements were not met as evidenced
by:

1.Based upon record review and interview the
facility failed to ensure that staff are aware of
resident assignments, failed to follow physician
orders by not monitoring vital signs every 4 hours,
and failed to address resident change in condition
for one of nine residents (R1) reviewed for
infection control. These failures resulted in R1's
not being monitored as ordered by physican and
(1/1/22) death.

Findings include;
R1 was 66 years old.

The (12/31/21) progress notes state R1's
(12/30/21) Covid test result was positive.

R1's (12/31/21) POS (Physician Order Sheets)
state monitor patient with Covid 19 diagnosis or
suspected Covid 19 for signs of clinical
deterioration, such as rapidly progressive
respiratory failure and sepsis. Monitor vital signs
(full vitals) every 4 hours for 14 days. Observe
for evidence of deterioration. Call medical
doctor/nurse practitioner as indicated.

On 1/13/22 at 2:14pm, R10 (R1's roommate)
stated on New Year's eve (2021) and New Year's
day (2022) the Nurse said she was the only nurse
on the floor, cause of the Covid a iot of nurses
called off." Surveyor inquired about R1's status
on or about 12/31/21 R10 responded "l (R10)
used to help him (R1) go out and smoke but
when they (staff) moved him (R1) in the room
(12/28/21) | didn't even recognize him (R1).
When he (R1) talked you couldn't even hear him
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he (R1) talked so soft. His (R1's) face was grey,
he looked like his skin sunk in like bones and
everything. They should have sent him (R1) to
the hospital. Every time he (R1) would call the
Nurses they would come in, turn his light off and
goaway. He couldn't talk and tell em what he
needed. The day before he died (12/31/21) she
(Nurse) didn't even come in the room for vital
signs or meds our door was closed all night. The
next day | (R10) called the nurse, told her
something was wrong with him and he was
dead.” R10's (11/23/21) BIMS (Brief Interview of
Mental Status) determined a score of 15
(cognitively intact).

R1's (1/1/22) Certificate of Death states death
occurred in a nursing home. Cause of Death
Novel Corona (Covid 19) Viral Infection. Time of
Death: 9:03am.

The (December 2021/January 2022) MARS
{Medication Administration Records) affirm that
R1's vital signs were last documented on
12/31/21 at 3:00pm therefore on 12/31/21
(7:00pm & 11:00pm) and 1/1/22 (3:00am &
7:00am) vital signs were not documented. R1's
vitals summary affirms no additional vital signs
were documented on or about aforementioned
dates as stated. [R2's Covid 19 monitoring
evaluations for 12/31/21 and 1/1/22 were entered
by V2 (DON/Director of Nursing) on 1/7/22,
approximately a week after he expired].

R1's progress notes state; (1/1/22) 8:36am, Upon
making morning rounds writer observed resident
unresponsive, pupils dilated, no pulse palpated
and no vital signs obtained. No response to
verbal or tactile stimuli. CPR (Cardiopulmonary
Resuscitation) initiated. 911 called. Paramedics
in facility take over CPR. Resident still no vital
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signs at this time. Paramedics informed writer
resident has expired.

On 1/18/22 at 11:19am, surveyor inquired about
R1’s (1/1/22) 7am-3pm status V9 (Licensed
Practical Nurse) stated "Upon coming onto shift |
was doing my rounds and | found him
unresponsive. He was laying on his stomach, he
was cold and his eyes was fixed. | checked for
vital signs there were none so | called a code blue
and initiated CPR (Cardiopulmonary
Resuscitation).”" Surveyor inquired why R1's
7:00am vital signs were not obtained V9
responded i started at like 8:30 cause they was
short a nurse so they asked me to come in."

On 1/18/22 at 11:42am, surveyor inquired about
the facility protocol for residents who acquired
Covid 19. V2 (DON) stated, "We put in orders for
vital signs and the monitoring." Surveyor inquired
where vital signs are documented V2 responded,
"They're documented on the MAR (Medication
Administration Record) they're also documented
in the monitoring tool for like a change in
condition. [t's under forms, Covid monitoring."
Surveyor inquired about the required frequency
for Covid monitoring V2 replied "Everyone (re:
Covid positive residents) should be having it
(referring to the electronic Covid 19 monitoring
evaluation) every shift." V2 subsequently
accessed R1's electronic Covid 19 Monitoring
Evaluations and affirmed that she (V2) entered
the (12/30/21, 12/31/21, 1/1/22) 7am-3pm
assessments however additional assessments
(for other shifts) were not documented. Upon
further inspection all aforementioned
assessments were entered on 1/7/22 ( a week

later).

On 1/19/22 at 10:02am, surveyor inquired about
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(Registered Nurse) stated "l was assigned to
rooms 201-214 he (R1) was assigned to
someone else." Surveyor inquired which nurse
R1 was assigned to V13 responded "I don't
remember."

R1 resided on the 2nd floor.

On 1/19/22 at 10:16am, V2 presented the 2nd
floor (12/31/21) 11pm-7am daily assignment
sheet (as requested) which states V13 was
assigned to rooms 201-230. Surveyor inquired if
V13 was assigned to the entire 2nd floor on
12/31/21 (11pm-7am) V2 stated "Yes." Surveyor
advised that V13 stated he was not assigned to
R1 on 12/31/21, therefore R1's assessments
were not documented on or about said date/time,
and R1's vital signs were not documented for 16
hours (prior to his death) which were supposed to
be monitored every 4 hours. V2 responded "|
know he told you that but he was the nurse
assigned for that night."

On 1/20/22 at 3:00pm, surveyor inquired about
potential harm to a Covid 19 positive resident if
not monitored for change in condition and/or vital
signs are not obtained as ordered. V14 (Medical
Director) responded, "If the vital signs are all
stable and the condition is the same than not
reporting to the Physician wouldn't cause any
harm but not reporting to the Physician that the
condition is different or the vital signs have
changed than the implications may be different
depending on the circumstance. Change in
condition can be anything it would depend on
what the vitals was. Not having vitals is not good,
we should have the vitals to make sure they are
stable. We can only assess the viability if they
{vital signs) are stable."
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R1's (12/31/21) status on the 11pm-7am shift V13
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The abuse prevention program (reviewed 1/2019)
includes; Neglect: means the failure of the facility,
its employees or service providers to provide
goods and services to a resident that are
necessary to avoid physical harm, pain, mental
anguish or emotional distress.

A

300.610c)2)
300.696a)
300.696b)
300.696¢)6)7)
300.1210b)
300.1210c)
300.1210d)2)3)4

Section 300.610 Resident Care Policies

c) The written policies shall include, at a
minimum the following provisions:

2) Resident care services, including physician
services, emergency services, personal care and
nursing services, restorative services, activity
services, pharmaceutical services, dietary
services, social services, clinical records, dental
services, and diagnostic services (including
laboratory and x-ray);

Section 300.696 Infection Control

a) Each facility shall establish and follow policies
and procedures for investigating, controlling, and
preventing infections in the facility. The policies
and procedures must be consistent with and
include the requirements of the Control of
Communicable Diseases Code, and the Control
of Sexually Transmissible Infections Code. Each
facility shall monitor activities to ensure that these

$§9999
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policies and procedures are followed.

b) A group, i.e., an infection control committee,
quality assurance committee, or other facility
entity, shall periodically review the results of
investigations and activities to control infections.

c) Each facility shall adhere to the following
guidelines and toolkits of the Center for infectious

' Diseases, Centers for Disease Control and

Prevention, United States Public Health Service,
Department of Health and Human Services, and
Agency for Healthcare Research and Quality

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

7) Guideline for Infection Control in Healthcare
Personnel

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.

c¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
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| made by nursing staff and recorded in the

| 1. Based upon observation, interview and record

 that all staff were mask fit tested, failed to ensure
| that all residents wear a mask while outside their

| to prevent the spread of infectious

Continued From page 8

and shall be practiced on a 24-hour,
seven-day-a-week basis:

2) All treatments and procedures shall be
administered as ordered by the physician.

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

resident's medical record.

4) Personal care shall be provided on a 24-hour,
seven-day-a-week basis.

These Requirements were not met as evidenced
by:

review the facility failed to ensure that all staff
wear required PPE (Personal Protective
Equipment) while in the building, failed to ensure

room, failed to ensure that contact/droplet
precaution signs were posted on all Covid 19
positive residents rooms, failed to ensure that
Covid 19 positive resident room doors were
closed, failed to ensure that PPE is
doffed/discarded prior to exiting isolation rooms
and/or quarantined areas, failed to ensure that
doffing stations/biohazard bins are located inside
the quarantined area, failed to ensure that all
Covid 19 positive residents were isolated from
asymptomatic residents and failed to maintain 6
feet social distancing (in the elevator) in an effort

microorganisms including COVID 19. These

$9999

nois Department of Public Health

TATE FORM

JOXM11 If continuation sheet 9 of 21




PRINTED: 03/27/2022

o ) FORM APPROVED
lllinois Department of Public Health
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
C
IL6004832 B. WING 01/26/2022

NAME OF PROVIDER OR SUPPLIER

SYMPHONY OF CHICAGO WEST

STREET ADDRESS, CITY, STATE, ZIP CODE

5130 WEST JACKSON BOULEVARD

CHICAGO, IL 80644

PROVIDER'S PLAN OF CORRECTION

failures resulted in a Covid 19 outbreak
throughout the facility on or about 12/20/21 which
affected 166 residents and 51 staff that tested
positive for Covid 19.

Findings include;
The (1/10/22) census includes 187 residents.

On 1/10/22 at approximately 1:00pm, surveyor
inquired if any residents in the facility are Covid
positive V1 (Administrator) affirmed there was a
recent Covid outbreak that affected 2nd, 3rd and
4th floor residents which are currently positive.
Surveyor inquired about the required PPE
(Personal Protective Equipment) for staff V1
stated "N95 and the face shields. Full PPE:
gloves, gown and N95 if we go into the rooms."

On 1/10/22 at 2:01pm, V5 (CNA/Certified Nursing
Assistant) was observed in the 4th floor hallway
wearing 2 surgical masks. Surveyor inquired why
an N95 mask was not in use V5 stated "I
sometimes feel like [ can't breathe with that one
on so | just put 2 masks on." Surveyor inquired if
V5 was mask fit tested V5 responded "I didn't get
fitted yet. | missed my day to get it fit so | guess
they'll do em again." The (1/10/22) log of current
Covid positive residents includes rooms 429 and
430 however there were no contact/droplet
precaution signs posted on and/or near either
door. Surveyor inquired if the residents in room
429 and/or 430 were Covid positive V5
responded "No, nobody told me they was
isolation.”

On 1/10/22 at 2:07pm, V6 (CNA) was observed in
the 4th floor hallway wearing 2 surgical masks.
Surveyor inquired which masks she (V6) was
wearing V6 stated "The regular mask.” Surveyor
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