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Statement of Licensure Violations:
(10f2)

300.6102a)

300.1210b)

300.1210d)3)5)
300.1220b)2)3)

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 mentA
Nursing and Personal Care Stateme nt‘ ofmaldll re Violah

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

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.

5)A regular program to prevent and treat pressure
sores, heat rashes or other skin breakdown shall
be practiced on a 24-hour, seven-day-a-week
basis so that a resident who enters the facility
without pressure sores does not develop
pressure sores unless the individual's clinical
condition demonstrates that the pressure sores
were unavoidable. Aresident having pressure
sores shall receive treatment and services to
promote healing, prevent infection, and prevent
new pressure sores from developing.

Section 300.1220 Supervision of Nursing
Services

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

2) Overseeing the comprehensive assessment of
the residents’ needs, which include medically
defined conditions and medical functional status,
sensory and physical impairments, nutritional
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status and requirements, psychosocial status,
discharge potential, dental condition, activities
potential, rehabilitation potential, cognitive status,
and drug therapy.

3)Developing an up-to-date resident care plan for
each resident based on the resident's
comprehensive assessment, individual needs

and goals to be accomplished, physician's orders,
and personal care and nursing needs.

Personnel, representing other services such as
nursing, activities, dietary, and such other
modalities as are ordered by the physician, shall
be involved in the preparation of the resident care
plan. The plan shall be in writing and shall be
reviewed and modified in keeping with the care
needed as indicated by the resident's condition.
The plan shall be reviewed at least every three
months.

These Requirements were Not Met evidenced by:

Based on observation, interview, and record
review, the facility failed to provide incontinence
care as needed and in according to the plan of
care for two residents (R8 and R9) reviewed for
incontinence care. Also, the facility failed in
multiple failures related to their Wound Care
protocol, including: failure to foliow the
interventions they put in place for a resident to
promote healing and prevention of the worsening
of a pressure wound by not monitoring the skin
daily, per shift; not conducting and documenting
shower/bath skin audits; not establishing turning
and repositioning schedule for resident
dependent on staff for bed mobility and not
including the schedule as part of the residents’
plan of care, failed to use low air loss mattress

with the correct settings for the resident and with
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multiple layers of padding; failed to prevent a
resident from developing a new facility-acquired
pressure ulcer (R9); and failing to refer a resident
to the facility's wound care specialist in a timely
manner once a wound was identified as a Stage
llwound and/or once the wound was
deteriorating (R7). This failure affected three of
three (R7, R8, and R9) reviewed for pressure
ulcers and resulted in R9 developing a
facility-acquired, Stage 2, sacral pressure ulcer
and R7's wound progressing to Stage 4 and
being hospitalized with Fournier's gangrene,
requiring emergent surgical intervention.

Findings include:

R7is a 76 year old female admitted to the facility
on 11/18/21 from local hospital for physical and
occupational therapy. R7 has medical diagnoses
that include (but not limited to): Type 2 Diabetes
Mellitus, Pressure Ulcer of Sacral Region, Stage
2, End Stage Renal Disease, Difficulty in Walking,
Cognitive Communication Deficit, Muscle
Wasting and Atrophy, and Dementia.

Progress note dated 12/22/2021 14:08
documents that R7 was admitted to local hospital
for rapid heart rate and shortness of breath.

Hospital record documents that R7 was admitted
on 12/22/2021 with diagnosis of acute respiratory
failure with hypoxia (HCC), with chief complaint of
shortness of breath and rapid heart rate.

Hospital Admission History & Physical (includes):
InER, found to be septic, elevated LA (lactic
acid), WBC's (white blood cells), UA (urinalysis)
positive for UTI (urinary tract infection) ...
(Objective Assessment) SKIN: sacral wound with
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fecal contamination limiting exam, minimal
periwound erythema, +ttp ... ASSESSMENT -
Sepsis - differential includes UTI and wound
infection, c/n exclude pulmonary source or C.diff
...Sacral wound infection. ED notes continue to
include: Per radiologist, the patient has red flags
of Fournier's gangrene (infection in the scrotum,
which includes the area between the anus and
wlva; with dead/dying tissue). ED physician note
(12/22/2021 9:56PM) includes, "I explained the
gravity of the situation and the patient may spend
many days in intensive care unit and may never
come off of the ventilator. | explained her other
comorbidities put her at serious risk for significant
complication including death. The husband
understood all of this and gave consent to me
over the phone which was then confirmed by
other staff members. We will proceed urgently to
the emergency room for wide debridement of the
perineum. CT Abdomen and Pelvis, 1. Extensive
soft tissue gas within visualized perineum, left
greater than right, and extending superiorly into
the left ischiorectal fossa and posterior to the
coccyx and compatible with sequela of acute of
acute Fournier gangrene. Urgent surgical
consultation management is recommended. 3.
Large amount of fecal material in the rectum with
associated mild rectal wall thickening and
presacral edema and indicative of fecal impaction
with associated stercoral colitis (occurs when a
patient has chronic constipation leading to
stagnation of fecal matter).

Operative Report reads: Date of Procedure:
12/22/2021, Pre-operative Diagnosis: perineal
abscess, Post-operative Diagnosis: perineal
abscess, Procedure(s): Wide local debridement
of sacral decubitus ulcer and associated abscess
incision and drainage ...Procedure ...The patient
has a decubitus ulcer that measures
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| removed a lot of the fascia on top of the bone

| cautery. On the CT, we knew the patient had

| 11/19/21, admission facility skin breakdown

Continued From page 5

approximately 10 cm in diameter. We debrided
all the necrotic skin, subcutaneous fat, and
necrotic muscle down to the bone itself. We

using sharp scissors or cautery. This excisional
debridement was done until we could go no
further and the hemostasis was achieved with

abscesses tracking on either side of the anus and
tracking toward the labia. These areas both had
crepitus. We opened both sides with cautery and
purulent fluid was expressed. We obtained
cultures. We achieved hemostasis at these new
counter incisions and easily tracked and
connected to the main decubitus ulcers.

assessment for R7 documented R7 was at risk
for skin breakdown (Braden score 16).

Physician Progress Note [written by V34 (Doctor)]
dated 11/26/2021 at 19:31 includes under "Plan:
..3. Evaluate patient for falls and skin ulcer
prevention by the nurse and implement protocol.”

Care plan includes:

Focus: (R7) has dx of Diabetes Mellitus (Date
Initiated: 11/30/2021)

interventions: Check skin when assisting with
ADLS (Date Initiated: 11/30/21)

Focus: (R7) is AOx3, Incontinent of B/B, with
decreased mobility. (R7) has an actual
impairment to skin integrity and is at risk for
further breakdowns based on a BRADEN Score
of 16 AND related to PMHX of HLD, DM Type 2,
HTN, GOUT, UNSTEADY GAIT, HX Pressure
injury, Anemia. Coccyx: Pressure Ulcer (Date
Initiated: 11/19/2021)

interventions:

S§9999
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- Evaluate and monitor for pressure ulcer
potential, review profile quarterly (@ 3 months)
and PRN (as needed). {Date Initiated:
11/19/2021)

- right buttock: cleanse with normal saline,
apply medicated ointment & cover with dressing
as prescribed. (Date Initiated: 11/19/2021)

- 8Kkin check Q Shift. Pay special attention to
bony prominences. Assess skin during bath and
routine care. (Date Initiated: 11/19/2021)

- skin inspection: The resident requires skin
inspection. Observe for redness, open areas,
scratches, cuts, bruises and report changes to
the Nurse. (Date Initiated: 11/19/2021)

Progress Note [written by V12 (Nurse
Practitioner)] dated 12/2/2021 at 10:35 includes,
“A/P: #11 At risk for skin breakdown, Plan;
Because of her decreased mobility, she is at risk
for skin breakdown. Her skin should be monitored
daily and be kept clean and dry. Plan was
discussed with pt's nurse.”

1/19/22 at 1:15pm, V45 (Family Member) stated,
(R7) expired on January 13, 2022. V45 stated,
after R7 was discharged from the hospital she
went to a different long term care facility. When
asked (R7's) cause of death, V45 stated, (R7)
never really cleared the infection

1/19/22 at 3:10pm V33 (Wound Care Doctor)
said, | am in the facility every Wednesday at
6:00am. | saw R7 on 12-15-2021, she had a
stage 4 wound to the sacral area. | do not have
any idea why | was not consulted as sgon as the
patient was admitted on 11-18-2021, | cannot tell
you the wound was better or worse, since | only
saw her on two different occasions, but the
patient was in the building for several weeks
before. V33 was made aware R7 was sent to the
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hospital on 12-22-22, the same day he saw her,
and his description and wound measurements
were significantly different than the assessment
from the ER. V33 stated, | did not measure the
wound, the nurse was the one responsible for the
measurements. | just copy her measurements. |
remember telling them they need to change the
staging of the wound from stage 3 to stage 4
because the wound had necrotic tissue. | do not
remember if the wound had any signs of infection.
The one that referred the patients to me is the
wound care coordinator, she gives me a list every
Wednesday when | come into the building.

1/20/22 at 1:30pm V29 (Registered Nurse/Wound
Care Nurse) said, | do not remember the patient
(R7). 1 do not recall how the wound was, (looking
atthe picture of R7's wound). |do not recall (R7)
wound. | see |did an admission and |
documented the patient had an open area. | do
not remember if it was getting better or worse. |
did the assessment, took the pictures and
reported to the coordinator (V32, Previous
Wound Care Coordinator) and the full time wound
care nurse (V28, Wound Care Nurse/LPN).

1/20/22 at 3:30 PM V28 (Wound Care
Nurse/LLPN} is the former wound care nurse and
said, | left the facility at the end of November
2021. 1 do remember R7, she was a
hemo-dialysis patient that had a big wound to the
sacral area. | told the wound care manager the
patient needed to be seen by the wound care
doctor because the wound was getting worse.
The husband was very involved with her care. |
remember [ did not do R7's admission, otherwise
I would have called R7's husband and let him
know that she came to the facility with a wound
and describe how the wound looked. | would
have put R7 for V33 (Wound Care Doctor) to see
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her immediately before the wound deteriorated.
The wound doctor (V33) comes every
Wednesday in the morning at 6am. | would have
completed the admission by putting an order for
turning and repositioning, nutritional supplements
such as Vitamin C, Zinc, Juven, Pro-stat AWC, a
low air loss mattress, and laboratory tests to see
how the albumin level is and a referral to the
registered dietitian for further recommendations.
The manager was responsible for referring any
wounds to the doctor; we do not have any criteria
to follow but definitely stage 3, 4, DTI (Deep
Tissue Injury), and unstageable wounds are
definitely a must to be seen by the wound care
doctor.

1/21/22 at 8:00am V32 (Wound Care
Coordinator/LPN) said, | was the wound care
coordinator at the facility for 4 months, | left at the
end of December 2021. | remember R7, the
patient was totally dependent on staff for all ADL's
(activities of daily living), she was incontinent, had
dialysis on Monday, Wednesday, and Friday. |
know the husband was present when we were
doing the patient wound care. | do not remember
if I spoke to him about the wound and how it was
doing. | remember R7 was on my list to be seen
by the wound care doctor but she was in dialysis.
| do not remember if | documented in R7's file. |
know the patient wound was a stage 2 when she
was admitted but when V33 (Wound Care
Doctor) saw her the wound was stage 4. The
wound had developed necrotic tissue while at the
facility, a sign the wound was deteriorating
compared to the admission wound.

01/21/22 at 1:47pm, V4 (CNA/Staffing
Coordinator) stated, the CNA's do skin checks on
all residents daily and on every shift. They do it
every shift because things can change from one

inois Department of Public Health
TATE FORM el IVZP11 If continuation sheet 9 of 40




PRINTED: 03/27/2022

o ) FORM APPROVED
Illinois Department of Public Health
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
C
1L6007322 B. WING 01/23/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
10124 SOUTH KEDZIE
AVANTARA EVERGREEN PARK
EVERGREEN PARK, IL 60805
(X4) ID 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 APPROPRIATE DATE
DEFICIENCY)
$9999| Continued From page 9 $9999

shift to the next. If the CNA finds something, then
they are to notify the nurse. Once the skin
checks are done and showers given, the shower
sheet is filled out and if there are any new areas
of concern it is documented on the shower sheet.
When asked what the circled areas are on the
sheet with "Treatment" written next to it, V4
stated, means that the area is covered because
of a treatment of some sort (wounds, etc.) and
they don't remove that when providing care. The
CNA's should also document in the EMR
(electronic medical record system).

On, 1/21/22 at 2:35pm, V36 (RN) was asked
about the condition of R7's wound. R7 stated
she did not remember this resident or the
condition of the wound. However, R7 stated in
general, when doing wound care, she observes
for any issues with the wound, like dark in color,
pain, and it if looks infected. Signs of infection
would be pus, green color, warm to touch. V36
was shown a photo from R7's wound
documentation in the facility's EMR {electronic
medical record) dated 12/14/21 and was asked to
describe the wound that she saw in the photo,
V36 stated, | would have notified the doctor
because it does look like there are signs of
infection and the tissue along the edges looks
necrotic and there is slough - but | don't
remember doing the treatment on this resident
and 1 don't remember this wound.

1/21/22 at 2:47pm, V37 (RN) stated, | don't
remember this resident and | don't remember this
wound but if my name is on the TAR, that means
that | did the treatment. When | do a treatment, |
look for drainage, odor, pain, changes if I've seen
it before, and how the resident tolerates the
procedure. | notify the MD of any changes and
inform the family. | also notify the MD if there is
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any infection, if the wound is not healing, if there
is pain, and if it looks like the current treatment is
not working. V37 was shown a photo from R7's
wound documentation in the facility’s EMR
(electronic medical record) dated 12/14/21 and
was asked to describe the wound that she saw in
the photo, V37 stated, looking at this wound | can
see there is slough and necrotic tissue around the
edges. It looks like it's starting to get infected. |
would notify the doctor about this and | would
have documented it. But again, | don't remember
this resident.

1/21/22 at 4:10pm V34 (Doctor/Medical Director)
said, | do remember R7, but | am not in front of a
computer to give you full details. | saw the patient
but the wound care assessment is done by the
wound care team and the wound care doctor.
V34 was asked if he had considered referring the
patient to the wound doctor since he had wound
orders in place for almost a month and the wound
was deteriorating, V34 stated, | was never
informed the wound was deteriorating. | give my
orders based on the report and information that
the wound nurse reports to me. ! do not
remember seeing the wound. If the nurses were
to report the wound was not improving or getting
worse or infected, | would start antibiotics, order
laboratory tests, and make sure the wound doctor
sees the patient for further recommendations. If
the dietitian recommends any supplements | do
not have any problem giving the order to improve
the healing process.

01/21/22 at 4:20pm, V2 (DON) stated
showers/baths are given twice a week and as
needed. When residents are showered, the CNA
completes the Shower Sheet/Skin Audit Form.

1/21/22 at 4:37pm, V38 (Dietician) stated, she
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