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Initial Comments

Complaint Investigation 2222018/IL144612

Final Observations

Statement of Licensure Violations:

10f 2
300.510a)

Section 300.510 Administrator

a) There shall be an administrator licensed under
the Nursing Home Administrators Licensing and
Disciplinary Act (ill. Rev. Stat. 1987, ch. 111, par.
3651 et seq.) full-time for each licensed facility.

| The licensee will report any change in

administrator to the Department, within five days,
This REQUIREMENT is not met as evidenced by:

Based on interview, and record review, the facility
failed to employ a full time licensed Administrator.
This had the potential to affect all 74 residents
residing in the facility.

Findings include:

The Facility Assessment Tool, dated 3/15/22,
documents, "The facility uses various staff
members, healthcare providers, and medical
practitioners to provide the necessary support
and care for the residents:
Administration-Administrator.”

| The facility's Job Description Administrator, no

date available, documents, "The Administrator is
responsible for managing, planning, organizing,
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staffing, directing, coordinating, reporting,
budgeting and the physical management of the
facility, residents, and equipment in a way that the
purpose of the facility shall be maintained in
accordance with all established practices, polices,
laws, and applicable State Regulations."

On 3/10/22 at 8:30 a.m. upon entrance to the
facility, V1 (Regional Clinical Coordinator) and V3
(Regional Director of Operations) both stated V26

' (Former Administrator) is no longer in the position

as Administrator, and she now works the floor as
anurse as of this past Monday (3/7/22).

On 3/17/22 at 8:55 a.m., V1 and V3 both stated
there is currently no licensed Administrator
working in the facility.

The facility's CMS (Centers for Medicare and
Medicaid Services) Resident Census and
Conditions of Residents Form 672, dated 3/10/22
and signed by V5 (Care plan coordinator),
documents 74 residents reside in the facility.

(B)

20f2

| 300.610 a)

300.1210 b)
300.1210 d)6)
300.1220 b)2)
300.1220 b)3)
300.3240 a)

Section 300.610 Resident Care Policies
a) The facility shall have written policies and
procedures governing all services provided by the
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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.
Al nursing personnel shall evaluate residents to
see that each resident receives adequate
supervision and assistance to prevent accidents.

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
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include medically defined conditions and medical
functional status, sensory and physical
impairments, nutritional 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.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator,
employee or agent of a facility shall not abuse or
neglect a resident.

These requirements are not met as evidenced by:

| Based on observation, interview, and record

review, the facility failed to identify a resident at
high risk for elopement, failed to assess for the
safety of a newly admitted resident with a history
of delusional behavior, and failed to ensure a
resident room was free from accidents and
hazards for one of three residents (R1) reviewed
for elopement in the sample of 12. As a result of

' these failures, R1 attempted to exit seek from the

building and suffered a fall from a second floor
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' Assessment, dated 3/7/22, documents, "(R1)

| Indiana as she believed her brother was trying to

window resulting in Bilateral C2 (2nd Cervical
Vertebrae) Lamina fracture, T4 (Thoracic Lumbar
4)-3 Column Comminuted fracture, T8 (Thoracic
Lumbar 8) 3 Column fracture with dislocations,
Numerous Thoracic Spinous Process fractures,
Posterior Element fractures of T2-3, ASIA
(American Spinal Injury Association) A SCI
(Complete Spinal Cord Injury) at T8 (Thoracic
Lumbar Vertebrae 8), Sensory Level, leaving R1
paraplegic. R1 was also diagnosed Spinal Shock,
Paraspinal Hematoma, Right Hemothorax
(collapsed lung) requiring a Chest Tube, Left
sided 9th Rib fracture, Right sided 3rd, 5th-9th
Rib fractures, Left Pulmonary Contusions, and
Bilateral Pleural Fluid/Hemorrhages. These
failures have the potential to affect 11 residents
(R1, R3-12) that are at risk for elopement.

Findings include:

R1's Hospital Inpatient Psychiatry History &
Physical note, dated 2/22/22, documents,
"(Hospital) Admission date: 2/19/22. Reason for
hospitalization: Psychosis. Chief Complaint: ‘|
was hearing voices.' History of Present lilness
(HP!): Brought to the ED (Emergency
Department) with reports of ongoing disorganized
thinking, hallucinations, and was admitted for
further stabilization and safety.” The note also
documents, "Diagnosis: Schizoaffective disorder,
Bipolar type. Plan: Requires inpatient psychiatric
admission due to risk of self harm, for
stabilization and ongoing medication titration and
monitoring."

R1's PAS (Pre-Admission Screening) Leve! I

reported that in January 2022, (R1) ran away to
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R1's Nurses' Notes, dated 3/8/22 at 3:30 p.m.,
documents, "Arrived to facility via facility
transport. (R1) was admitted from hospital
behavioral health. Alert to person, place,
time-unable to tell me date of birth and gave
incorrect name for daughter. Primary diagnosis of
Psychosis, Bipolar, Schizoaffective. Admitted to
hospital for auditory delusions, visual
haliucinations, and increased paranoid thoughts.
Per (V13, R1's Power of Attorney)-(R1) was
scared to be alone at home and was unsafe and
trying to *flee’ with her belongings and car. Goal
for (R1) and (V13) is to get medications stable
and behaviors decreased to be able to return
home independently." R1's Nurses' notes also
document, "Transfer/Ambulate independently with
cane."” R1's Nurses' note was signed by V7
(RN-Registered Nurse). R1's Nurses' notes have
no other entries made to R1's medical record
after this initial entry.

R1's Elopement Evaluation, dated 3/8/22,
documents a score of 5 putting R1 at a high risk
for leaving the facility unattended. The evaluation
also documents the interventions of visual checks
every 15 minutes. R1's evaluation has a
designated spot for the staff member who
completed the assessment to sign, however there
was no documentation of a staff member's
signature. That line was blank.

Rt's Baseline Care plan, dated 3/8/22,
documents, “Identified Safety Risks: Safety plan
of care: high risk fall assessment, poor safety
awareness, high risk elopement assess, initiate
behavior monitoring, 15 minute checks,
psychotropic medication use, gait, balance,
elopement book." R1's Care plan has a
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designated spot for the staff member who
completed the care plan to sign, however there
was no documentation of a staff member's
signature. That line was blank.

R1's Ambulance Pre-hospital Care Report, dated
3/9/22, documents, "Alarm time: 1:13 a.m,; At
Scene: 1:17 a.m.; Patient contact: 1:18 a.m;
Leave Scene: 1:31 a.m. Narrative: Dispatched to
facility for a 58 year old female patient (R1) fall
from building. (R1) states that she jumped out of
window. (R1) relates she was going to see God.
(R1) relates she struck the ground and felt like
her legs were floating. (R1) is unsure how long
she was on the ground. (R1) complains of pain to
spine directly between the shoulder blades, and
not being able to feel from abdomen down. (R1)
denies any head, and pelvic pain by palpation.

.| Arrived on scene to find (R1) lying on the ground

on her left side. Window is broken on 2nd story of
building. (R1) appears to have landed on dirt.
(R1) is conscious and alert but not fully oriented.
Skin normal in color, cold, and dry. (R1 's) back
exposed with no bruising or swelling noted. (R1)
does have significant pain while palpating in
between shoulder blades. (R1) compilains of pain
while neck is palpated. (R1) is able to move
upper extremities, but cannot move or feel lower
extremities."

R1's Emergency Department (ED)
Intervention/Assessments, dated 3/9/22,
documents, "Time patient is triaged: 1:38 a.m.
EMS (Emergency Medical Services) called (V13,
R1's POA-Power of Attorney) of (R1), stated was
called to facility for (R1) who fell out of 2nd story
window onto ground. Reports unsure of how long
(R1) was outside on the ground before staff
aware (R1) was gone from her room, but her

| room window was open. Reports (R1)was
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admitted to facility just yesterday, and had been
trying to get out all day. No report received from
staff from facility. (R1) states she was, 'On her
way to see God'."

Rt's Emergency Room Note Report, dated
3/9/22, documents, "Chief Complaint
Comments/Description: 59 year old female
patient (R1) facility resident, history of
Schizoaffective disorder, Hypertension, jumped
from second floor of the facility as she wanted to
meet God. (R1) was lying in the cold weather for
approximately 20 minutes. On arrival to the ED,
(R1) is awake alert. She has no strength or
sensation from the mid chest down. She also
complains of neck pain and mild upper back
pain.”

R1's Emergency Department
note-Disposition/Discharge, dated 3/9/22,
documents, "3:52 a.m.: Life flight arrived. 4:06
am.: Temperature 91.8. (R1) transferred.”

R1's Discharge Information, dated 3/9/22,
documents, "Emergency Discharge Disposition:
Discharge/Transfer to General Hospital. Clinical
Impression: Multiple vertebral fractures, Spinal
cord injury, Neurogenic shock, Hypothermia.
Emergency discharge comment: transfer to
general hospital trauma.”

Rft's Level 1 Trauma note, dated 3/9/22,
documents, "(R1) brought to Trauma 1 by EMS.
R1 arrived to trauma room alert, disoriented to
situation, fully immobilized in cervical collar. Per
life flight, (R1) jumped out of a second story
window, presumed suicide attempt. Life flight
reports (R1) was down for approximately 30-45
minutes and found by staff of nursing home
facility. In report from local hospital, {(R1) has a
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C2, T4 fracture, T8 spinal cord injury and broken
left sided 4 and 5 ribs, received 2 Liters Normal
saline and was started on a Levophed
{medication to treat low blood pressure) drip. In
report from lifeflight, (R1) has bilateral
Hemothorax (collection of blood in chest wall).
(R1) arrives alert but confused. On arrival, (R1)
was noted to be hypothermic and placed on a
bear-hugger; chest tube placed on right lateral
side, bloody drainage observed in chamber and
ART (Arterial) line placed for Blood pressure
management."

R1's Neurosurgery Consult Note, dated 3/9/22,
documents, “(R1) with a history of Hypertension,
depression, and hypothyroidism who presents
after presumed suicide attempt jumping from a
2nd story window and found to have T2 lamina
fracture, T4 3 column burst fracture, and T8 3
column fracture dislocation with associated ASIA
(American Spinal Injury Association) A SCI
(Complete Spinal Cord Injury) at approximately
T8. Given patient is AS| A SCI, no emergent
Neurosurgical intervention. Patient will need
fixation of her fractures when she is medically
stable from her other injuries. HPI: (R1) states
she is unable to feel her legs and unable to move
them. She has no issues with her arms. She
denies sensation changes in her arms. Most of
her pain/complaints come from her right ribs
where a chest tube was just placed prior to
exam."

R1’s Hospital Physician progress note, dated
3/10/22, documents, "Critical Care Attestation:
The patient has critical iliness or injury with acute
organ system dysfunction. There is a high
probability of imminent or life-threatening
deterioration in the patient condition. Critical Care
Diagnoses: Neurogenic shock, spinal cord injury,
linols Department of Public Health
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paraplegia {paralysis of the legs and lower body)."

R1's Surgical/Trauma ICU (Intensive Care Unit)
Daily Progress note, dated 3/10/22, documents,
"List of Acute Injuries/Acute Problems: Bilateral
C2 Lamina fracture, T4-3 Column Comminuted
fracture, T8 3 Column fracture with dislocations,
Numerous Thoracic Spinous Process fractures,
Posterior Element fractures of T2-3, ASIAA
Spinal Cord Injury T8 Sensory Level, Spinal
Shock, Paraspinal Hematoma, Right Hemothorax
status/post Chest Tube, Left sided 9th Rib
fracture, Right sided 3rd, 5th-9th Rib fractures,
Left Pulmonary Contusions, Bilateral Pleural
Fluid/Hemorrhage."

R1's Psychiatric Consult note, dated 3/10/22,
documents, “(R1) presented to the hospital after
being life-flighted from a hospital in nearby city on
3/8/2022 with injuries from a fall from a 2nd story
building. (R1) sustained serious back injuries.
(R1) states she was at her nursing home when
she jumped out of a window because she wanted
to go home. (R1) indicates, ‘Sometimes you just

| have to take a leap of faith.’ (V13, R1's Power of
Attorney) indicates (R1) has had problems with
believing there are demons around her and may
have been trying to get away from the demons.
The same day she arrived (to the facility), all the

. windows had been opened because of the warm
weather, and this allowed (R1) to clear the
screens and exit out the window.”

R1's Psychiatric Progress note, dated 3/14/22,
documents, "(R1) reports she was following the
voice of God that she hears through her third eye,
telling her that she needed to get out of the
(facility) by midnight to come

be the Queen by his side or she'd not see him

| again. (R1) used her cane to get the window |
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