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Section 300.610 Resident Care Policies

| @) 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 commiittee, documented by written, signed
and dated minutes of the meeting.

AttachmentA
Section 300.690 Incidents and Accidents Statement of Licensure Violations

a) The facility shall maintain a file of all

flinols Department of Public Health
ABORATCRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

sTATE FORM Lo BO1F11 If continuation sheet 1 of 22




PRINTED: 06/08/2022

. ) FORM APPROVED
lllinois Department of Public Health ' = W
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

C
IL6001697 B. WING 04/07/2022

NAME OF PROVIDER OR SUPPLIER

CHICAGO RIDGE SNF

CHICAGO RIDGE, IL 60415

STREET ADDRESS, CITY, STATE, ZIP CODE
10602 SOUTHWEST HIGHWAY

(X4)D

SUMMARY STATEMENT OF DEFICIENCIES

ID

PROVIDER'S PLAN OF CORRECTION x5)

written reports of each incident and accident
affecting a resident that is not the expected
outcome of a resident's condition or disease
process. A descriptive summary of each incident
or accident affecting a resident shall also be
recorded in the progress notes or nurse's notes of
that resident.

b) The facility shall notify the Department of
any serious incident or accident. For purposes of
this Section, "serious" means any incident or
accident that causes physical harm or injury to a
resident.

c) The facility shall, by fax or phone, notify
the Regional Office within 24 hours after each
reportable incident or accident. If a reportable
incident or accident results in the death of a
resident, the facility shall, after contacting local
law enforcement pursuant to Section 300.695,
notify the Regional Office by phone only. For the
purposes of this Section, "notify the Regional
Office by phone only" means talk with a
Department representative who confirms over the
phone that the requirement to notify the Regional
Office by phone has been met. If the facility is
unable to contact the Regional Office, it shall
notify the Department's toll-free complaint registry
hotline. The facility shall send a narrative
summary of each reportable accident or incident
to the Department within seven days after the
occurrence.

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
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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.

5) All nursing personnel shall assist and
encourage residents with ambulation and safe
transfer activities as often as necessary in an
effort to help them retain or maintain their highest
practicable level of functioning.

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:

6) All necessary precautions shall be taken
to assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements are not meet as evidenced
by:

Based on interview and record review that facility
failed to monitor and supervise a high fall risk
resident and failed to implement appropriate
interventions for one resident (R1) out of three
residents reviewed for falls in a total sample of
10.

This failure resulted in R1 falling when
ambulating unassisted and sustaining multiple
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brain bleeds requiring hospitalization. The facility
also failed to report to IDPH a fall where a
resident (R1) suffered a brain bleed for one out of
three residents reviewed for incidents and
accidents in a total sample of 10.

Findings Include:

R1is a 65-year-old with the following diagnosis:
cerebral infarction, chronic obstructive pulmonary
disease, and schizoaffective disorder. R1
admitted to the facility on 01/26/06.

ANursing note dated 3/10/22 documents R was
observed lying on the left side next to the
bathroom door following a loud noise. According
toR2 (R1's roommate), R1 had just finished
using the restroom and fell. R1 was placed on his
back and a pressure dressing was applied to the
bleeding site. A moderate amount of blood was
noted to be coming from the head. There was an
approximately 2-inch laceration to the left side of
the face. 911 was called immediately. R1
remained verbally unresponsive for 5 minutes
with labored breathing. R1 was noted with post
ictal upper body movements.

ANursing note dated 3/10/22 documents R1 was
admitted to the hospital. The hospital called
questioning R1's seizure activity. V6 clarified that
the seizure activity happened after the fall.

The Fire Department Report dated 3/10/22
documents the injury for R1 occurred at 7:45 PM.
The fire department was dispatched at 7:56 PM
and arrived to R1 at 8:04 PM. The fire department
was dispatched to the facility for a possible

seizure. R1 was found lying on the floor with
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Kerlix wrapped around the head with a small
amount of blood on the pillow that was beneath
the head. Bleeding was controlled. R1 would look
atyou and talk; but when he would talk words
were incomprehensible.

The Hospital Records dated 3/10/22 document
R1 was found on the floor at the facility and may
have had a seizure. R1 is alert and eriented times
two at baseline, and normally gets around with a
wheelchair but had gotten up out of bed to go to
the bathroom and fell on the way back. The fall
was unwitnessed and R1 has a laceration to the
forehead. In the emergency room, R1 is alert and
oriented times 1 to 2 and is arousable to voice.
Rt has a 3 cm diameter abrasion with central
maceration to the left frontal temporal region with
apressure dressing applied. There is bruising on
the left frontotemporal region as well as the
gluteal region. The CT of the head showed
subarachnoid hemorrhages to the bilateral frontal
and left temporal lobes and probable contusions.
No fractures are noted. R1 was admitted to the
neuro intensive care unit and was giving an
anti-seizure medication. The admitting diagnosis
was subarachnoid bleed and laceration of
forehead.

R2 (R1's roommate) was the only person to
witness the fall. On 04/02/22 at 3:33PM, R2
stated, "He (R1) always got up by himself. This
time he fell in the doorway by the bathroom. It
was around nighttime, but he got up by himself
and fell. He wasn't supposed to walk alone but he
always did. | know he had a wheelchair that he
was supposed to use but he wasn't using it that
night. He wasn't right towards the end. He
couldn't do what he used to do. The staff got up
and helped him right away. He wasn't laying there

for a long period of time. It was maybe only a
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couple minutes. | don't really know anything other
than that. No, he didn't look like he had a seizure
before he fell. He just went down."

On 03/31/22 at 3:28PM, V6 (Nurse) stated, “i was
at the nurse's station, and | heard a loud thump.
Like a crack and we ran down there to see what
happened. He was lying just outside the doorway
of his bathroom. When | saw him, he was doing
like a jerking tight motion, and he wasn't talking.
After about a minute that went away and then it
was a couple more minutes before he could start
talking. He was only saying one or two words.
Normally he talks fine in full sentences to you, so
I knew that was wrong. He doesn't have a history
of seizures, but he told me he had one before.
I've never knew him to have a seizure here and
he isn't on any medication for it. He normally uses
awheelchair to get around too. When | went into
his room his wheelchair was at the foot of his
bed. He was getting radiation treatments and
chemo for cancer. He had recently become
incontinent and wasn't doing well but the last
three days he really came around. For this fall he
basically just forgot to sit in the wheelchair and
got up and went to the bathroom himself. The
lighting was good, nothing was slippery, so he
must've just lost his balance. There was a
laceration to his forehead. | know the hospital
called back to get some information and the
nurse told me that they said that he had a
subdural bleed. When he fell, | called 911 right
away. |didn't wait. He wasn't on the ground more
than 10 or 15 minutes before they got here. His
bed was low, and his call light was in reach. That
is all 1 can remember. He was too weak to get up
from the chemo. He should've used a wheelchair.
I don't remember him having any other falls
before this. Not anything recent. We document
our falis in a 24-hour sheet. After the fall we put in
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anew intervention. Normally restorative puts in
an intervention. They investigate the fall and put
inan intervention related to that. It should be
done after every fall. it's also reported to the
DON, the administrator and the doctor. | would
say he had a change since having his chemo. He
was just a lot weaker. He had become incontinent
which it wasn't like him. Before that he would
remind the nurse of his medications and what
limes he had to take them out. He also go down
to the vending machine a lot for pop. Once he
started getting chemo, he never did any of that
because he couldn't. | don't remember of them
putting in any other interventions when he first
started getting chemo and weaker. Maybe he got
some physical therapy, but [ can't remember
anything specific other than that.”

The Fall Risk Review dated 1/13/22 documents
R1 is at high risk for falls due to being chair
bound and requiring assistance with elimination.
R1 uses an assistive device. R1 has predisposing
conditions/diseases (cerebral infarction) that
make him at risk for falls.

The Fall Event dated 3/10/22 documents R1 was
observed laying on the floor with a laceration to
the left side of the face and a moderate amount
of blood. R1 was verbally unresponsive with
labored breathing. The level of consciousness is
documented as responsive only to vigorous
stimulation. The predisposing physiological
factors are documented as: gait and balance,
weakness/fainted, decreased safety awareness,
decreased strength/endurance, and seizure
activity. The predisposing situation factors are
documented as: not using wheelichair.

R1 also had falls on the following dates: 1/13/22,
1/17/22, and 3/4/22. The following interviews are
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regarding these falls and policy and procedures
the facility follows regarding falls.

On 03/31/22 at 2:37PM, V4 (CNA) stated, "The
nurse will usually tell me who fell. | think we have
abook at the nurse's station, but | don't know. |
don't know how the agency staff find out about
the High fall risks. 1 think they look at the book. |
know they're supposed to put an intervention in
after every fall so the falls stop."

On 03/31/22 at 2:42PM, V5 (Nurse) stated, "l
think we just go off the fall risk assessment. |
don't know who is a fall risk. You just kind of
watch out for people that aren't walking right. We
do the assessment after a fall but I'm not really
sure who the Fall risk is here. | just started here a
couple months ago. | don't see any book or list up
here on who are high for us. | don't know who
puts in the interventions.” At this time, V5 was
unable to provide a list or tell this surveyor who
the high fall risks were on the 2nd floor.

On 03/31/22 at 3:31 PM, V1 (Former
Administrator/Administrator) stated, " was on
vacation from March 10 through the 14th. They
notified me that he did fall and there was a
possible seizure. They said there was also a
superficial laceration. | didn't report it because it
was treated as a seizure. | don't know if we got
any type of update on what his condition was at
the hospital but it was treated more like a seizure
than a fall so | didn't report it. | never heard about
him having any bleeds. No, | never called the
hospital to check on him. A fall is when a resident
ends up on the floor on matter who they got
there. Yes, this was a fall but it was also a
seizure."

There was no documentation on any investigation
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regarding R1's fall on 03/10/22 and no
documentation IDPH was notified of the fall with

injury.

On 04/05/22 at 6:22PM, V10 (Agency Nurse)
stated, “He got up to get to the bathroom and i
guess he fell in there. | didn't see it, but the CNA
came to get me to tell me. | went in there and he
was laying down on the floor with his head kind of
under the toilet. He couldn't tell me what
happened, but | saw the floor was wet. | don't
know if it was urine or if he was trying to wash his
hands and slipped. He said he lay down because
he got tired of sitting up. | assessed him and
there wasn't any injuries. He denied hitting his
head. He said he fell down on his butt and just
laid back down to rest. He told me he tried to get
up himself and | just told him that he couldn't do
that. | told him he needed to call us for help
before he did that again. | don't know what
interventions he had in place. | don't know if he
had a fall recently. | know he was using a
wheelchair to get around, but | didn't see the
wheelchair in the bathroom. Yes, he was a High
fall risk. | don't really know why but he was
unsteady. | don't know who puts in any
interventions after a fall. | wouldn't know how to
do that. No, | never saw a list of any High fall
risks at the nurse's station. Usually, the nurse will
tell you and report if someone is a High fall risk or
you just kind of watch out. | reported the fall to
everyone, but | never put in any interventions. |
don't know how to do that. I'm guessing someone
else did. | don't know who would." This was the
fall on 03/04/22.

On 04/06/22 at 1:21PM, V3 (DON/Fall
Coordinator) stated, "The fall coordinator goes
and investigates the fall and puts an intervention
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inplace. They fry to see what causes the fall and
put an intervention in place that relates to the fall.
We then try to educate the resident and the family
on the fall and what we're doing after to help
prevent a fall from occurring again. We
communicate the new interventions with the
team, and we also care plan. We base the
intervention and the care plan off of what kind of
fall happened. This should be discussed the next
day. The more serious things are put first but |
wouldn't say any more than a day or two to have
an intervention put in. There is no reason an
intervention should not be put in in that
timeframe. We do have a fall program here. We
complete the fall risk assessments on admission,
quarterly, after a fall, and any changes with the
resident. [ don't know how staff knows which
residents are High fall risks. The fall coordinator
we had just resigned so we are in the process of
redoing the full program to better fit our facility
needs."

On 04/06/22 at 1:37PM, V14 (Nurse) stated, "I
don’'t remember the fall to be honest. | know lately
he was very weak. I'm not sure why. He used to
walk fine before his stroke. That was last year but
then he was still able to get around in the
wheelchair after the stroke. | don't know what his
interventions were. | think those are on the care
plan. | know restorative puts them in, but | don't
know what happens after that. We know who is a
High fall risk if you see someone walking around
that's unsteady. We do fall risk assessments and
those stay in the computer and that's how we
know who is a High fall risk. | know we used to
have a paper at the nurse's station with the
names of the residents who are high fall risk so
you could know but we haven't had that for about
six months now. | don't know what happened to it.
I also go around and check on the residents. If we
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hear something between round, we check on
them to make sure nothing happened. | don't
know how to find out what interventions to put in
for people. If someone is up walking around that
shouldn't be | just redirect them or guide them
back to their room to sit down." This was
regarding the fall on 01/17/22.

On 04/06/22 at 5:08PM, V15 (Director of Rehab)
stated, "He was in therapy with us since January.
We ended up having him evaluated after a fall
and decided because of the decline he had he
should receive therapy. We would work on
educating him about the safety precautions and
making sure he was using the assistive devices.
He was always instructed to have supervision
when he got up and most of his falls resulted
because of that. He never called for assistance.
He was also instructed to use the call lights and
wait until someone came in for help. He was very
impulsive and attempted to do stuff on his own. |
would say he was oriented, but he was
impulsive.”

On 04/07/22 at 11:54AM, V16 (Medical Director)
stated, "l only saw this resident once so | can't tell
you much about him. | don't really know his
history or what he was capable of. | don't know if
he had a recent decline or riot. If a resident does
have a decline the facility needs to inform us. For
falls they need to follow their protocol and put
strategies in place for High fall risk patients. |
don't know when they should put in these
interventions all | can say is follow the protocol. |
don't handle any interventions really unless they
are from a medical standpoint. If any medications
need to be changed around then | can do that,
but the facility is responsible for putting in other
interventions. Their main goal should be to be

keeping people safe."
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- as: admitted within the last 72 hours, wheelchair

ANursing note dated 1/13/22 documents staff
observed R1 lying on the left side of the face on
the floor with both knees flexed in buttocks
pointed upward. R1 reported attempting to reach
for food and fell. No injuries were noted but the
doctor ordered R1 to be sent to the hospital, but
family declined. The physician also gave orders
for therapy to evaluate and treat as R1 continues
to decline. A Nursing note dated 1/17/22
documents R1 was noted on the floor on the left
side lying position. R1 reported rolling out of bed
after not realizing he was near the edge and fell.
No injury was noted, and it was ordered to send
R1 to the hospital for imaging but R1 refused. A
Nursing note dated 3/4/22 documents R1 was
found on the bathroom floor lying on the back
with his head under the toilet. R1 reported falling
but could not report how. The nurse noted the
floor was wet at the time of the incident. R2
reported feeling dizzy. R1 initially fell and landed
on the butt and reported laying back down
afterwards. No injuries were noted. R1 was able
to ambulate with assistance back to bed.

The Fall Event dated 1/13/22 documents R1 fell
after reaching for food. R1 was found lying on the
floor with both knees flexed and buttocks in the
air. Predisposing physiological factors are
documented to be: recent illness, gait and
balance, incontinent, weakness/fainted,
impulsive, and decreased safety awareness. The
predisposing situation factors are documented

unlocked, and incident during unassisted self
transfer. The Fall Event dated 1/17/22 documents
Rt was noted on the floor beside the bed after
roling out of the bed. Predisposing physiological
factors are documented as: recent illness,
incontinent, and decreased strength/endurance.
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The Fall Event dated 3/4/22 documents R1 was
found lying on the bathroom floor with his head
under the toilet. Water was noted on the floor. R1
was unaware how the fall occurred but thinks he
was dizzy. R1 reported initially falling and landing
on his buttocks and got tired and laid backward.
The predisposing physiological factors are
documented as: decreased safety awareness.
The predisposing situation factors are
documented to be: incident during an assisted
self transfer from bed.

The Care Plan dated 6/23/20 documents R1 is at
risk for falls related to history of falls, weakness,
cerebral infarction, and use of antipsychotic
medications. There are no interventions
documented after the fall on 1/13/22 and 1/17/22.
The interventions that are documented include:
educate R1 to use wheelchair instead of walking
on wet slippery surfaces, ensure that R1 is
wearing appropriate footwear when ambulating,
keep needed items within reach, use side rails to
enhance bed mobility, ask R1 during rounds if he
needs to use the bathroom, and be sure R1 call
light is within reach, and encourage R1 to use it
for assistance as needed. R1 needs prompt
response to a request for assistance. The Care
Plan dated 03/2/22 documents R1 is at risk for
falls related to (blank). There is nothing
documented as to why R1 is at risk for falls. The
interventions are documented as: be sure call it is
within reach and encourage use for assistance,
anticipate and meet individual needs of R1, and
complete the fall risk review per the facility
protocol.

The Physician Order Sheet dated 3/31/22
documents R1 was ordered a physical therapy
evaluation and treatment due to gait and new
therapy provider. The original physical therapy

(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 SHOUL D BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRO PRIATE DATE
DEFICIENCY)
59999 | Continued From page 12 $9999

Minois Department of Public Health
STATE FORM

BO1F11

Hf continuation sheet 13 of 22




PRINTED: 06/08/2022

FORM APPROVED
lllinois Department of Public Health
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PN OF CORRECTION IDENTIFICATION NUMBER: A, BUILOING: COMPLETED
C
IL6001697 B. WING 04/07/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
10602 SOUTHWEST HIGHWAY

was from 1/13/2022. The Minimum Data Set
(MDS) dated 01/19/22 Section G of the MDS
Documents R1 needs a one-person physical
limited assist for transfers, walking in the room,
walking in corridors, locomotion on and off unit,
and toilet use. It is documented when walking and
moving in and off toilet R1 is not steady but is

able to stabilize without staff assistance. It is
documented that R1 uses a wheelchair as an
assistive device. Section | of the MDS dated
2/1/22 documents R1 has not had any falls since
readmission or reentry or the prior assessment.
This documentation is incorrect because in
progress notes it is documented that R1 had a fall
on1/13/22 and 1/17/22.

The Physical Therapy notes from 3/1/22
document R1 has been referred to skilled
physical therapy to address remaining deficits to
be able to return to previous level of function
therapy is necessary to address impairments in
muscle strength, balance, activity tolerance,
cognitive and safety deficits. Without therapy, R1
is at risk for falls and functional decline. R1 has
been in therapy since 1/14/22. R1's safety
awareness is documented as minimally impaired.
The cognition functional limitations are safety is
limited by need for assistance in fransfers, gait,
and bed mobility. Current level of function for
transfers is documented as R1 is able to safely
complete a bed to wheelchair transfer with
contact guard assist. R1 needs initiation of cues
inverbal, tactile and visual instructions. R1 is able
to ambulate 150 feet on level surfaces and
requires a contact guard assist with a rolling
wheelchair with initiation of cues and verbal,
tactile and visual instructions for safety. The
Qccupational Therapy notes dated 3/1/22
documents R1 presented to occupational therapy
following a decline in function and recent fall on

CHICAGO RIDGE SNF
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