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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 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

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:

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

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

3) Objective observations of changes in a Statement of Licensure Violations
resident's condition, including mental and |
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emotional changes, as a means for analyzing and

further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

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.

This REQUIREMENT is not met as evidenced by:

Based on observation, interview, and record
review the facility failed to follow physician orders
for acquiring resident vital signs and failed to
administer 2 as needed medications for 1 of 3
residents (R14) reviewed for medication
administration in the sample of 71. This failure |
resulted in R14 experiencing excessive pain and '
distress due to unrelieved coughing for multiple |

days.

Findings include:

R14's Electronic Health Record documents R14's
diagnoses include Systolic Heart Failure, Anxiety

Depressive Disorder, Essential Hypertension,
Allergic Rhinitis, Muscle Spasms, and

R14's Minimum Data Set (MDS) Section C:
Cognitive Patterns, dated 1/1/22 documents a | .
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Brief Interview of Mental Status (BIMS) score of
13, which indicates R14 is cognitively intact.

R14's Physician Order dated 1/5/22 documents
an order for Tylenol 650 mg Qé4hr (Every 4 Hours)
PRN (As Needed), Mucinex 600 mg BID (Twice

| Daily) x 10 days, Robitussin 5 ml (milliliters) every
4hours PRN, albuterol 90 MCG (Micrograms) 2
puffs every 4 hours PRN x 10 days, Vitamin C
500 mg BID x 10 days, VS (vital signs) Q4H. 02
above 90% - IF<90 and O2 not available sent to
ED (Emergency Department).

R14's Physician's Order Sheet, dated January
2022 document R14 has an allergy to
guaifenesin, and no Mucinex 600 (guaifenesin)
was given.

On 1/11/22 at 11:10 AM, R14 appeared

| distressed; R14 had R14's arms wrapped around
self, with a slight rocking back and forth. R14's
eyes were tearful, and R14's face was red and
grimacing. R14 had a frequent deep, hoarse
sounding cough. R14's cough could be heard
down the hallway.

On 1/11/22 at 11:10 AM, R14 stated, R14 has a
bad cough and that R14 has had it for
approximately a week now. R14 stated, the
cough makes R14's chest and back hurt "really
bad." R14 said R14 just wants to lay there and cry
“ithurts so bad."” "This cough is just awful." R14
said R14 does not know what is wrong with R14,
they have not told R14. R14 stated R14 does not
see a doctor very often. R14 then stated, R14

| had a fever for about a day or so R14 believes.
R14 was told R14 was going to get a chest X-ray,
but R14 never had one.

On 1/11/22 at 11:05 AM, R13's (R14's
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Roommate) who was alert to person, place and
time stated, R13 cannot get any sleep because
"everything is too loud at night, between peoples'
TVs and everyone coughing.” R13 said R13
knows R13's roommate (R14) cannot help that
(R14) is coughing all the time, and all night,
because (R14) is sick. R13 stated, "but it keeps
(R13) awake."

On 1/11/22 at 11:15 AM, V24 (Certified Nurse
Aide/CNA) stated, R14 has been coughing, R14
sounds pretty bad at times.

On 1/11/22 at 1:45 PM, V36 (CNA) stated, she
has heard R14 coughing, sometimes it sounds
harsh.

On 1/11/22 at 2:30 PM, R14 could be heard from
the hallway coughing.

On 1/12/22 at 10:10 AM, R14 could be heard
coughing from the hallway.

On 1/12/22 at 10:10 AM, R14 stated, this cough
is still awful, it makes my back and lungs hurt
awfully.

On 1/31/22 at 2:05 PM, R14 stated, they (the
nurses) did not ask R14 everyday if R14 would
like anything for the cough. R14 did not always
ask for anything because, R14 just felt too bad
and was too miserable to care. R14 also gets
tired of feeling like R14 has to fight with them to
get any pain medication. If it hurts and they know
it, why can't R14 just have R14’s pain
medication? R14 thought V43 (Attending
Physician) wrote R14 a script for pain medication.

R14's electronic Medication Administration
Record (éMAR) dated January 2022, shows no
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documentation that Tussin (Robitussin) or
Acetaminophen were administered on 1/11/22 or
01/12/22.

R14's Electronic Medical Record documents from
1/05/22 through 1/16/22, R14's vital signs were
obtained on one occasion (1/10/22 at 1:24 PM)
and not every 4 hours as ordered on 1/5/22.

On 1/4/22 at 3:50 AM, a progress note by V38
(Licensed Practical Nurse/LPN) for R14
documents: Resident with cold like symptoms;
scratchy throat, redness of b/l (Bilateral) eyes, low

| grade temp, will continue to monitor. No other

progress notes for R14 from 1/4/22 through
1/12/22 addresses these symptoms. The next
progress note to address these symptoms again
for R14 was on 1/13/22 at 7:18 PM, which
documents, R14 remains alert and oriented x 3
with occasional forgetfulness noted, respirations
even and non-labored, continues to have a
non-productive cough that is harsh at times with
relief from PRN Tussin given, lung sounds
diminished in lower bases, no other signs or

’ symptoms of distress noted.

On 1/12/22 at 2:55 PM, V17 (Registered
Nurse/RN) stated, she does not see where R14

received any Tussin or Acetaminophen on the
11th or yet today (1/12/22) for R14's cough. R14
does have a bad cough, and R14 should have
received some. V17 (RN) stated, she is unaware
of why R14 did not receive any. V17 stated, she
does not see any other progress notes, besides
the one on 1/4/22, that describes any monitoring
of R14's respiratory symptoms.

On 1/12/22 at 2:55 PM, V18 (Human Resources
Generalist) stated, (R14) does have a bad cough,
and said she has heard (R14) coughing.
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On 1/18/22 at 1:33 PM, V17 (RN) stated the
1/5/22 Physician Order for the vital signs to be
taken every four hours should have been put into
the eMAR, but V17 did not see where that
occurred, therefore the ordered vital signs were
not obtained.

On 2/1/22 at 11:47 AM, V42 (Advanced Practiced
Nurse/APN) stated, she did not see R14 on
1/5/22, there was a standing order put in for the
"Covid-19 protocol" which was for any resident
showing signs and symptoms of Covid-19, which
was the Tylenol 650 mg (Every 4 Hours) PRN (As
Needed), Mucinex 600 mg BID (Twice Daily) x 10
days, Robitussin & ml {milliliters) every 4 hours
PRN, albuterol 90 MCG (Micrograms) 2 puffs
every 4 hours PRN x 10 days, Vitamin C 500 mg
BID x 10 days and VS (vital signs) every four
hours. During the time the facility had several
Covid-19 positive residents in a short time frame,
she was in close contact with V19 (LPN) on who
has tested positive and who had symptoms. R14
still had a cough and some breathing issues
around 1/19/22, so an X-ray was ordered. V43
(Attending Physician) saw R14 on the 1/21/22.

Facility Policy titled Subject: "Medication Therapy”
(Therapy) dated 04/24/2014 with a revised date of
04/28/2021 states: Time Frame:
....Administration of "PRN" or "As Needed"
Medication 1. PRN medication are allowed as
follows: ... ... b. If the resident is showing signs of
need, the LN (Licensed Nurse) may confer with
resident on availability and need. Note body
language or actions. ... ...5. Documentation will
be completed after administering medication in
EMAR including, reason for Administration,
Dosage, Response or any medication effects.
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Statement of Licensure Violations I, of V.
300.610 a)

300.696 a)

300.696 b)

300.696 c)2)6)

300.1020 a)

300.1020 b)

300.2030

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 ieast 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 300.696 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
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.

| $9999
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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

2) Guideline for Hand Hygiene in Health-Care
Settings
i 6) Guideline for isolation Precautions:
| Transmission of Infectious Agents in Healthcare
Settings

Section 300.1020 Communicable Disease
Pdlicies

| @) The facility shall comply with the Control of

| Communicable Diseases Code (77 lll. Adm. Code
690).

b) Aresident who is suspected of or diagnosed
as having any communicable, contagious or
infectious disease, as defined in the Control of
Communicable Diseases Code, shall be placed in
isolation, if required, in accordance with the
Control of Communicable Diseases Code. If the
facility believes that it cannot provide the
necessary infection control measures, it must
initiate an involuntary transfer and discharge
pursuant to Article IH, Part 4 of the Act and
Section 300.620 of this Part. In determining
whether a transfer or discharge is necessary, the
burden of proof rests on the facility.

Section 300.2030 Hygiene of Dietary Staff

Food service personnel shall be in good health,
shall practice hygienic food handling techniques,
and good personal grooming.

This REQUIREMENT is not met as evidenced by:

Based on observation, interview, and record |
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' standards of practice to prevent the spread of

| R22, R24, R25, R26, R27, R29, R31, R32, R35,
R36, R38, R39, R40, R41, R42, R43, R44, R45,

review, the facility failed to implement infection
control measures to prevent and/or contain
Covid-19 as evidenced by 1. Failure to provide
adequate resident supervision to ensure Covid-19
positive residents remain within the designated
Covid-19 isolation areas and away from Covid
negative residents. 2. Failure to ensure residents
testing positive and/or developed symptoms of
SARS CoV-2 (Covid-19) were isolated per current

Covid-19. 3. Failure to ensure proper use of PPE
(Personal Protective Equipment), hand hygiene,
and prevention of cross contamination according
to current standards of practice. 4. Failure to
ensure disinfectants used to treat non-porous
surfaces for Covid-19 were utilized per
manufacturer guidelines. These systemic failures
have resulted in 54 residents (R1, R3, R4, R5,

R6, R7, R8, R9, R11, R15, R17, R18, R19, R20,

R48, R49, R50, R51, R52, R53, R54, R55, R56,
R57, R58, R59, R60, R61, R62, R63, R64, R65,
R66, R67, R68, and R69) testing positive for
Covid-19, with death being the result for 3 of
these residents (R11, R36, and R66) who were
confirmed positive for Covid-19. These failures
have the potential to affect all 74 residents
residing in the facility.

Findings Include:

On 1/11/22 at 11:00 AM, V2 (Director of
Nursing/DON) stated, the document titled
“Census Detail Report" dated 1/11/2022
documents the current census as 74, and the
information on it is correct including room
numbers.

On 1/11/22 at 10:20 AM, V1 (Administrator)
stated, there are currently 40 positive residents in
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the facility. Staff are supposed to wear N95 and
eye protection when in the facility. They currently
do not have a Covid-19 unit, the positive
residents are located on all the halls with
Transmission Based Precaution signage outside
their room. Staff should be donning PPE and
performing hand hygiene after exiting a room that
houses a Covid-19 positive resident.

i On 1/11/22 at 11:30 AM, V1 (Administrator)

stated, V2 (DON) has a line list with the resident's
names and date of positive test for Covid-19.

On 1/18/22 at 9:12 AM, V1 (Administrator) stated
the "Line List" is the updated list of the residents
that have tested positive for Covid-19 with their

| test dates.

On 1/18/22 the untitled, undated document,
referred to as the "line list" documents the
resident's name and date of positive test for
Covid-19. The Line list documents on 1/2/22
three residents (R6, R7, and R11) tested positive
for Covid-19. On 1/3/22 one resident (R8) tested
positive for Covid-19. On 1/5/22 two residents
(RS and R52) tested positive for Covid-19. On
177122 twenty-six residents (R1, R4, R9, R24,
R25, R31, R35, R36, R38, R39, R41, R43, R48,
R49, R50, R563, R54, R55, R56, R57, R58, R59,
R60, R61, R62, and R63 tested positive for
Covid-19. On 1/8/22 one resident (R64) tested
positive for Covid-19. On 1/9/22 one resident
(R18) tested positive for Covid-19. On 1/10/22
eight residents (R15, R26, R32, R42, R44, R45,
R65, and R66) tested positive for Covid-19. On
1/12/22 eight residents (R3, R17, R19, R20, R22,
| R40, R51 and R67) tested positive for Covid-19.
On 1/14/22 two residents (R27 and R68) tested
positive for Covid-19. On 1/17/22 one resident
| (R69) tested positive for Covid-18. On 1/20/22
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one resident (R29) tested positive for Covid-19.
Of these residents, three residents (R8, R17 and
R18) were hospitalized and three residents (R11,
R36 and R66) expired.

The State Death Certificate for R11 documents
Date of Death as 1/56/22 and Cause of Death: a.
Covid-19, b. Heart Failure, c. Hypertensive Heart
Disease. Approximate interval between onset and
death for a. Covid -19 is documented as: "Days,"
(for b. and c. it is documented as "Years").

The State Death Certificate for R36 documents
Date of Death as 1/13/22 and Cause of Death: a.
Acute Respiratory Failure, b. SARS Covid-19
Pneumonia. The approximate interval between
onset and death for both a. and b. is documented
as "t week."

The State Death Certificate for R66 documents
Date of Death as 1/18/22 and Cause of Death: a.
Novel Corona Covid-19 Virus Infection Virus
Infection, b. Dementia, ¢. Hypertensive Heart
Disease. The approximate interval between onset
and death for a. is documented as "Days” and
both b. and ¢. is documented as "Years."

R8's Electronic Medical Record's progress note
documents R8 was sent to the hospital on 1/3/22
after complaints of not feeling well and having a
fever of 102 degrees Fahrenheit that was not
reduced with Tylenol. R8 was diagnosed at
hospital with Covid-19.

R17's Electronic Medical Record's progress note
documents R17 was sent to the hospital on
1112/22 with complaints of congestion, severe
cough and minimal secretions. R17 tested
positive for Covid-19 at the hospital and returned

to the facility with a diagnosis of Pneumonia due

(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 10 $S9999

linois Department of Public Health

TATE FORM

6899

P1FY11

If continuation sheet 11 of 50




PRINTED: 03/30/2022

o _ FORM APPROVED
llinois 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
IL6001473 B. WING 02/01/2022

NAME OF PROVIDER OR SUPPLIER

CARLYLE HEALTHCARE & SR LIVING

501 CLINTON STREETY

CARLYLE, IL 62231

STREET ADDRESS, CITY, STATE, ZIP CODE

| to Covid-19.

'~ diagnosis of Acute Respiratory failure with

1.0n 1/4/22 at 8:35 AM, R1 was alert and

| Hypothyroidism, and Bipolar Disorder.

! of R1's room. R6 was not wearing a mask. R6 did

i (Certified Nursing Assistant) was observed

R18's Electronic Medical Record Census detail
documents R18 was sent to the hospital on
1/9/22. R18's progress note documents R18 had
complaints of shortness of breath and cough.
R18's hospital records document R18 tested
positive for Covid-19 at the hospital and returned
to the facility, after a six-day hospital stay, with a

hypoxia due to Covid-19 Pneumonia and
Non-STEMI with demand Ischemia secondary to
Covid-19 and Acute Pulmonary Embolism.

oriented to person, place, time, and purpose. R1
stated R1 has not been vaccinated for Covid as
R1 has chronic health conditions which render R1
anon-candidate.

R1's Medical Record listed diagnoses of
Muscular Dystrophy, Parkinson's Disease,

On 1/4/22 at 11:40 AM, R6 was observed
ambulating alone in the second-floor hall in front

not verbally respond to the surveyor. V10

coming down the hall and intercepting R6, taking
R6's arm and slowly guiding R6 back to Ré's
room as R6 was somewhat resistive. V10 was not
wearing a gown, stating she did not have time to
don one when she saw R6 in the hall. V10 stated
Ré6 is on isolation due to being Covid positive.

V10 stated R6 is confused, and staff have
difficulty keeping R6 in R6é's room. An isolation
supply bag was observed on Ré's door, and
isolation linen and trash barrels were observed
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within the room.

R6's Medical Record documented a 1/02/22
diagnosis of "Covid-19",

R6's Nursing Progress Notes documented the
following:

1/2/22: "Left message for (family member)
regarding {R6) testing positive for Covid 19."
1/4/22:" Evening Assessment: Resident alert and
oriented to self with much confusion. Refused to

| stay in room - attempted some wandering into

other residents’ room. Isolation precautions
related to positive Covid (status) attempted.”
1/6/22: "Occasional non-productive cough,
continues on isolation precautions, frequent
reminders to stay in room required .. as resident
has attempted to exit room several times."
1/6/22: "Evening Assessment: Isolation
precautions continue related to Covid. Resident is
alert with confusion. (R6) Attempted to wander
{the) hall per usual.”

Ré6's Minimum Data Set dated 12/10/21
documented a Brief Interview for Mental Status
Score of 99, indicating R6 is so severely
cognitively impaired the test questions could not
be asked.

On 1/7/22 at V2 (Director of Nurses) stated when
R6 was placed on isolation on 1/2/22, V2
anticipated having difficulty keeping R6 in R6's

| room. V2 stated consideration was given for

either providing R6 with one-to-one staff
supervision or placing R6 on the South Hall
quarantine unit, where there are positive and
presumed positive residents.

| 2A.) On 1/11/22 at 12:22 PM, R50 and R51 were

observed residing in the same room with no
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