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Complaint 2224778/IL148125

59989 Final Observations $9999
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210d)6)
300.3240a)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures, governing all services provided by
the facility which 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. These policies shall be in compliance
with the Act and all rules promulgated thereunder.
These written policies shall be followed in
operating the facility and shall be reviewed at
least annually by this committee, as evidenced by
written, signed and dated minutes of such a
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 Atiachment A
well-being of the resident, in accordance with Statement of Licensure Violations
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
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resident to meet the total nursing and personal
care needs of the resident. Restorative
measures shall include, at a minimum, the

| following procedures:

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.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee or
agent of a facility shall not abuse or neglect a
resident. (Section 2-107 of the Act)

These Regulations were not met as evidenced
by

Based on interview and record review, the facility
failed to prevent a resident injury by not keeping
the bed in low position before leaving a resident
unattended for one resident (R2) reviewed for
falls. This failure resulted in R2 falling out of bed,
hitting his head causing decreased level of
consciousness/unresponsiveness, a four cm
(centimeter) hematoma on his forehead with a
two cm laceration requiring four staples, requiring
hospitalization for five days with a primary
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| diagnosis of Traumatic Subarachnoid
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Hemorrhage (brain bleeding) of the frontal lobe.
Findings include:

The facility’s Fall Prevention policy (undated),
states, "It is the policy of this facility to prevent
falls and serious injury outcomes by recognizing
multi-factorial risks and causes, and institute
recommendations for fall prevention and
management consistent with clinical practice
guidelines and standards of care.”

R2's Minimum Data Set assessment dated
3/22/22, documents R2 requires total assistance
of two staff for bed mobility and transfers.

R2's Incident Report dated 4/2/22, documents R2
fell out of bed.

R2's Care Plan last revised on 6/21/22,
documents R2 has a history of falling out of his
bed and wheelchair (prior to 5/20/22).

R2's Incident/Accident Report dated 5/20/22 at
1:40 p.m., documents R2 fell out of his bed and
hit his left forehead on the floor causinga 2 cm
laceration, 4 cm hematoma and decreased level
of consciousness. This same report documents
R2 was sent to the local hospital.

R2’s Incident Investigation Report dated 5/20/22
at 1:40 p.m., documents, "(V8/CNA) changing
(R2) soiled depend, noted stool on sheet. (V8)
Stepped into hallway to get a clean sheet. Upon
entering (R2's) room, (V8) witnessed (R2) roll off
his bed and onto floor. Hit head on floor. Action
Plan: Ensure that bed is in the lowest possible
position before leaving bedside.”

R2's Hospital History and Physical dated 5/20/22,
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