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Initial Comments

Follow-up to Complaint Survey
2213716/I1L 146835 of 5/18/22

Final Observations
Statment of Licensure Violations:

300.610a)
300.1210 b)
300.1210¢)

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

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
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Continued From page 1
care needs of the resident.

c) Each direct care-giving staff shall review
and be knowiedgeable about his or her residents’
respective resident care plan.

These requirments are not met as evidenced by:

Based on observation, interview and record
review the facility failed to supervise a resident
and failed to ensure the alarm on the front door
was on. This failure resulted in a resident with
dementia, leaving the facility through the
unalarmed front door on July 5, 2022, without
staff knowledge. R256 was located by the city
police and taken to a local emergency room
without facility knowledge. This applies to 1 of 4
residents (R256) reviewed for safety and
supervision in the sample of 19.

:I'he findings include:

The facility Incident Report dated 7/5/22 states,
"Resident is a 58 year old male resident admitted
on 4/21/22 with diagnoses including of Diabetes,
Depression, Dementia, Hypertension, TIA,
Hypercholesteremia, Anxiety. Resident was last
seen by night nurse at approximately between
5:00 AM- 5:30 AM during the medication pass.
Resident was noted missing, facility search
began, and room sweeps were done. POA
notified. Police were notified of missing resident.
Police called and confirmed they had located
resident. Resident was taken to local hospital for
evaluation and returned safely to the facility.
Investigation ongoing. *

On 7/5/22 at 7:41 AM as Surveyors entered the
facility parking lot, multiple facility staff were
observed wandering throughout the parking lot
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and appeared to be looking for something.

On 7/6/22 at 1:40 PM V1 (Administrator) stated,
"We had a resident get out this morning. He said
he was looking for his house in Mount Prospect.
He was gone for about an hour and he was found
on Cybele Lane about 1 block away. He needs to
be in a locked unit, and we are looking for one for
him. "

On 7/5/22 at 2:00 PM V4 (Agency RN) stated,
"Most of the night (R256) was sleeping in the TV
room. He woke up about 5:00 AM so I checked
his blood sugar and gave him his medicine. Then
I went down to check on another resident and he
was standing at the nurse's station, This is the
first time | have cared for him. The CNAs for day
shift start at 6:00 AM and around 7:00 AM they
told me he was not in his room. We did a room
sweep and went outside and checked the area-
when we didn't find him, we notified the unit
manager, (V5). Then (V5) called the DON, the
ADON and the Nurse Practitioner. The unit
manager called 911 and the dispatcher told her
that they had already found him sitting on the
block. The police had already called EMS and
they were taking him to (Local Hospital). He
returned here about 11:00 AM. | guess he has
tried to go outside before but | don't know
anything about that. | suspect that he went out the
front door because no alarms went off when he

left.”

On 7/5/22 V5(Unit Manager) stated, "The floor
staff notified me about 6:45 AM that they were
unable to locate him. | came in at 6:00 AM. |
called a code green, and we did a building sweep
and a headcount. | had some staff go and walk
around outside the building and 1 staff who had
just gotten here went out in the car to drive
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