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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

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 Attachment A

care and personal care shall be provided to each .
resident to meet the total nursing and personal | Statement of Licensure Violations
care needs of the resident.
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Section 300.3240 Abuse and Neglect

e) When an investigation of a report of
suspected abuse of a resident indicates, based
upon credible evidence, that another resident of
the long-term care facility is the perpetrator of the
abuse, that resident's condition shall be
immediately evaluated to determine the most
suitable therapy and placement for the resident,
considering the safety of that resident as well as
the safety of other residents and employees of
the facility. (Section 3-612 of the Act)

These requirements are not met as evidenced by:

Based on interview and record review the facility
failed to prevent sexual abuse for two of three
residents (R4 and R5) reviewed for abuse in the
sample of three. This failure resulted in two
cognitively impaired (non-consenting) residents
with the diagnoses of Brain Injuries (R4 and R5)
being found in R4 and R5's room with door
closed, and R4 lying in his bed with his legs
dangling off with a full erection and RS performing
oral sex on R4,

The facility’s Abuse Prevention Program Facility
Policy undated, documents, "This facility affirms
the right of our residents to be free from abuse,
neglect, exploitation, misappropriation of resident
property, corporal punishment, and involuntary
seclusion. This facility therefore prohibits
mistreatment, neglect, or abuse of its residents,
and has attempted to establish a resident
sensitive and resident secure environment. The
purpose of this policy is to assure that the facility
is doing all that is within its control to prevent
occurrences of mistreatment, neglect, or abuse of
our residents. Abuse means any physical or
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