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Section 300.1210 Genera! Requirements for
Nursing and Porsonal Care

b) The facility shall provide the necessary care
and services to altain or maintain the highest
practicable physical, mental, and psychological
well-baing of the resident, in accordance with
each resident{'s comprehensivs resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
rasident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
sevan-day-a-week basis:

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

4) Personal care shall be provided on a 24-hour,
seven-day-a-week basis. This shall include, but
not be limited to, the following:
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A) Each resident shall have proper daily

personal aitention, including skin, nails, hair, and

oral hygiene, in addilion to treatment ordered by

the physician, |

These Requirements wers not met as evidenced
by:

Failures at this level required more than one
deficient practice statement.

A. Based on cbservation, intarview, and record

review, the facliity staff falled to complete wound
dressing changes as ordered by the wound care
physician. This faiure &ffects one resident (R17)
out of five reviewed for wound care on a sample
of 18. This failure resutted In R17's foot wounds
becoming infested and infected with parasitic fiy |
larvae (maggots) requiring the use of intravenous ,
antibiotics. |

B. Based on record review and interview, the
facility staff failed to obtaln and document
resident weights as ordered by the physician for
relevant medical diagnoses. This failure affects
three resldents {R1, R18, R17) out of 12 reviewad
for physician orders on a sample of 18,

Findings include:

a. R17's Census Detaill and Minimum Data Set
List (undated) documents R17 was criginally
admitted to the facility 6/20/21, with a subsequent
re-admission 1/5/22. R17's Nurses Notea dated
9/24/23 document R17 was discharged to the
hospital on 9/24/23 due to shoriness of breath,
low blood pressure, elevated temperature,
elovated heart rate, and low oxygen level.

R17's current Diagnosis List (undated)
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documents R17 experiences medical diagnoses

including Heert Failure, Chronic Cbstructive i
Pulmonary Disease, Lymphedema, Diabetes,

Anemia, Chronic Kidney Disease, Pressure Ulcer |

of the Buttock, and Need for Assistance with

Personal Care.

R17's Wound Care Physician Progress Notes
from V16, Wound Care Physician, dated 9/20/23
documents R17 was experiencing multiple open
draining lymphedema ulcars on both the right and
left legs, in durations of between 1 dayand 6
months, requiring combinations of calcium
alginate, absorbent pads, and compression
wraps. This same Progress Note documents R17
was experiencing open draining stage 3 pressure
uicers on both buttocks, in duration greater than 6
months, requiring treatment with ebsorbent pads
and silicons barrler cream. This same Progress
Note documents R17 was experiencing and open
dralning wounds on the right first toe and lef first
and second toes requiring a treatment procedure
to place calcium alginate between R17's toes,
absorbent pads, gauze wraps, and comprassion
wraps (o be changed twice daily. The treatment
orders and dressing changes for R17's right first
toe, initially noted on this progress note as a new
wound, was not transcribed onto R17°s Physician
Order Sheet nor onto R17's Treatment :
Administration Record. This Progress Note '
documents R17's left firsl and second toe wounds |
were not al goal.

R17's Nurgses Note dated 8/5/23 at 2:20 PM
documents R17 had complained that the
drassings on his legs had not been changedina I
few days. The responding nurse (V11, Registered |
Nurse) then found maggots in R17's left foot and |
documented soaking R17's fest in a {(sodium
chloride solution) and placing secured wraps on
Iiinofs Department of Publc Health
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R17's feet. There was no documentation that the _
primary physician nor the wound cara physician
had been notified of the maggots and new open
wounds on R17's left toes.

R17's Nurses Note dated 8/7/23 at 5:03 PM
documents an (unidentified nurse) notified the
wound care physician (V16) about the maggots
and new wounds discovered on R17's left toas. At
this time V16 ordered for both of R17's feel to be
soaked In a (sodium chioride sotution) daty for 20
minutes, then twice daily to apply gauze soaked
in betadine to R17's left toes and wrap with gauze
roll. This dressing order was in effect through
8/18/23 when V18 revised the order to apply
calcium alginate and absorbent pads twice dally.

R17's historical Physician Order Sheet, undated
but only inciuding orders current at the time of
R17's discharge to the hospital on 9/24/23 which
had discontinue dates of 9/25/23, documents R17
was ordered lo receive treatment and dressing
changes to the left toes with betadine soaked
gauze and gauze wrap every 7 days, initiated
12/21/22 and discontinued 8/18/23. This order
was revised to include the daily sodium chioride
soaks, and dressings twice datly 8/7/23, after
nursing staff notified V18 about the maggots
found on R17's left foot on 8/5/23, crealing an
overtap of conflicting orders from 8/7/23 through
8/18/23.

R17's historical Physician Order Sheet, undated
but only including orders current at the time of
R17's discharge to the hospital on 9/24/23 which
had discontinue dates of 9/26/23, decuments 2
physician orders, one for R17 to receive skin .
assessments on shower days every Wednesday |
and Saturday, and the second for R17 10 recaive
skin assessments on shower days every Tuesday |

$90499
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and Friday. This same Physician Order Sheet
documents a third physiclan order for R17 to )
receive daily skin checks due to being a high risk
resident.

R17’s Treatment Administration Record for
September 2023 documents two skin
assassment arders, one for shower days on
Wednesdays and Saturdays, and the other for
daily skin checks. This same Traatment
Adminisiration Record documents the nursing
staff did not complete the daily skin checks on
8/11/23 and 9/22/23.

R17's Meadication Administration Record for
September documents the third skin assessment
order to be completed on shower days every
Tuesdays and Fridays. This same Medication
Administration Record decuments the daily skin
check was not completed on 9/22/23.

On 0/26/23 at 3:03 PM, V11, Registered Nurse,
confirmed, °I did see the maggots on (R17's) left
fool awhile back (8/6/23) and | was asaisting
R17's primary nurse to soak R17's foot.” Vi1
further stated, *| was R17's primary nurse Sunday
night {9/24/23) when | had to send him to the
hospital. | did get a report from the emergency
room that he had maggots in his foot again but |
didn't see them this time.”

On 9/26/23 at 3:25 PM, V16, Wound Care
Physician, stated, "l am not doing maggot therapy |
for (R17) but | have heard of that. (R17) had the
maggotls a couple of months before (8/5/23) and
that was why | ordered the treatments for his toes
to be wice dally {8/7/23). if the nurses were
cleaning and changing the dressings twice per

day then there would be no way for maggots to
grow in there." V16 continued, "ARer a flylays |
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egygs it takes a couple of days for the eggs to
hatch and the maggots to get big enough fo see.
This is an indication that the treatments and
dressing were not being completed, it's very
unfortunate and It looks like some of the nurses
are checking off the treatment when they don't do
n.ll

On 9/27/23 at 10:14 AM, V2, Director of Nursing,
stated, “There was one cther ime in August
(8/6123) that (R17) had maggots in his foot
wounds on his left fool, but at that time he wasn't
getting any dressing changes on his feet, just his
legs.” V2 confirmed, "(R17°s) shower days are
Tuesdays and Fridays.”

R17's historicel Physidan Order Sheets
document R17 had a physician order for a weekly
dressing treatment for the left foot to receive arall
gauze with beladine to be weaved between the
toes, initiated 12/21/22 and discontinued 8/18/23.

On 9/27/23 at 10:14 AM, V2, Director of Nursing,
continued, "I do know that {(R17) refused his
dressing changes on Friday evening (9/22/23)
and Saturday for day shift (8/23/23)and if a
resident refuses cares or treatment, the staff
need to be documenting that.”

R17's Treatment Administration Record for
September 2023 documents 3 incomplete
treatments for R17's left toes, one on 9/3/23 on
the day shifi, 821/23 on the evening shift, and
one on 8/22/23 on the day shift. These
Incomplete treatments were laft blank as no
nurse had completed the treatment or signed the
record in any manner, This Treatment
Administration Record documents 2 refusals of
the left toes treatment by R17, one on 84/23
evening shift, and on on ©/22/23 evening shift,
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There was one treatment record for a referrel to i
the nurses notes an 9/4/23 day shift, however
there was not a nurses note at all in R17's record
between 9/1/23 and 9/5/23. Ali octher occasions
for the twice dally left toes treatment were
checked and initialed by nursing staff as though
completed, including the day shift on Saturday
©/23/23 which V2 stated R17 had refused. The
treaiment for R17's right first toe was absent from
the Treatment Administration Record which was
ordered by V16 on 9/20/23 and was not
transcribed to the Physictan Orders nor
Treatment Record.

On 8/28/23 at 8:4)0 AM, R17 was laying supine in i
bed at (hospital), visibly pink In the face and
obviously short of breath. R17 was utilizing
supplemental oxygen running &t 1.5 liters per
minute through a nasal cannula and the head of
the bed was elevatod approximately 45 degrees.
R17 was receiving intrevenous antibiotics
Vancomycin and Cefapime. R17 stated, "It
seamed that the care at (the facility) was befter
back when | first got there, but since it has
changed hands, the care has gone down.” V17
continued, “I do have some sores on my butt, my
legs, and my feet At (the facllity) my legs got
wraps that stay on for 7 days, so they take them
off on Tuesdays for my showers and that was
when the wound doctor {V16) would come in,

then on Fridays for my showars they would wrep
my legs with bags to keep them from getling wet. |
| got some creams and salves and padsonmy |
bottom. The nurses were not doing the dressings
on my feet twice a day like they were supposed
t0.” R17 further stated, *I did not refuse or decline
the dressings on my feet, | generally let them do |
whatever they need to do. There might have been
& faw times a nurse came to do my dreasings and |
| said | needed to go to the bathroom first, but | i

Bl
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they never came back to do the dressings, or
sometimes they come In after 10:00 PM and | say
it's 100 late at that time.” R17 then stated, *} did
have these maggots cne other time about a
couple of months ago, the nurse found them, but
at that time thay weren't putting dressings on my
feet at 2ll. Now this time ) got them again but they
weren't doing the dressings like they were ;
supposed to. These maggots are a bad enough |
thing but they told me in the emergency room I
thay found some bed bugs on me too.”

On 9/28/23 at 12:10 PM, V20, Emergency Room _
Nurse, staled, "l was working when (R17) came !
to the emergency room this past Sunday night |
{9/24/23). (R17) did have maggots In his left foot.

The maggots ware falling out of his foot in

clumps, We had to use a suction canister to suck ]
them up as they were falling out. | would say
there was maybe 100 of them in aff different

sizes, some were liny and some were much

larger. It was obvious that the maggots had been

there for some period of time because it takes a

few days for them to grow to the size that some of !
them were. These were not fike the maggots for f
aciual therapy, those are grown in a lab under

extremely sanitary conditions, not from regular

house flies around the environment.” V20 further

stated, "The smell around (R17) was atrociously

disgusting. | am the first person to know about i'
resident rights but when the smell starts affecting

other peopie, you just have to say 'no’ we are .
going to get you Cleaned up because you are l
affecting other people. My emergency room

doctor (V21) was appalled when she saw the

maggots and said we have to report this."

R17's (hospital) Admission History and Physical |
dated 9/24/23 documents R17 was admitted to
the hospital on this date after presenting to the
ilinofs Depariment of Public Health
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emergency room with several days history of
shortness of breath, leg ulcers, maggots, and bed
bugs.

b. 1. R17s current Diagnosis List (undated)
documents R17 experiences medical diagnoses
including Heart Failure, Chronic Qbstructive
Pulmonary Disease, Lymphedema, Disbetes,
Chronic Kidney Dissase, and Pressure Ulcer of
the Buttock.

R17's historical Physician Order Sheet, undated
but only including orders current at the time of
R17's discharge to the hospital on 8/24/23 which
had discontinue dates of 8/26/23, documents R17
was to be weighed dally and reported to the
physician if there was any weight gains of more
than 3 pounds in one day or 6 pounds in one
weok. This order was documented as initiated
8/26/22 and discontinued 9/25/23 after R17 was
sent to the hospital.

R17 Treatment Administration Record documents
these dally weights were not obtained by facility
staff on 9/2/23, /3/23, 8/7/29, 9/10/23, 9H1/23, |
9/18/23, 9/21/23, and 9/22/23, missing 8 out of 23 |
opportunities. This same Treatment
Administration Record documents R17 had a 4
pound gain from 9/16/23 to 9/17/23, going from
284.6 pounds to 288.6 pounds. There was not a
nurses note at all in R17's record between

8/15/23 and 9/19/23 to indicate facility staff had
notifled R17°s physician of the weight gain.

On ©/27/23 at 10:14 AM, V2, Director of Nursing, |
stated, "If a resident has an order for daily
weights, like for our residents with CHF
mg;aaﬂve heart failure) then it should be done |

flinots Department of Pubiic Health
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2. R1@'s current Diagnosis List (undated)
includes Acute Pancreatilis with Necrosis,
Hypertension, Cerebral Infarctions, and Transient
Ischemic Attacks (mini-strokes).

R16's current Physician QOrder Sheet (undated)
documents a physician order for R16 to be
weighed weekly, initiated 2/16/23. |

R16's Care Plan dated 1/17/23 documents R18 is
at rigk for nutritional problems, with a nursing !
intervention documented to weigh as ordered. ’

R18’s Welght Record documented R16 was
weighed on 1/21/23 at 188 pounds, and 2/1/23 at
159 pounds. R16's Weight Record documents
since the Initiation of the physician order to weigh
R16 weekly on 2/16/23, R16 was weighed on
2/23/23 at 145.3 pounds, on 3/1/23 at 145
pounds, on 3/16/23 at 134 pounds, on 3/30/23 at
135 pounds, on 4/3/23 at 138 pounds, on 4/20/23 |
at 137 pounds, on 4/27/23 at 137, on 5/1/23 at E
133 pounds, on 6/1/23 at 131 pounds, on 6/8/23 1
at 132 pounds, on 6/20/23 at 132 pounds, on f
7/3023 at 138 pounds, on 7/27/23 at 141 pounds,

on 8/3/23 at 143 pounds, on 8/10/23 at 141

pounds, on 9/1/23 at 151 pounds, and 9/21/23 at !
187 pounds, having missed 10 oul of 28

opportunities for R16's weekly weight from |

2/16/23 lo 9121723, and experiencing significant

weight losses and weight gains during the same |

On 9/27/23 at 10:14 AM, V2, Director of Nursing, J
stated, “If a resident has a physician order for
weekly weights, it should be done weekly.” ’

3. R1's Diagnosis List (undated) documents R1 ;
axperienced medical diagnoses including I
Cardiogenic Shock, Coronary Artery Disease,

ilinc’s Department of Public Haalth
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Heart Failure, Peripheral Vascular Disease, |
hypertension, History of Malignam Rectal Cancer,
Anemia, and Radiation Induced Diarrhea. f

R*'s Census Detail {undated) documents R1 was i
admitted to the facility 7/24/23 and was in the

hospital 8/1/23 through 8/8/23, then in the

hospital from 8/17/23 to 8/20/23, and final !
discharge was 9/7/23.

R1's historical Physician Order Sheet (undated)

documents a physician order for R1 to be

weighed every waek for 4 weeks initiated 8/22/23 |
(for readmission) and discontinued 9/14/23 (after
discharge date). This historical Physician Order
Sheet documents a second physician order for
weokly weights initiated 7/24/23 (admission date)
and discontinued 8/3/23 (after discharge to
hospital). !

R1's Welght Record documents 3times R1 was
weighed, for original admission 7/25/23, on
8/1/23, and 9/7/23, missing a readmission weight
from on or around 8/8/23, on or around 8/16/23,
readmission on or around 8/20/23, and on or
around 8/27/23.

On 6/27/23 at 10:14 AM, V2, Director of Nursing,
stated, "if a resident has an order for weekly '
weight, then it should be done weekly. We do '
initiate orders for weekly weight for four weeks

upon admissions and readmissions.” . ‘

) I
2 of 2 Violations . |

Section 300.1210 General Requirements for |
Nursing and Personal Care ! !
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300.1210b)
300.12104)8

b) The faciity shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychologicat
well-being of the resident, in accordance with
each resident's comprehensive resident care
ptan. 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.

d) Pursuant to subsection (a), general nursing
care shall include, et 8 minimum, the following
and shall be practicad on a 24-hour,
seven-day-a-week basls:

8) All necessary precautions shall be taken to
asaure that the residents’ environment remains

as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident recelves adequate supervision
and assistance to prevent accidents.

These Requirements were not met as evidenced
by:

Based on observation, interview, and record
review, the facility falled to supervise one
dependent resident (R9) for safety to prevent a
fall, and fafed to complete fall risk assessments
for three residents (R14, R18, R17) with known
fall risks, out of five reviewed for falls and fayl
risks on the sample of 18. This Faiure left (R9)
alone sitting on edge of therapy table with no
supeyvision and history of repeated falls,
contributing to (R8) falling to fioor causing injury
and being sent to hospltal,

$9999
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Findings include: J

1. R9's Census Detail (undated) documents R9

was admitted to the facility 1/10/22. R9's i
Diagnosis List (undated) documents RS [
experiances medical diagnoses including .
Eplepsy, Repeated Falls, Neuropathy of Right |
Lower Limb, Cerebral Infarction, Cataracts, J
Weakness, Need for Assistance with Personal

Care, Unsteadiness on Fest, and Cognitive

Communication Deficit.

On 9/21/23 at 8:25 AM, RS was seated in the

common area by the nurses station on the

faclity's residential unit 200 Hali. R9 had a large
(approximately 4 centimeter) round hematoma

with deep purple bruising protruding from the right |

side of her forehead with dependent deep purple

and yellow bruising down surrounding both eyes.

RS, obviously exhibiting some level of cognitive

defkit, stated, "l took a fall cutside, | went face |
down on the cement. | want outside with ,
someone and they weren't with me and | ended _
up on the ground.” (While R9 did not fall outside, :
she was off of her usual residentlal unit and in the ‘
therapy room of another unit). R9 continued, ™| |

did go to the hospital but they really didn't do

anything with me, just checked me out and sent

me back " RS further stated, *| would think the J
peopie would have been more careful with me,

but | will ive.”

RO's Minimum Dala Set dated 8/16/23 documents

RO requires extensive assistenca of 2 staff

members to accomplish bed mobility, surface to

surface transfers, and tolleting. This Minimum |
Data Set documents RS does not ambulate, and ,
has impairments in range of motion of one upper |
and one lower axtremity. - }

linols Department o Public Health
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RB's Nurses Notes dated 8/15/23 document R0
had fallen off of the therapy table, incurred a large
hematoma io the right forehead, was sent to the
emergency room for evaluation, and returned to
the facility the same day.

R9’s Care Flan dated 11/11/22 documents RO is

at risk for fals due to medical conditions of

confugion, gait/ balance problems, weakness, |
history of fals, epilepsy, neuropathy of right lower {
limb, convulsions, hypertension, and has a history
of scooting herself out of the wheelchair, The
rursing interventions for fall prevention include to
use side rails on the bed, handralls on the walls,
chalr alarm for safely, and dycem (sticky
material) in the wheeichair.

On 8/21/23 at 11:05 AM, in the therapy room on f
the facility's Haven Center Unit was a large |
(approximately 6 feet by 7 feet) flat padded table

without raised edges which was 18 inches off the

floor in it's lowest position, and 29 1/2 inches from

the floor in the highest position. |

On 9/21/23 at 1:42 PM, V10, Physical Therapy

Assistant, staled, "l was working with (R9) the

day she fell off the therapy table. | started out !

working with her doing some range of motion [
exercises while she was laying flat on the therapy |
table, then | had her si up al the edge of the table

s0 | could challenge her to hold her balance while |
pushing her a little bit side to side. Her legs were i
over the edge of the table and her feet were flat '
on the floor and the table was in the lowesat

position. (R9) was following instructions well and

had maintained her sitting balance for about 16 J
minutes. Then | went across the room to walk

with (R18). While | was walking (R18) cutside of |
the therapy room, | didn't see the exact moment

of (R9's) fall, but when | got to her she was l

L
iinols Depariment of Publl; Hoalth
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holding & sock in her hand so | assume she was
reaching down and messing with her sock when
she fell.”

R9's Physical Therapy Evaluation dated §/6/23
documenis R8 was dependent for activities such
as rolling right and left in the bed, going from lying |
to sitting on the side of the bed, going from sitting |
to standing, and transferring from a bed to a chair
or tollet. This evaluation documents R9 -
axperisnces impairments in range of motion and | |
strength of both right and left lower extremities.
This Evaluation documents R9 could not sit
unsupported for any amount of time.,

R9's Occupational Therapy Evaluation dated
©/11/23 documents RO was dependent for
activities such as transfers on and off the toilet, |
dependent for going from sitting to standing, and
received a mobility assessment score of 0 (zero),
the lowest possible score. This same Evaluation
documents RO had impairments in range of
motion of both right and left upper extremities.
This Evaluation documents R9 could not sit
unsupported without a moderate amount of
assistance for any length of time because R |
began leaning forward, and R9 had no ablity to
right hersaif when feaning forward. This
Evaluation documents RO had impalred safety
awareness. !

On 9/27/23 at 2:26 pm, V14, Licensed Practical

Nurse, stated, “I am familiar with (R9), | would not |
feel comfortable for one minute leaving (R9) |
sitting atone on the edge of a bed or on the tollet,

| wouldn't let her be any farther away than ) could

reach.”

2:20 pm, V18, Certified Mutsing Aseistant, stated,

"Goodness w no, | wouldn ' t leave (R9) |
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glone on the edge of a bed or toilet, she tries to
get oul of any type of sitting position she is in, she
wiggles afl over o get out of sitting.”

2:35 pm, V19, Certified Nursing Assistant, stated,
| wouldn? leave (R9) sitting alone on a bed or
tollet, she doesn't sit up very well, she leans
forward when she is sitting, that's why she isina
{heavily cushioned reclining radlling chalr)."

2. R14's Census Detall {(undated) documenls
R14 was admitted to the facility 8/13/21. R14's
Diagnosis List {undated) documents Ri4
experiences medical diagnoses Including
Unsteadiness on Feet, Weakness, Reduced
Mobility, Need for Assistance with Personal Care,
Lack of Coordination, and Abnormal Gait and
MobHity.

R14's Care Plan dated 8/13/21 documents R14 is
at risk for falls due to multiple medical conditions

am_! diagnoses. 1
On 9/27/23 at 10:14 AM, R14's Assessments !

{undated) document R14's most recent fall risk
assessment wes dated 6/13/23.

On 9/27/23 at 10:14 AM, V2, Director of Nursing,
stated, "We are supposed to be doing fall risk
assessments on admission, on readmission, after
every fall, and then quarterly.”

3. R15's Census detail (undated) documents R16 ‘
was originally admitted to the facility 4/10/16, with
a subgequent admission 8/23/22. R15's ;
Diagnosis List (undated) documents R15 ;
experiencas medical diagnoses including

Reduced Mobility, Need for Assistance with J
Personal Care, and Acquired Absence of (Left)

leg Below the Knee.
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R15's Care Plan dated 8/26/22 documents (R15)
has decided to stay at the facllity long term due to
feeling unsafe being alone because of
experiencing dizziness and falls. This same Care
Ptan documents R15 Is at risk for falls retated to
multiple medical diagnoses and health conditions.

R15's Assessments {undated) document R15's
most recent fall risk assessments was dated
072022,

4. R17's Census Detail (undated) documents
R17 was originally admitted to the facility 8/20/21,
with a subsequent readmission 1/5/22. R17's
Diagnosis List documents R17 experlences
medical diagnoses including Unsteadiness on
Feet, Weakness, Reduced Mobility, and Need for
Assistance with Personal Care,

R17's Care Plan dated 1/7/22 documents R17 is
atrisk for fails due (o muitiple medical diagnoses |

and health conditions.
R17's Assessments {undated) documents R17's

most recent fall risk assesament was dated
4730122, |

(8)
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