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Statement of Licensure Violations:

300.610a)
300.1210a)
300.1210d)2)

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

a) Comprehensive Resident Care Plan.  A facility, 
with the participation of the resident and the 
resident's guardian or representative, as 
applicable, must develop and implement a 
comprehensive care plan for each resident that 
includes measurable objectives and timetables to 
meet the resident's medical, nursing, and mental 
and psychosocial needs that are identified in the 
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resident's comprehensive assessment, which 
allow the resident to attain or maintain the highest 
practicable level of independent functioning, and 
provide for discharge planning to the least 
restrictive setting based on the resident's care 
needs.  The assessment shall be developed with 
the active participation of the resident and the 
resident's guardian or representative, as 
applicable. (Section 3-202.2a of the Act)

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

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

These regualtions were not met as evidenced by:

Based on interview and record review, the facility 
failed to provide wound treatments for 2 (R1,R4)  
of 3 residents who were reviewed for wounds. 
The facility failed to :

1. Provide wound treatment for R1's surgical 
site. 
2. Develop skin care plan interventions for R1. 
3. Ensure wound skin assessment and Braden 
scale assessment completed on weekly basis for 
R1.  
4 Provide wound treatment as ordered by 
physician for R4.

These failures resulted in R1 being admitted to 
the hospital on 9/4/24 for dehiscence of the 
wound to groin area and R4's wound dressing not 
being changed daily.  

The findings include: 
Illinois Department  of Public Health
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R1's admission record documented admission 
date on 8/20/24 with diagnoses not limited to 
Hemiplegia and hemiparesis following cerebral 
infarction affecting right dominant side, Type 2 
diabetes mellitus, Other obesity due to excess 
calories, Essential (primary) hypertension, 
Hyperlipidemia, Angina pectoris, Other specified 
anemia, Atherosclerotic heart disease of native 
coronary artery, Peripheral vascular disease, 
Encounter for other specified surgical aftercare, 
Depression, Other abnormalities of gait and 
mobility, Other lack of coordination.  

R4's admission record documented admission 
date on 3/14/23 with diagnoses not limited to 
Central Cord syndrome at C5 level of cervical 
spina cord, Chronic Obstructive Pulmonary 
Disease, Retention Of Urine, Mild Protein-Calorie 
Malnutrition, Pressure Ulcer Of Right Hip Stage 4, 
Pressure Ulcer Of Right Heel Stage 3, Pressure 
Ulcer Of Other Site Stage 4, Non-Pressure 
Chronic Ulcer Of Skin Of Other Sites With 
Unspecified Severity, Anemia Due To Enzyme 
Disorder, Peripheral Vascular Disease, Acquired 
Absence Of Left Leg Above Knee, 
Atherosclerosis Of Native Arteries Of Left Leg 
With Ulceration Of Other Part Of Foot, 
Non-pressure Chronic Ulcer Of Other Part Of Left 
Foot With Fat Layer Exposed. 

R1's progress notes dated 9/4/2024 documented 
in part:  Resident went out on appointment with 
escort.  Resident was being admitted for 
dehiscence of the wound to groin area.

MDS (Minimum Data Set) dated 8/27/24 showed 
R1's cognition was moderately impaired.  She 
needed set up or clean up assistance with upper 
body dressing; Supervision or touching 
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assistance with toileting and personal hygiene, 
shower / bathe self; Partial / moderate assistance 
with lower body dressing, chair / bed, and toilet 
transfer.  MDS showed R1 had surgical wound.

R1's wound / skin assessment dated 8/21/24 
documented in part:  Lt Inner Thigh measuring 
4.5 x 1.5 x 0.1cm with light serosanguinous 
drainage.  

R1's Admission History and Physical notes dated 
8/21/24 documented in part:  Patient underwent 
Left femoral above to the knee popliteal bypass 
with Graft.  ENCOUNTER FOR OTHER 
SPECIFIED SURGICAL AFTERCARE - Monitor 
and change surgical site as per facility protocol.

On 10/06/24 at 10:11am Interview with V3 
(Wound care nurse, Licensed Practical Nurse / 
LPN) stated she started working in the facility in 
July 2024.  She said resident's skin condition is 
checked upon admission and if there is skin 
alteration such as pressure, non-pressure or 
surgical wounds, assessment and documentation 
should be done weekly as it would give 
information about the wound that include 
drainage, measurement, treatment, and status of 
the wound.  Any skin alteration, need to have a 
treatment in place.  Treatment will make the 
wound healed and prevent infection.  If there is 
no wound treatment, could lead to infection, 
necrosis, worsening of wound.  Braden scale 
assessment is to identify if the resident is at risk 
for skin breakdown.  It is done upon admission / 
readmission x 4 weeks then quarterly and 
significant change.  Reviewed R1's electronic 
health record (EHR) with V3 and stated R1 was 
admitted with surgical site to her left inner thigh 
related to poor circulation.  R1 had stent 
placement - Left femoral popliteal bypass.  She 
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said assessment was done on 8/21/24, showed 
surgical site on left inner thigh with sutures in 
place with moderate serosanguinous drainage.  
She said Treatment:  Border gauze dry dressing 
every Monday, Wednesday, Friday and as 
needed.  Upper part of the left groin area site was 
closed.  She said surgical sutures are 
dissolvable.  Stated standard of practice, 
treatment order should be in the POS (physician 
order sheet) and reflected in the TAR (treatment 
administration record), should be signed after 
each treatment.  If not documented, treatment 
was not done or provided.  R1 went out for a 
doctor's appointment and was directly admitted to 
the hospital.  Diagnosis: Worsening / Dehisce of 
the wound on the left groin area.  V3 said, she 
was not aware that wound on left groin area re 
opened.  It was a closed wound that re open.  
Reviewed R1's POS and TAR with V3 and said 
did not see treatment order for left groin and left 
inner thigh surgical wound.  Weekly skin wound 
assessment completed on 8/21/24.  She said 
there should have another documentation on 
8/28/24 but was not completed.  On 9/4/24, R1 
went to the hospital so weekly skin wound 
assessment was not completed.  She said 
surgical wound should have a care plan that 
would include interventions to provide guidance 
for the staff on how to care for the resident.  
Reviewed R1's skin care plan with V3, no 
intervention found.  Braden scale was completed 
upon admission on 8/20/24.  None for 8/27/24 
and 9/3/24.  

At 12:19am Interview with V2 (DON) stated if 
resident has a surgical wound, assessment and 
documentation should be done weekly, it is a 
reference regarding the status of the wound.  
Care plan should include interventions and goals 
to help staff how to care for resident.  There 
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should be a treatment order for every wound and 
can be found in POS (Physician Order Sheet), 
TAR (Treatment Administration Record), or MAR 
(Medication Administration Record).  After 
treatment was provided TAR should be signed or 
documented.  Nursing standard practice, if it was 
not documented then it was not done.  If 
treatment is not done or provided could possibly 
lead to wound deterioration / worsening / decline 
in the status / wound infection.  She said on 
9/4/24, R1 went out for doctor's appointment and 
was directly admitted to the hospital due to wound 
on groin area.  She said there was an odor in the 
room.  Not sure where the odor was coming from.  
Did not see R1's wound.  She said the wound 
nurse saw R1 and odor was not from the wound.  
Stated R1 has a sister working as a CNA (V18) in 
the facility.  

On 10/7/24 at 9:07am Interview with V18 
(CNA/Certified Nursing Assistant) stated she has 
been working in the facility for over a year.  She 
said R1 is her sister who had a surgery, stent was 
placed on her left leg.  It was inserted to the groin 
down to the leg.  R1 has 2 surgical sites, on left 
groin and left inner leg.  She said R1's surgical 
wound was not properly taking care of.  She 
escorted R1 on 9/4/24 for Doctor's appointment 
and she could smell the odor.  She said the 
doctor checked the surgical sites on left groin 
area and it got infected.  The doctor said that R1 
needed to go back to the hospital to clean up the 
infection.  She said from appointment, R1 was 
directly admitted to the hospital.  She said R1 was 
placed in ICU (Intensive Care Unit), tracheostomy 
tube and G-tube were inserted.  R1 is still 
admitted in the hospital. 

At 9:33am Interview with V17 (Nurse Practitioner 
/ NP) stated he was not able to fully recall R1 and 
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reviewed R1's EHR and stated patient underwent 
Left femoral above to the knee popliteal bypass 
with Graft.  V17 stated he did not see the surgical 
sites.  He assumes that there would be a surgical 
incision on left groin area where stent was 
inserted and should be monitored.  Wound care 
should notify the wound specialist for any 
changes.  Treatment care would depend on the 
assessment of would care.  He said any surgical 
site, nursing should make sure that a daily skin 
check is done.  He said surgical site is a 
vulnerable area - it would not expect any 
dehiscing process. Never seen dehisce surgical 
wound before from stent placement.  V17 stated 
he does not know the events that happened why 
the surgical wound had dehisced.  

No wound assessment found for Left groin 
surgical incision in R1's EHR.
No weekly skin assessment found on 8/28/24 and 
9/4/24 for R1's left inner thigh surgical site. 
R1's POS, MAR and TAR for August and 
September 2024 reviewed, no treatment order for 
left inner thigh / left groin surgical site.

R1's care plan dated 8/21/24 documented in part:  
The resident has potential / actual impairment to 
skin integrity.  No interventions documented / 
found.

R1's Braden assessment dated 8/20/24 and 
9/4/24 with lock date on 9/8/24 and 9/9/24 
respectively showed low risk for skin breakdown.   
No Braden assessment found on 8/27/24 and 
9/3/24. 

On 10/6/24 at 11:54am R4 was observed lying in 
bed, alert, and oriented x 3, verbally responsive, 
no odor.  Air mattress in placed.  R4 stated  his 
wound dressings should be changed daily, but 
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they are not being done.  He said wound 
treatment is done thoroughly every Wednesday 
when the wound doctor is here in the facility.  

R4's TAR:  Right hip and buttock:  Cleanse with 
Dakins then pack wound loosely with dakins wet 
to dry, cover with border gauze one time a day 
and as needed.  Treatment was not signed as 
provided on 8/16/24, 9/24/24 and 9/25/24.  

MDS dated 9/25/24 showed R4 was cognitively 
Intact.  Dependent with ADLs. MDS showed 2 
Stage IV pressure ulcers, 2 venous and arterial 
ulcers present.  

R4 Care plan Update Review on 9/11/24 showed:  
Treatment to wounds as directed. 

Facility's surgical wound care policy dated 4/2023 
documented in part:  To establish clear guidelines 
for the care, management, and monitoring of 
surgical wounds to minimize the risk of infection, 
promote optimal healing and ensure patient 
safety.   All surgical wounds must be assessed 
and documented upon admission, after surgery 
and during each dressing change.  
Comprehensive wound documentation must be 
completed after each assessment and dressing 
change.  In patients with co-morbidities such as 
diabetes, obesity or immune-compromised 
states, more frequent wound assessment and 
specialized care may be required. 
R4's TAR:  Right hip and buttock:  Cleanse with 
Dakins then pack wound loosely with dakins wet 
to dry, cover with border gauze one time a day 
and as needed.  Treatment was not signed as 
provided on 8/16/24, 9/24/24 and 9/25/24.  

MDS dated 9/25/24 showed R4 was cognitively 
Intact.  Dependent with ADLs. MDS showed 2 
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Stage IV pressure ulcers, 2 venous and arterial 
ulcers present.  

R4 Care plan Update Review on 9/11/24 showed:  
Treatment to wounds as directed. 

Facility's surgical wound care policy dated 4/2023 
documented in part:  To establish clear guidelines 
for the care, management, and monitoring of 
surgical wounds to minimize the risk of infection, 
promote optimal healing and ensure patient 
safety.   All surgical wounds must be assessed 
and documented upon admission, after surgery 
and during each dressing change.  
Comprehensive wound documentation must be 
completed after each assessment and dressing 
change.  In patients with co-morbidities such as 
diabetes, obesity or immune-compromised 
states, more frequent wound assessment and 
specialized care may be required. 

Facility wound treatment procedure (undated) 
documented in part:  Apply treatment as ordered.  
Document.  

Facility's skin inspection and reporting policy 
dated September 2024 documented in part:  All 
changes in resident's skin must be documented 
in the EHR (electronic health record) care will be 
updated. 

(A)
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