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Statement of Licensure Violations:

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

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 

 

Illinois Department  of Public Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

02/28/24Electronically Signed

If continuation sheet  1 of 96899STATE FORM BYPS11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 04/08/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

IL6000657 02/18/2024
C

NAME OF PROVIDER OR SUPPLIER

BALMORAL HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

2055 WEST BALMORAL AVENUE
CHICAGO, IL  60625

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S9999Continued From page 1 S9999

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)

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 
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, 
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.

These requirements were not met as evidenced 
by: 

Based on interviews and record reviews the 
facility failed to follow their fall policy to study fall 
causations, provide corrective actions to prevent 
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reoccurrences, failed to provide adequate 
supervision and failed to develop specific fall 
interventions for 1 [R1] of 3 residents reviewed for 
falls. This failure resulted in R1 sustaining 
traumatic subarachnoid hemorrhage.  

Findings Include:

R1's clinical record documents in part; R1 is a 
73-year-old with the medical diagnosis of 
traumatic subarachnoid hemorrhage with loss of 
consciousness of unspecified duration, 
subsequent encounter, dementia, unspecified 
severity, with other behavioral disturbance, 
malignant neoplasm of prostate, secondary 
malignant neoplasm of bone, muscle weakness 
(generalized), unsteadiness on feet, 
abnormalities of gait and mobility, cognitive 
communication deficit,  acute kidney failure, 
altered mental status, mild neurocognitive 
disorder due to known physiological condition 
with behavioral disturbance, anemia, 
protein-calorie malnutrition, osteoarthritis of knee, 
retention of urine, and osteoarthritis of hip.  
Minimum data set [MDS] Brief Interview Mental 
Status Score Indicates R1 is moderately 
impaired. 

R1's care plan indicated R1 had falls on the 
following dates:

- 12/07/2023: Unwitnessed fall: R1 observed at 
his bed side with laceration on his right side of the 
head noted with laceration of 2x 0.3x 0.1cm 
(centimeters), received sutures at hospital. 
Intervention: Implement fall prevention measures, 
encourage the use of mobility aids, and 
collaborate with physical therapy for 
strengthening exercise. Clean and dress the 
wound appropriately, monitor for signs of 
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infection, and administer prescribed medications.  

-01/08/2024 15:07 Resident was observed naked 
sitting on the floor by his bed side. 
Intervention: Provide regular mobility assistance 
to the resident to prevent independent attempts at 
transferring.

- 01/08/2024 19:13 R1 was observed by staff 
lying on the floor. Resident was lying at the 
entrance of his room on his left side. R1's x-ray 
showing bleeding at the arachnoid.
Intervention: Physical therapy and occupational 
therapy referral. 

- 01/21/2024 R1 was observed sitting on the floor.
Resident Verbalized: Resident stated I worked all 
day and as I was walking home, I got tired and 
just sat on the floor. 
Intervention: Implement interventions to manage 
and cope with dementia-related behaviors.

R1's fall assessment dated 12/7/2023 indicated:
R1 is a high fall risk due to past falls, impaired 
transfers, can not walk unassisted, and impaired 
mental status. Scored 75.0 indicates R1 is a high 
fall risk.

R1's facility reported final report dated 1/12/24 
documents in part:
On 1/8/24 at 6:50 PM, R1 was observed by staff 
lying on his left side on the floor near the 
doorway. During investigation, staff were 
interviewed, all claimed R1 was confused and 
disoriented and hard to redirect. R1's CT scan 
revealed small subarachnoid bleeding on the left 
fissure. Based on the information and 
interviewed, R1 is lacking safety awareness due 
to progression of disease process.
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Interviews:

On 2/17/24 at 12:52 PM, V4 [Licensed Practical 
Nurse] stated, "I am familiar with R1. He has 
cancer that has spread to the bones and goes to 
cancer treatments. R1 can state his needs at the 
moment, but he has dementia with aggressive 
behaviors at times and impulsive. R1 needs 
continuous monitoring, supervision and 
re-direction. I was R1 nurse on 12/7/23 when he 
had a fall. I was the end of the hallway completed 
blood sugar checks and staff told me R1 was on 
the floor. I observed R1 next to his bed on the 
floor with no clothes on. During the body 
assessment I noted a laceration above his 
eyebrow. R1 was sent to the hospital and 
received sutures.  On 1/8/24, R1 was re-admitted 
back to facility from having stomach pains. The 
ambulance transporters placed R1 into bed, I 
completed his body assessment and noticed R1 
was very confused, trying to remove his clothing 
and kept trying to get up from bed.  I called V3 
[Director of Nursing] and asked if R1 could be 
moved closer to the nursing station, V3 told me 
she would move R1 closer. I was at the nursing 
station completing R1's admission paperwork 
when I heard R1's roommate yelled out for help. 
R1 had a fall and was only back in the facility for 
an hour.  I observed R1 lying on the floor next to 
his bed without any clothes on. I completed body 
assessment and R1 was placed back into bed. I 
notified V3, physician and state guardian of the 
fall. R1 fall interventions is to keep his room free 
of clutter and move R1 closer to the nursing 
station. I cannot remember if the bed was in low 
position, there was no floor mats on the floor next 
to R1's bed.  After his falls on 1/8/24, when R1 
returned to the facility on 1/14/24, I would put R1 
in his wheelchair and push him with me from 
room to room to complete my medication pass. 
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To ensure he did not fall, while I was down the 
hall. R1 needs one to one monitoring to prevent 
falls."                                                                                             

 On 2/17/24 at 1:23 PM, V3 [Director of Nursing] 
stated, "R1 has cancer to the bones, he is not 
easy redirected, R1 like to be naked and takes 
his clothes off and is very aggressive.  R1 has 
been in and out the hospital. 12/7/23, R1 trying to 
get out of bed, and fell trying to get to wheelchair, 
impulsive behavior. The intervention was to 
implement fall prevention measures, encourage 
the use of mobility aids, and collaborate with 
physical therapy for strengthening exercise.  On 
01/08/2024 at 15:07 R1 was observed naked 
sitting on the floor by his bed side. Intervention 
was to provide regular mobility assistance to the 
resident to prevent independent attempts at 
transferring. On 01/08/2024 at 19:13 R1 was 
observed by staff lying on the floor. Resident was 
lying at the entrance of his room on his left side. 
R1's x-ray showing bleeding at the arachnoid. 
The intervention was physical therapy and 
occupational therapy referral. On 01/21/2024, R1 
was observed sitting on the floor. The intervention 
was to implement interventions to manage and 
cope with dementia-related behaviors. After every 
fall there should be a nursing intervention in place 
specific to the resident to prevent another 
potential fall.  Our minimum data set coordinator 
[MDS] places fall interventions in the care plan. 
The nursing team discus our options and MDS 
coordinator places in the care plan. R1 
interventions are not specific as they should have 
been. Some specific care plans would be low 
bed, call light in reach, or place floor mats next to 
the bed. I do not know why R1 do not have those 
interventions in his care plan or specific 
interventions. The nursing staff should know what 
basic fall intervention are to implement. Some 
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nurses take R1 with them during their medication 
pass. There is no reason why the nurse should 
not take the R1 with them while passing 
medications, its part of the nurse job, if the CNAs 
are busy."

On 2/17/24 at 3:10 PM, V5 [Social Service 
Director] V5 stated, "R1 is declined significantly 
since admission due to spreading cancer, very 
confused restless and compulsive. R1 need 
continuous monitoring and cues.  R1 has state 
guardian as of January 2024.  There are times 
when R1 behavior and cognition goes up and 
down not all the time sometimes when he needs 
1:1 sitting."

On 2/17/24 at 6:00 PM, V6 [Agency Licensed 
Practical Nurse] stated, "R1 was alert he tell you 
the basic things, like bathroom, and hungry at 
times. R1 was very confused on 1/8/24. I 
received report from V4 that R1 had a fall around 
3PM, and he was moved to another room closer 
to the nursing station. R1 need very close 
monitoring and supervision. When I checked on 
R1, he was in bed sleeping. V8 [Certified Nurse 
Assistant] told me he took R1 his food tray and 
R1 did not eat any of his food. V8 and I went to 
R1's room to warmed up his food, and positioned 
R1 in a sitting up position so he could eat dinner. 
V8 went to help another resident, and I went 
down the hall to look for a wheelchair.  On my 
back down the hallway, near his room I observed 
R1 lying on the floor in front of his bedroom door 
in the hallway. I completed a body assessment, 
check R1's vital signs, completed range of 
motion. I did not see any apparent injuries. I 
called R1's physician I received an order to send 
R1 back to the hospital, because he had two falls 
upon with in hours of R1 being re-admitted back 
to the hospital.  V8 or I could not stay with R1 
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continuously, we have to care and tend to other 
residents on the floor. R1 has another fall on 
01/21/2024. Nursing staff observed R1 on the 
floor. R1 said he was tired after getting off the 
floor then sat down. I completed head to toe 
assessment, no apparent injury. V9 [R1's Facility 
Physician] order x-rays they were negative for 
fracture. I was taking care of other residents and 
R1 got out of bed. R1 need to have one to one 
monitoring."

On 2/17/24 at 6:35PM, V8 [Certified Nurse 
Assistant] stated, "R1 is confused and needs a lot 
of monitoring. R1 was sleeping for a while and did 
not wake up to eat dinner. V6 and I went to R1's 
room and woke him up to position up in bed so he 
can eat. I warmed up his dinner and R1 started to 
eat. I left out R 1's room to assist another 
resident. I heard the V6 call out for assistance. I 
observed R1 lying on the floor outside his 
doorway. R1 told me he was trying to go watch 
the football game. I kept monitoring R1, but R1 
got up so fast when I was down the hall."

On 2/18/24 at 10:01 AM, V9 [R1's Facility 
Physician] stated, "I was notified on 1/8/24 that 
R1 was re-admitted back to the facility and had 
fallen twice with in a few hours, I gave an order to 
send R1 back to the hospital for further 
evaluation.  R1 medically and cognitively declined 
when his cancer had spread to the bone and 
possible brain. The nursing staff should take into 
consideration that R1 needs close monitoring and 
supervision to help prevent falls. R1 fall could 
have been prevent only if he had one to one 
supervision, the facility is not capable to provide 
one to one supervision all the time. Administration 
maybe consider R1 needs a facility that is 
capable to provide very close monitoring."
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On 2/18/24 at 10:15 AM, V1 [Administrator] 
stated, "V3 completed the fall investigations, and 
(State Survey Agency) report. I read over the 
report, I am familiar with R1 and his falls. R1 had 
a declined secondary to cancer now to the bones. 
There were times R1 was one to one and staff 
stayed in the room, there is no order for one to 
one or any intervention. The nursing staff are all 
aware that R1 is a high fall risk and need close 
monitoring, the staff has done their best. The 
hospital should have sent him back to the facility 
unstable."

Policy: Documents in part: Fall [No Date]
-To ensure that all incidents that occur with 
residents are identified, reported, investigated 
and care plans reviewed, to provide appropriate 
medical interventions with residents involved in 
fall incidents as deemed necessary by the health 
care providers, to study fall causations and to 
provide corrective actions to prevent 
reoccurrence when possible.
-Resident's care plans will be reviewed and 
updated as necessary by the interdisciplinary 
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