lllinois Department of Public Health

PRINTED: 01/30/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

IL6016133

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

C
01/09/2025

NAME OF PROVIDER OR SUPPLIER

2170 WEST NAVAJO DRIVE
FREEPORT, IL 61032

MANOR COURT OF FREEPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

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

(X5)
COMPLETE
DATE

DEFICIENCY)

S 000

$9999

Initial Comments

Facility Reported Incident of January 3, 2025
IL183640

Final Observations
Statement of Licensure Violations:

300.610)
300.1210 b)
300.1210 c)
300.1210 d)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

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

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 are not met as evidenced by:

Based on observation, interview, and record
review, the facility failed to ensure a safe transfer
by not using a gait belt for one resident, (R3),
and failed to ensure one resident (R1) was safely
transferred. This failure resulted in R1 falling
during a staff assisted transfer and sustaining
multiple lacerations to her head requiring sutures.
This applies to 2 of 3 residents (R1 and R3)
reviewed for safety in the sample of 3.

The findings include:

1. R1's Care Plan shows, "Transfer Program: 1.
Set up devices for transfer. 2. Encourage [R1] to
stand using chair arms or edge of bed to push off
from and come to a standing position. 3.
Encourage [R1] to turn using walker until back of
body is in front of source to transfer to. 4.
Encourage [R1] to reach back and place hands
on chair arms or edge of bed prior to sitting. 5.
Encourage [R1] to sit down slowly."
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R1's Emergency Department Note, dated 1/3/25,
shows, "Pt (Patient) states she fell while getting
out of bed. Pt has laceration to
forehead......Patient hit her face on the ground.
She presents with a laceration type injury to her
left forehead as well as underneath her left orbit.
She complains of pain at the laceration
site......Laceration 1...Forehead...left...7 cm
(centimeters)...7 sutures....Laceration 2...under
left orbit...4 cm..4 sutures

On 1/9/25 at 8:55 AM, R1 was sitting in a
wheelchair in her room. R1 had a laceration to
the left side of her forehead, with sutures in place,
and a laceration to under her left eye, with
sutures in place. There was yellow/purple
bruising around both lacerations. R1 stated, "l fell
out of bed."

On 1/9/25 at 9:43 AM, V4, Certified Nursing
Assistant (CNA) said she went into R1's room the
morning of 1/3/25 to get R1 up to the shower. V4
said she assisted R1 to sit on the side of the bed
and put on R1's slippers. V4 said she applied a
gait belt on R1, and positioned her wheelchair
near her bed. V4 said she positioned herself
between the side of the bed and the wheelchair,
placed her right hand onto the gait belt, and had
R1 stand up. V4 said R1 took one or two steps to
turn to sit in her wheelchair when she fell forward.
V4 said her hand slipped off of the gait belt due to
the force, so she was unable to assist her to the
floor. V4 said she fell forward and hit her head on
the floor. V4 said R1 was not using a walker
during the transfer.

On 1/9/25 at 11:00 AM, V7 (Physical Therapy
Assistant) said staff should always use a gait belt
when assisting a resident with a transfer for the
resident's safety. V7 said if a resident starts to
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fall, the staff member can either prevent the fall or
assist them to the ground in a controlled manner
to try and prevent any injuries. V7 said staff
should be holding the gait belt during the entire
transfer, and should be as close to the resident
as they can during the transfer. V7 said if a
resident is transferring from the bed to the
wheelchair, the wheelchair should be parallel to
the side of the bed, and the staff member should
be standing in front of them and holding onto the
gait belt with both hands during the transfer if they
are not using a walker. V7 said R1 should be
using her walker and a gait belt during transfers.
V7 said it would be safer for her. V7 said if a
resident is using a walker for a transfer, the
walker should be placed in front of the resident
and the the staff should be holding the gait belt
standing by the residents side opposite of the
wheelchair. V7 said walkers help resident's with
balance during transfers.

On 1/9/25 at 1:50 PM, V2 (Director of Nursing)
said she interviewed V4 about what happened,
and she said the resident had slippers on, and
she thinks the slippers did not have enough grip
on the bottom and caused R1 to slip. V2 said R1
fell forward and away from V4, and she was
unable to catch her. V2 said R1 does use a
walker. V2 said gait belts should be used at all
times when transferring a resident, and the
resident should be transferred in the manner
shown in their care plan. V2 said staff should be
able to use the gait belt to assist the resident to
the ground in a controlled manner if they start to
fall to prevent injuries. V2 said if a resident uses
a walker, that would give them better stability as
well.

2. R83's current Care Plan shows that she is at
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risk for falls related to weakness. R3's Resident
Care Information shows, "Safe Resident Handling
Procedures-Transfer Method: 1 assist with pivot
transfers. Level of assistance: staff assist of
one..."

On 1/9/25 at 8:43 AM, V3 (CNA) transferred R3
to the toilet. V3 did not apply a gait belt to R3
before the transfer.

On 1/9/25 at 8:50 AM, V3 said she "totally spaced
out" putting a gait belt on R3 for her transfer to
the toilet, but should have applied one.

The facility's Gait Belts Policy, revised on 12/02,
shows, "No resident will be transferred or
ambulated without the use of a gait belt, unless to
do so is contraindicated and this would be
identified on resident's plan of care."

The facility's Sit to Stand Procedure, revised on
8/14, shows, "Apply the gait belt....keep a wide
balanced stance and the resident close to your
body.....Have the resident's assistive device (if
any) in front of them. Stand on the resident's
weak side...Assist the resident by holding onto
the gait belt with one hand and the assistive
device with the other hand...."
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