lllinois Department of Public Health

PRINTED: 03/31/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

IL6014617

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

C
02/26/2025

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

4815 SOUTH WESTERN AVE

APERION CARE INTERNATIONAL CHICAGO, IL 60609

(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

S9999

Initial Comments

Complaint Investigations: 2581278/ IL00186431

Final Observations

Statement of Licensure Violations:
300.610a)

300.1010i)

300.1210Db)

300.1220b)7)

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 300.1010 Medical Care Policies

i) At the time of an accident or injury,
immediate treatment shall be provided by
personnel trained in first aid procedures.

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
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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.

Section 300.1220 Supervision of Nursing
Services

b) The DON shall supervise and oversee the
nursing services of the facility, including:

7) Coordinating the care and services
provided to residents in the nursing facility.

These requirements were not met as evidenced
by:

Based on observation interviews and record
review, the facility failed to provide emergency
care for one resident (R2) who had an
unwitnessed fall and complained of leg pain. This
failure resulted in R2 sustaining a hip fracture that
was not detected until more than twelve hours
later.

Findings include:

R2 is 89 year old with diagnosis including but not
limited to: Displaced intertrochanteric fracture of
right femur, unspecified fall, unsteadiness on feet,
limitation of activities due to disability, other
abnormalities of gait and mobility.

On 2/20/25 at 11:50 PM, R2 stated, "l was
walking around when | fell. | told my nurse that |
had fallen and my leg was hurting. | went to the
hospital the next day and had surgery on my leg."
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Surveyor asked if R2's leg was x-rayed in the
facility after his (R2's) fall. R2 stated that his leg
was not x-rayed until he (R2) arrived to the
hospital on the next day.

On 2/20/25 at 12:20 PM, V4 (LPN/Licensed
Practical Nurse) stated, the purpose of a stat
x-ray after a fall is to make sure that there are no
fractures or injuries. We (Nurses) need to know
immediately if there is a broken bone or anything
else wrong.

On 2/25/25/ at 11:35 AM, V13 (ADON/ Assistant
Director of Nursing) stated, "I got report from the
3- 11 PM Nurse (V10) that R2 had a fallen earlier
that day and that an x-ray was ordered. The X-ray
Company never came during my shift. Between
6:30 AM and 7:00 AM | was told by the CNA
(Certified Nurse Assistant) that R2 was
complaining of pain. When | went to assess him,
he was guarded, complained of pain and his right
leg looked abnormally swollen. At that time, |
called the NP and was given orders to send him
out." V13 (ADON) said that R2 was sent to the
hospital on 12/30/24 between 9 and 10 AM. V13
stated, "Usually if a resident is complaining of
pain post-fall, | will try to treat the pain and see if |
can get a STAT (Now) X-ray or order to send the
patient out. | would rather be safe than sorry. A
patient could have a dislocation, a fracture, a tear
or anything."

On 2/25/25 at 1:45 PM, V12 (NP/Nurse
Practitioner) stated, "After a patient has sustained
an unwitnessed fall and is complaining of pain,
we (assigned nurse) do a head to toe
assessment and check for pain and do STAT
x-rays and blood work, to know if there is a
fracture." V12 (NP) stated, that a STAT x-ray
should be at the facility within 1-2 hours and if the
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x-ray is not done within the 2- hour window, she
(V12) would want to have the resident sent out to
the Emergency department for an x-ray and
further evaluation.

On 2/25/25 at 1:45 PM, V12 (NP) said, "If there is
an untreated fracture, the risk of blood clots can
increase and can travel to the lungs causing a
pulmonary embolism. There is also a risk for
stroke and excruciating pain from the fracture.”

Facility Fall Occurrence Note dated 12/29/24
documents, R2 had an unwitnessed fall at 2000;
R2 noted in bed stated to staff (V10/ LPN) that he
(R2) had fallen; R2 worsening hip pain of 5 on a
1-10 scale.

Progress note dated 12/29/24 at 2102 and
authored by V10 (LPN) documents, on- call

Nurse Practitioner called and informed of fall, V10
received orders for x-ray to left leg.

Progress note dated 12/30/24 at 0749 and
authored by V13 (ADON) documents, R2's pain
10 of 10 to right leg; new onset of pain; sent to
hospital emergency department.

Progress note dated 12/30/24 at 0829 and
authored by V13 (ADON) documents, PRN (As
needed medication) administered and ineffective.

Progress note dated 12/30/24 a 0853 and
authored by V13 (ADON) documents, R2 with
increased pain to the right leg where he (R2) can't
turn from side to side; R2 not allowing passive
range of motion to right leg; Nurse Practitioner
gave order to send to Hospital.

Progress note dated 12/30/24 at 1000
documents, R2 out to Hospital via ambulance.
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Facility Reported Incident submitted on 1/7/25
documents, Final report; on 12/29/24, R2 stated
he had a fall; on 12/30/24 R2 complained that his
pain had increased; R2's Nurse (V13) called NP
and obtained orders to send R2 out to the
Emergency Room.

Hospital History and Physical report dated
12/30/24 documents, R2 presenting to the
emergency department after a fall at the nursing
home yesterday (12/29/24) with persistent right
hip pain.

Hospital Summary dated 1/7/25 documents, R2
was seen for intertrochanteric fracture of right hip;
R2 status/ post Open Reduction and Internal
Fixation right hip with metal rod and screw on
1/3/25.

Facility Policy titled Fall / Incident Occurrence
documents, provide or obtain emergency care or
first aide as needed; if incident or fall occurs
between the hours of 5 PM- 7 AM; Emergency
Medical Services will be notified to complete an
assessment for injury and transport to local
hospital for further evaluation and/or treatment if
indicated.
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