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Initial Comments

Complaint Investigation: 2560986/IL 186000

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210d)1)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

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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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:

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

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

These regulations were not met as evidenced by:

Based on interview and record review, the facility
failed to provide pain medication and antifungal
medication to one resident (R1) of three residents
reviewed for significant medication errors in the
sample list of eight. These failures resulted in R1
experiencing pain and continued symptoms of
infection.

Findings include:

R1's undated diagnoses sheet, documents R1's
diagnoses as: aftercare following Joint
Replacement surgery, presence of Left Artificial
Hip Joint, Candidiasis, unspecified, and unilateral
Primary Osteoarthritis, left hip.

R1's Physician Order Sheet (POS) dated January
2025, documents Hydrocodone/Acetaminophen
Oral Tablet 5-325 milligrams (mg), give 5 mg by
mouth one time only for pain related to following
Joint Replacement surgery, for 1 day, give 2
tablets Hydrocodone/Acetaminophen 5/325 mg
one time only dose; start date 1/30/2025,
discontinue date 1/31/2025.
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R1's January 2025, Medication Administration
Record (MAR) has no documentation that
Hydrocodone/Acetaminophen Oral Tablet 5-325
milligrams (mg), medication was given on
1/30/25.

R1's MAR dated January 2025, documents an
order for Clotrimazole Vaginal Cream 2%, insert
one applicator vaginally at bedtime for yeast
infection, start date 1/30/2025.

R1's Treatment Administration Record (TAR)
dated January 30, 2025, has no documentation of
Clotrimazole Vaginal Cream 2% being
administered on 1/30/25 at bedtime. R1's TAR
dated February 2025, has no documentation of
Clotrimazole Vaginal Cream 2% being
administered on 2/4/25, 2/7/25, 2/8/25, and
2/13/25.

R1's Orthopedic Discharge Summary dated
1/22/25-1/30/25, documents an order for
Lidocaine 4% one patch transdermal on 12 hours,
off 12 hours.

R1's MAR dated January 2025, documents
Lidocaine External Patch 4% apply to left hip
topically every morning and at bedtime for pain
apply in AM, remove at night, start date
1/30/2025.

R1's TAR dated February 2025, has no
documentation of a Lidocaine patch being put on
R1's left hip on 2/1/25.

On 2/14/25 at 10:26 AM, R1 stated when she first
got here, they did not have her medications so
she did not get her pain medications and she was
in a lot of pain. R1 stated they have forgotten her
lidocaine patch too. R1 stated she is not getting
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her vaginal cream at night and still has symptoms
of an infection

On 2/14/25 at 12:54 PM, V2 (Director of Nursing)
DON stated when R1 was admitted the pharmacy
did not get R1's orders in time so they did not
have the medications. V2 stated the script that
was sent to the facility first was for Oxycodone
and the facility does not have that in the
convenience box and had to get another order for
something else that the facility does have which
took a while so R1 did not get the pain medication
until the middle of the night. V2 stated if a
medication is not checked off as being given then
it was not administered. V2 verified R1's
Clortrimazole has not be given to R1 on several
days according to the TAR. V2 verified R1 did not
get the one time dose of Hydrocodone on 1/30/25
and that R1 did not get the Lidocaine patch on
2/1/25.

On 2/20/25 at 11:35 AM, V6 Medical Doctor (MD)
stated R1's hospital discharge orders should
have been followed and R1 should have gotten
pain medications that were ordered. V6 stated by
not getting pain medications when ordered, it can
lead to an increase in pain after a hip
replacement and R1 should have received the
Lidocaine patch as ordered. V6 also stated R1's
orders for medication for a yeast infection should
have been followed and given as ordered. V6
stated with a delay in treatment, the infection can
continue to get worse.

The facility's Medication Administration General
Guidelines Policy, undated, documents
medications are administered in accordance with
written orders of the prescriber.
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