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300.610a)
300.1210b)
300.1210d)2)

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

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
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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:

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

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 record review and interview the facility

failed to ensure adequate supervision, and precautions
in place for falls for 1 of 3 residents (R2) reviewed

for accidents in the sample of 8. This failure resulted

in R2 falling off bed fracturing her femur and

requiring surgical repair.

Findings include:

R2's Order Summary Report, undated, documented she had
the following diagnoses: unilateral primary

osteoarthritis, dependence on wheelchair, muscle
weakness, unsteadiness on feet, unspecified lack of
coordination, abnormal posture.

R2's initial report to lllinois Department of Public

Health (IDPH) dated 6/24/2025 documents R2 slid off the
bed on 6/23/2025 at 8:00AM. The report documented “CNA
(Certified Nurse’s Assistant) was assisting (R2) with

her morning cares including dressing, personal hygiene,
and transferring her from her bed to her wheelchair.

(R2) was sitting up on the side of her bed and slide

off the mattress onto the floor on her left side.” The

report documented “Interventions put into place to
ensure that resident has ‘gripper socks’ on at all

times while in bed.”

R2's X-ray report dated 6/24/2025 at 11:51AM documents
R2 presented to the emergency room after a fall this
morning. R2's x ray report documents distal femoral

shaft fracture.
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R2's orthopedic report dated 6/25/2025 documents R2
requires surgery of left femur.

R2’s Fall Risk Assessment dated 6/4/2025 documents R2
is a high risk for falls. R2’s fall risk assessment
documents a score of 60. (High risk 46 or greater).

R2’s fall risk assessment documents R2 has fallen

before and has impaired gait.

R2's Minimum Data Set (MDS) dated 6/9/2025 documents R2
is cognitively intact with a Brief Interview Mental

Status (BIMS) of 14. R2's MDS documents selfcare- 2
needed some help - resident needed partial assistance
from another person to complete any activities. R2's

MDS documents R2 has impairment of lower extremities on
both sides. R2's MDS documents R2 is dependent on staff
for toileting hygiene, showers, transfers from bed to a

chair or wheelchair. The MDS documented regarding “the
ability to move from sitting on side of bed to lying

flat on bed” and “the ability to move from lying on the

back to sitting on the side of the bed with no back

support” R2 required substantial/maximal assistance.

R2's Care Plan, revised 6/8/2025 documents R2 has an
Activity of Daily living (ADL) selfcare performance
deficit related to gait balance problems, CKD (chronic
kidney disease), muscle weakness, diabetes, HTN
(hypertension), CAD (coronary artery disease). R2's
care plan documents the following interventions:
6/9/2025 transfer: R2 requires dependent staff assist
times 2 with a mechanical lift with transfers.

R2’s Care Plan, dated 7/1/2025 documents R2 is a high
risk for falls related to (r/t) Gait/balance problems,

CKD, muscle weakness, diabetes, HTN, CAD. R2’s care
plan documents the following interventions: 6/26/2025
will continue to work with therapy as ordered,

4/30/2025 Anticipate and meet the resident's needs, Be
sure my call light is within reach and encourage the
resident to use it for assistance as needed. The
resident needs prompt response to all requests for
assistance, educate me/family/caregivers about safety
reminders and what to do if a fall occurs, follow

facility fall protocol, my family has transferred me

from one surface to another. Educate them and | that
this is not safe and that all transfers should be done
with staff only, Pt evaluate and treat as ordered or

PRN. R2's Care Plan failed to document gripper socks as
documented in fall investigation to ensure gripper

socks in place.

V7’s, Certified Nurse’s Assistant, CNA, witness
statement dated 6/24/2025 documents V7 left R2 sitting
on side of bed while V7 left the room to get the sit to

S9999

STATE FORM

Event ID: 1DOC5A-H1 Facility ID: IL6012991 If continuation sheet Page 3 of 4



lllinois State Department of Health

PRINTED: 08/27/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

0037028

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A. BUILDING 07/17/2025
B. WING

NAME OF PROVIDER OR SUPPLIER
VILLA HEALTH CARE EAST

STREET ADDRESS, CITY, STATE, ZIP CODE
100 MARIAN PARKWAY PO BOX 109, SHERMAN, lllinois, 62684

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)

S9999

Continued from page 3

stand lift. The statement documented “I was assisting
(R2) in bed to get ready for the day. | sat her on the
side of the bed to empty out her (indwelling catheter)
(and) to assist w (with) getting up. | was told she

uses the sit to stand to get up. | left her sitting on

the side of the bed because her feet were touching the
ground, and she was holding onto the bed. When | came
back in from getting the sit to stand (I was only out

of the room for 15 secs (seconds) as it was right
outside the room) (R2) was sliding down, kinda like she
assisted herself to the ground.”

On 7/14/2025 at11:03AM, R2 stated she was a sit to
stand transfer prior to breaking her femur. R2 stated
she was sitting on side of bed and CNA left room to get
the lift and was just getting back in room and turned
to get sling, R2 stated she told CNA she was falling.

On 7/16/2025 at 1:51PM, V1, Administrator, stated fall
interventions are to be in place after each fall. V1
stated she would expect care plan to document all fall
interventions.

On 7/16/2025 at 1:55PM V2, Director Of Nursing (DON)
stated R2 is a high fall risk and should not be left
sitting on bedside.

The Facility’s Fall policy, revised 6/2024, documents
it is the policy of the facility to assess each
resident’s fall risk on admission, quarterly, and with
each fall. This will help facilitate an

interdisciplinary approach for care planning to
appropriately monitor, assess and ultimately reduce
injury risk. Factors related to the risk will be
addressed and care planned.

(A)
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