
Illinois State Department of Health 

PRINTED: 07/31/2025 

FORM APPROVED 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

0032896 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

(X3) DATE SURVEY COMPLETED 

07/10/2025 

NAME OF PROVIDER OR SUPPLIER 

ALDEN POPLAR CREEK REHAB & HCC 

(X4) ID 
PREFIX 

TAG 

S0000 

S9999 

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

Initial Comments 

Facility Reported Incident of July 1, 2025 IL 196001 

Final Observations 

Statement of Licensure Violations: 

300.610 a) 

300.1210 b) 

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.

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.

These requirements are not met as evidenced by: 

Based on observation, interview, and record review, the 

facility failed to ensure a resident with severe 
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cognitive impairment and a history of wandering was 

supervised to prevent elopement. This failure resulted 

in R1 eloping from a secured memory care unit, exiting 

the building without staff identifying and preventing 

R1 from eloping. R1 exited the building and ambulated 

without her walker crossing a six-lane busy 

intersection and was found approximately 0.8 miles away 

from the facility wandering outside of the local 

grocery store. This applies to 1 of 6 residents (R1) 

reviewed for safety in the sample of 6. 

The findings include: 

R1 's face sheet shows she is an 82-year-old female, 

with diagnoses including vascular dementia, moderate 

without behavioral disturbance, hypertension, history 

of falling, ataxia, primary osteoarthritis, and 

hyperlipidemia. 

R1 's Exit Seeking/Wandering/Elopement Risk Assessment, 

dated 6/9/25, shows she is at risk for elopement. 

R1 's Fall Risk Assessment, dated 4/8/25, shows her 

mobility is unsteady and or/use of ambulatory aide, 

impaired memory and incontinent. 

R1 's current care plan shows she has short term and 

memory impairment. .. she needs supervision and support 

throughout the day to maintain independence with 

activities of daily functioning (ADL). R1 has an ADL 

self-care deficit due to poor safety awareness, poor 

judgment, impaired balance, unsteadiness on feet and 

history of falling. R1 has a history of being at risk 

for elopement related to cognitive impairment. History 

of exit seeking behavior and physical ability to 

ambulate with walker. She continues to have compromised 

safety awareness. Interventions include frequent checks 

and supervision, monitor behaviors, staff/family escort 

when off secured unit. 

R1 's facility EHR does not show documentation of R1 

eloping from the facility in the medical record. 

R1 's Final Incident Report, dated 7/7/25, shows on 

7/1/25, R1 eloped from the facility, facility responded 

appropriately. R1 was taken to the local hospital for 

evaluation and returned. 

R1 's Hospital Records, dated 7/1/25 at 8:31 PM, shows, 

"(R1) arrives via EMS (Emergency Medical Services). EMS 

states someone called police, (R1) wandering around the 

streets to the grocery store with known baseline of 

dementia ... brought in for evaluation for possible 
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Suspected Missing Resident.. .. if a resident are 

unaccounted for, notify the Administrator and Director 

of Nursing. Direct all staff to make a thorough search 

of the building and external premises. In unable to 

locate the resident, call 911 to report the resident 

missing. Notify resident's legal 

representative/responsible party ... complete incident 

report. Document accordingly in the medical record." 
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