PRINTED: 09/27/2023
FORM AFPPROVED

lllinois Department of Public Health ’
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED

Cc
IL6007293 B. WING 08/15/2023

NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF CODE

_ 3614 NORTH ROCHELLE
SHARON HEALTH CARE PINES PEORIA, Il. 61604

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)

5 000, [nitial Comments S 000

Fécility Reported Incident Investigation of
08/01/23/IL162918

$9999 Final Observations $9999
Statement of Licensure Violations:

300.610a)
300.1210b
300.3210t)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing alf 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 commitiee, and representatives
of nursing and other services in the facllity. 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 commitiee, documented by written, signed
and dated minutes of the mesting. '

Section 300.1210 General Requiremenis for
Nursing and Personal Care

b} The facility shall provide the necessary

care and services to attain or maintain the highest
], tal, i

practicable physical, mental, and psychological | Aftachment A

well-being of the resident, in accordance with
each resident's comprehensive resident care Statement of Licensure Violations

plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
Tesident to meet the total nursing and personal
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care needs of the resident.
Section 300.3210 General

1) The facitity shall ensure that residents are
not subjected to physical, verbal, sexual or
psychological abuse, neglect, exploitation, or
misappropriation of property.

These requirements are not met as evidenced by:

Based on interview and record review, the facility
failed to protect the resident's right to be free from
physical abuse by another resident (R2), for one
of three residents (R1), reviewed for abuse, in a
sample of five, Due to the physical abuse R1
experienced an abrasion to R {right) hand
knuckles, skin tear to bridge of nose and
laceration to L (Left) cheek.

FINDINGS INCLUDE:

The facility policy, Abuse Prevention and
Reporting, dated (reviewed 7/11/23) directs staff,
"This facility affirms the right of our residents to
be free from abuse, neglect, exploitation,
misappropriation of property, deprivation of goods
and services by staff or mistreatment. Physical
abuse is the infliction of injury on a resident that
occurs other than by accidental means and that
requires medical attention. Physical abuse
Includes hitting, slapping, pinching, kicking and
controlling behavior through corporal
punishment.”

R1's Nursing Progress Notes, dated 8/1/2023 at
6:30 P.M. document, "(R1) got in a physical
altercation with peer (R2) at the smoking patio.
Abrasion to R (right) hand knuckles, skin tear to
bridge of nose and laceration to L (Left} cheek.
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Physician called, voicemail box not set up. Talked |
to (R1's) POA (Power of Attorney). Area |
cleansed, TAO (Triple Antibiotic Ointment) applied |
an ice pack given. (R1) started on neuro |
(neurological) checks. (Local) Police alerted. Ofc
(Officer) #1283 assessed both residents and |
| stated that they would not perform an arrest due |
to residents being unfit for commitment. Resident
noted to be going back towards the smoking patio |
at around 7:34 P.M. |

|

The facility Final Abuse Investigation Report
dated 8/6/23 and signed by V3/Abuse |
Coordinator documants, “On 8/1/23 at
approximately 6:30 P.M., in (facility} patio area,
{R1) and (R2) were in a verbal aftercation which
escalated into a physical altercation. (R2)
sustained scratches. (R1) using racial slurs in
regard to (R2). (R2) continued provoking of {(R1) |
per several witnesses. (R2) then struck (R1) i
several times in the face and pulled (R1) from the |
chair to the ground. Staff immediately intervened
and separated residents. (R1) and (R2) having |
delusional thought processas secondary to TBI
(Traumatic Brain Injury). (R1) displays impaired
decision making and poor impulse control. {R2)

' jailed (due to outstanding warrant).”

On 8/14/23 at 11:30 AM., V¥Abuse Coordinator |
stated, "(R2) has a history of verba)
disagreements with peers and staff. | interviewed f
all residents on the patio at the time of the
incidlent (8/1/23) and all state (R1) instigated the |
verbal altercation, but (R2) became physically
violent with (R1), pulled (R1) from his wheelchair |
and hit (R1). Local Police were called, ,
| invesligated, and arrested (R2) and transported |
{ him to jail" '

On 8/16/23 at 10:00 A.M. V1/Administrator stated |
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that when the local police came to the facility after |
the incident between R1 and R2 on 8/1/23, they |
weren't going to arrest either resident. However,
once they ran R2's name through their database, f
they arrested R2 due to an outstanding warrant
from another county, i

(8)
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