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Section 300.610 Resident Care Policies

a) The facility shalt 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 [east 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
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Nursing and Perscnal Care

a) Comprehensive Resident Care Plan. A
facility, with the participation of the resident and
the resident's guardian or representative, as
applicable, must develop and implement a
comprehensive care plan for each resident that
includes measurable objectives and timetables to
meet the resident's medical, nursing, and mental
and psychosocial needs that are identified in the
resident's comprehensive assessment, which
allow the resident to attain or maintain the highest
practicable leve! of independent functioning, and
provide for discharge planning to the least -
restrictive setting based on the resident’s care
needs. The assessment shall be developed with
the active participation of the resident and the
resident’s guardian or representative, as
applicable. '

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.

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:

6) All necessary precautions shall be taken
to assure that the residents' environment remains
as free of accident hazards as possible. All
nursing perscnnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.
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Section 300.3210 General

g} The facility shall develop procedures for
investigating complaints concerning theft of
residents’ property and shall promptly investigate
all complaints.

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

This REQUIREMENT is not met as evidenced by:
There are multiple deficient practice statements.

1 of Il. Based on interview and record review, the
facility failed follow their abuse policy and prevent
a vulinerable resident from being taking
advantage of sexually by other residents. This
affected 3 of 3 residents R15, R16 and R17
reviewed for manipulation and sexual abuse.
This failure resulted in R16 and R17 manipulating
R16 into performing sexual acts for a trade of
money and food.

- Findings Include:

1.R15 has the diagnosis of Schizophrenia. Brief
interview for mental status dated 11/21/22
documents a score of ten which indicates
moderately cognitively impaired. Care plan dated
initiated (3/31/22) documents: | am at potential
risk for abuse/neglect.

On 2/2/23 at 1:02pm, R15 was assessed to be
alert to self with a delusion thought process. R15
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was unable to report the month, date, year,
president's name, name of the facility, or type
facility R15 resided. R15 reported she was the
hoss of the building. R15 said, | can
firefterminated you (state employee). Don't come
in my room. Don't touch me. This is my room,
and | don't have any room mates. R15 was not
being touched by anyone. R17 observed
standing outside of R15's doorway. R17 said,
"R15 is my lady friend". R15 was asked, who
R17 was and what their relationship to each other
was. R15 said, | don't know R17.

On 2/2/23 at 1:10pm, R17 who was assessed to
be alert to person, place, and time, said, R15 is
my lady friend, and we have sex. R15 doesn't
know any better. R15 is not right in the head. |
can have sex with R15 for food or a few dollars
($2.00 or $3.00). R15 is always hungry. R15
doesn't have any money. |1 (R17) had sex with
R15 for juice and a cracker. | (R17) did not have
sex with R15 yesterday.

On 2/23/23 at 11:40am R17 said the "young
ladies" at the facility like older guys with money.
R17 said he's one of the older guys that have
money at the facility and the ladies know that.
R17 said a lot of the women at the facility be
hungry and they will have sex for chips,
cigarettes, pop, money. R17 said it's one young
lady, she's fine, she's pretty and if she
approaches him for money, he's going to give it to
her so that he can have sex with her. R17 said
he will not turn her down, she's pretty. R17 did
not give surveyor the name of the female that he
was talking about.

On 2/2/23 at 1:46pm, V34 (Mental Health
Tech/MHT) said, | saw R15 giving R17 oral sex. |
wasn't aware R15 was sexually active. R15's
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orientation comes and goes. R15 can keep a
conversation at times and other times R15 is not
able to engage in a tangential speech/thought
process.

On 2/2/23 at 3:05pm, V22 (Psychosocial Rehab
Service Coordinator/PRSC) said, R15 does not
have a capacity to consent for sex. The
assessment was not done because R15 is not
sexually active. ‘We only complete that
assessment if residents are participating is
sexually activities.

On 2/2/23 at 3:58pm, R16 said R15 asked me for
five dollars. I gave R15 the money. It is
expected that R15 performs a sexual act for the
money. | have never had sex with R15 for free.
R15 performed oral sex on me.

On 2/23/23 at 2:15pm R16 said R15 approached
him and said, "You got money?" R16 said when
R15 ask for money, it's expected that the money
is payment for sex. R16 said R15 does not say
that the money is for sex. R15 has never said
she will have sex with him for exchange of
money. R16 said sex is expected. R16 said a lot
of-the women at the facility ask for money and it's
understood that the money is an exchange for
sex. R16 said it's like a prostitution ring at the
facility. R16 said the chicks at the facility are
hungry and they are needing money.

On 2/7/23 at 8:56am V35 (Emergency Medical
Technician/EMT) said, | entered R15's room after
knocking. R15 and R17 were both naked from
the waist down. R15 aftempted to cover her
vaginal area. R15 was unable to answered
orientation questions related to date, month, year
and unable to report R17's name. R15 started

yelling, stop touching me, (R15 was not being
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touched) I'm a cop and | need help. R15 was
alert and orient to self, had a psychiatric episode,
and refused/failed to yield to verbal redirection.
could not de-escalate R15. | @m normal good at
de-escalation,

On 2/7/23 at 10:05am, V36 (Psychotropic Nurse)
said, | check orientation by asking basic
questions that the average person with intact
cognition will be able to answer. | checked R15
orientation on 2/6/23. | asked R15 questions
about, the current date, year and who is the
president was. R15 can recite the dateifa
calendar is around. R15 was unable to recite the
date and who the president was. R15 knew
where she was, able to tell me she was going to
lunch, and walked away.

Care plan dated initiated 6/29/2018 documents: |
(R15) have a diagnosis and history of severe
mental iliness (SMI) as manifested by
delusions-poor ability to reason. Care plan dated
initiated (10/11/21) documents: | (R15) am able to
exercise the right to engage in sexual/intimate
relationship. | have received counseling, as
appropriate regarding sexual practice and
behavior, boundaries, respect for roommates,
healthy relationship and only engaging in this type
of relationship with consenting party. 1 will
exercise safety and appropriateness when
choosing to partake in sexual activity.

R15's capacity for sexual consent dated 2/2/23
documents (Resident's awareness of
relationship) Is the resident aware of who is
initiating sexual contact - yes. (Resident's
awareness of potential risk) documents: C2- can
the resident described how (he/she) will react
when the relationship ends- no, Conclusion:
Resident (R15) is aware of what sexual activities
Ilinois Department of Public Health
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she engages in.

Sexuality- Capacity to Congent Determination
Policy dated 1-7-19, documents: Purpose: To
establish criteria for determining the capacity to
consent when resident to resident sexual
activities occur. Capacity and Consent:
Residents without the capacity to consent to
sexual activity may not engage in sexual activity.
Any forced, coerced or extorted sexual activity
with a resident, regardless of the existence of a
pre-existing or current sexual relationship, is
considered to be sexual abuse.

Abuse policy dated 11/28/16 documents: The
facility affirms the right of our residents to be free
from abuse, neglect, or exploitation. Sexual
abuse includes but is not limited to sexual
harassment, sexual coercion or sexual assault
including non-consensual or non-competent to
consent sexual activity. Generally. Sexual
contact'is nonconsensual if the resident either
appears to want the contact to occur but lacks the
cognitive ability to consent. A resident's apparent
consent to engage in sexual activity is not valid if
it obtained through intimidation, coercion, or fear,
whether it is expressed by the resident or
suspected by staff,

If of Il. Based on interviews and records
reviewed the facility failed to follow their abuse
prevention policy to prevent resident to resident
physical assault. The facility also failed to ensure
facility staff utilized safe crisis prevention
intervention techniques during physical
interactions with residents. This affected 6 of 8
residents (R5, R6, R8, R9, R10, and R14)
reviewed for physical abuse prevention.
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Findings include:

1. R#8's diagnosis includes but not limited to
Bipolar Disorder, Chronic Obstructive Pulmonary
Disease, Schizophrenia, Type 2 Diabetes,
Atherosclerotic Heart Disease, Major Depressive
Disorder, and Dementia. R8 was admitted to the
facility on 9/10/14. R8 is moderately cognitively
impaired.

On 2/16/23 at 1:24PM V29 (Certified Nursing
Assistant/CNA), said on 1/25/23 she was in the
dining room when she heard another CNA say R8
has a black eye. V29 said she then went and
reported the incident. V29 said V31 (Restorative
CNA) "spotted it first." V29 said | reported to V6
(Administrator). V29 said then V3 (Registered
Nurse) and | went to speak to R8. V29 said V3
entered R8's room, but because R8 does not like
V29 she waited in the haliway. V29 said she
heard R8 say "one of the staff came in the room
and jumped her." V29 said R8 said "a young lady
hit her in the mouth and in the face." V29 said she
heard R12 (R8's roommate) say she saw the
person,

On 2/16/23 at 3:24PM V21 (Assistant
Administrator) said she was in the office when
V29 reported R8's black eye to V6. V21 said V29
said she saw R8 with a black eye. V21 said |
sent the initial report to IDPH and then went to
speak with R8. V21 said | tried to speak with R8
a few times all R8 said was "some b-—" had hit
her. V21 said R8 said someone with braids. V21
said she spoke with R8 about 15 minutes after
V29 had initially reported. V21 said | thought
possibly the roommate R14 had hit R8. V21 said
V29 said R14 had done it. V21 said | did not
speak with V31 about this incident. V21 said "on
the first day of the investigation | got interviews
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| 1/25/23 notes R8's roommates reported | was

from all staff in the facility.” The surveyor asked
V21 if staff had reported to her that R8 said a lady
hit her. V21 said "not that | am aware of." V21
said R12 had initially said "someone with braids
came in" and struck R8. V21 said R8 was the
victim in this incident. V21 said residents should
not be putting hands on each other.

On 2/17/23 at 10:38AM V31 (Restorative CNA)
said when R8 walked into the dining room on
1/25/23, | saw R8 had a black eys. V31 said she
heard R8 say "She got her a** whooped.”

The surveyor attempted to interview R8 twice
during the survey. R8 did not cooperate and
cursed at the surveyor, both times. The surveyor
attempted to interview R12 about the incident on
1/26/23, R12 stated *] don't have a statement.”

R&'s Abuse/Neglect Screening dated 12/8/22
notes resident triggers a potential high risk for
abuse. R8's Abuse/Neglect Screening dated

struck in the face by an unknown person.

R8's Risk Management documents R8 said a
peer got aggressive with her.

Progress notes dated 1/25/23 written by V5
(Director of Nurse/DON) documents it was
reported that R8 was noted with discoloration to
her right eye.

Preliminary 24-hour Abuse Investigation Report
dated 1/25/23 states R12 (R8's roommate)
reported to V21 (Assistant Administrator) that R8
was struck in the eye by someone with braids.

Review of R8's care plan revised on 6/18/22 does
not include that R8 has been struck by another
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resident. Additionally, the care plan denotes "I
am at not current risk for abuse." The iast
intervention update is dated 7/12/22.

2. R14's diagnosis includes but not limited to
Schizophrenia, Asthma, Diabetes, Anemia, and
Delusional Disorder.

R14's census list notes she was a roommate with
R8 from 5/9/22 until 2/1/23. R14 had a room
change on 2/1/23. R14's last Abuse/Neglect
screening dated 12/2/22 notes she had an
altercation with another resident.

R14's Aggressive Behavior Assessment dated
11/8/22 documents R14 has a history of recent
episode of aggressive/agitated behavior and/or
noncompliance with medications, treatment,
regiment, and resisting care. R14 has a history of
abuse/neglect either as a recipient or perpetrator
including abusive and/or inappropriate sexual
behavior.

R14's care plan related to abuse was last
updated on 12/2/22. No intervention noted
following the 1/25/23 incident with R8.

3. R6's diagnosis includes but not limited to
Schizoaffective Disorder, Psychotic Disorder,
Physiological Condition, Schizophrenia, Adult
Failure to Thrive, Delusional Disorder, Bipolar
Disorder, Major Depressive Disorder, and
Paranoid Personality Disorder.

On 2/16/23 at 11:43AM V5 (Director of
Nursing/DON) said | think R6 had an altercation
with R8 on 1/29/23.

On 2/16/23 at 12:42PM V28 (Licensed Practical
Nurse/LPN) said R6 "slapped” R8.
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R6's progress notes denote "It was reported to
the writer that resident was aggressive towards
peer in the hallway.”

R6's Aggressive Behavior Assessment dated
1/6/23 documents R6 noted to be in‘a physical
altercation where she was the aggressor." No
other assessments after this date were noted.

R&'s Behavior/Mood Charting dated 1/29/23
denotes R6 was Physically aggressive and
wandered.

R6's Petition for Involuntary/Judicial Admission
dated 1/30/23 denotes "Resident physical
aggressive towards a peer without provocation. "

Ré6's care plan denotes she has potential to be
verbally aggressive towards staff with 2 incidents
in September 2022. R6's care plan denotes an
incident of responding to internal stimuli and
became physically aggressive towards a peer.
Care plan initiated date listed as 1/6/23.

R8's risk management record date of incident
1/29/23 notes R8 said peer got aggressive with
her in the hallway. Per the surveyors record
review this is the second incident for R8 with an
injury observed on 1/25/23 and this incident dated
1/29/23,

4. Facility final report to the department dated
2/1/2023 denotes in part date of incident 1/27/23,
physical abuse, yes for injuries, no medical
attention, minor scratches to face, R5 is person
accused. Summary of person reporting incident
R10, "she just came in my room and hit me in my
face". V3 (Nurse) reports R10 came up to her
with scratches on his face and told V3 that RS
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scratched him. RS then told me that he R10 stole
my tablet, and | (V3) explained to her that he
(R10) did not steal her tablet because that is his
(R10). R10 has history of having poor
boundaries and physically aggression with peers.
R5 has history of being verbally and physically
aggressive with peers. While R10 was in his
room after dinner, R5 went into his room and
struck him in his face, reacting to internal stimuli,
thinking he had stolen her tablet. This resulted in
small scratches to face. First aide was
administered. R10 received full body
assessment. Resident remains at his baseline,
with no emotional stress verbalized or observed.

R10 scores a 15 on the BIMS assessment. RS
scores a 15 on the BIMS assessments.

On 2/16/23 at 9:57am R5 said R10 had her
tablet, the facility was aware of it. R5 said she
told V6 (Administrator) about her missing tablet
and that R10 had it. R5 said the first time the
altercation is when she tripped R10 and attacked
R10 while he was on the floor. RS said she then
went into R10's room and busted up R10's
television. R5 said R10 had her tablet and that's
why she did that. R5 said the second time she.
went into R10's ropm and had a physical
altercation with R10 resulting in R10’s face being
scratched. RS said she did this because R10 had
her tablet. RS said V22 (Psychiatric .
Rehabilitation Services Coordinator/PRSC) told
her (R5) that she has a new tablet, but they must
keep itin the office because the tablet was locked
due to putting the password in wrong. R5 said
she did not make a password for the tablet. R5
said she did not see the tablet.

On 2/14/23 at 1:35p.m V21 (Assistant
Administrator) said R5 was having delusions that
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R10 stole her tablet and went into R10's room
and struck R10 in the face. V21 said R5 was

recently in the hospital and her belongs wereina |

closet and the facility could not access her
belongings at that time. V21 said she does not
know if anyone spoke to R5 about her belongings
and ensured her that her things were not stolen,
that the facility could not get to them at that time,
and that R10 did not steal her tablet. V21 said R5
was having delusion prior to striking R10. V21
said the facility did not substantiate abuse but did
substantiate the incident occurred, V21 said R5
struck R10 first.

R&'s progress notes dated 1/12/23 denotes
in-part resident noted increasingly delusional
today. Reported to writer that she had a baby
yesterday. She then broke a peer's television due
to believing he had her tablet. MD {Medical
Doctor) called, and the order was received to
transfer resident to hospital. Ambulance service
called with eta (expected time of arrival) of 45
minutes.

R5's progress notes dated 1/12/23 Resident had
a delusion that another resident stole her tablet,
which resulted in a physical altercation.

R5's progress notes dated 1/27/23 denotes
in-part resident went to another resident room
and hit him in the face, asked why she "stated
that peer stole her tablet” MD (Medical Doctor),
DON (Director of Nursing) aware. No injury at
this time. Denies pain and discomfort. Wil
continue to monitor.

Review of R5's inventory sheet dated 7/16/2021,
it is denoted that R5, in fact does own a tablet
while a resident of the facility.
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R10's progress notes dated 1/12/23 denotes
in-part writer met with resident after an altercation
accurred with peer due to her delusional. Writer

‘counseled resident on coming to staff about

concerhs instead of engaging in altercation with
peers. Resident stated that he still felt safe and
wants to remain in facility until resident moves
into his apartment. Staff will continue to monitor.

R10's progress notes dated 1/27/23 denotes
in-part resident had physical altercation with
female peer in his room. When asked what
happened, resident stated, "peer came to my
room and hit me in the face" Female peer
accused him of stealing tablet from her room,
both were separated and redirected to their room.
Nursing assessment revealed bruises in his face
and neck, first aid rendered. MD {Medical
Doctor), DON, brother notified, will continue
monitor.

During this survey it was concluded that R10 was
the target of R5 physical aggression related to R5
believing that R10 had her tablet. The facility
failed to present an initiat concern form with
resolution for R5 tablet from 1/12/23. R5
returned to the facility on 1/23/23 (after hospital
stay for physical aggression). R5 continue to
have concerns for her missing tablet on 1/27/23
prior to R5 physically assaulting R10, thinking
R10 had her missing tablet.

Facility policy titled abuse prevention and
reporting with last revision date of 10/24/2022
denotes in-part 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. This facility therefor prohibits
abuse, neglect, exploitation, misappropriation of
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property, and mistreatments of residents. The
purpase of this policy is to assure that the facility
is doing all that is within its control to prevent
occurrence of abuse, neglect, exploitation,
misappropriation of property, deprivation of goods
and services by staff-and mistreatments of
residents. This will be done by establishing an
environment that promotes residents’ sensitivity,
residents’ security and prevent mistreatment,
identifying occurrences and patterns of potential
mistreatments. Abuse means any physical or
mental injury, or sexual assault inflicted upon a
resident other than by accidental means. Abuse
is willful infliction of injury, unreasonable
confinement, intimidation, or punishment with
resulting physical harm, pain, or mentaf anguish
to a resident. The term willful, in this definition of
abuse, means the individual must have acted
deliberately, not that the individual must have
intended to inflict injury or harm. Having a mental
disorder or cognitive impairment does not
automatically preclude a resident from engaging
in deliberate or non-accidental actions.

5. R9's MDS dated 12/30/2022, denotes R9 BIMS
is 15. '

On 2/16/23 at 10:06am V26 (Mental Health
Tech/MHT) said he worked on 12/23/22 on the
11:00pm to 7:00am shift. V26 said he did not
refuse R9 to call the police. V26 said RO was
heard yelling at R13, about a cigarette, and R9
flipped over R13's table in his room. V26 said RS
did not hit R13. V26 said R9 was then redirected
from R13's room to her room. R began throwing
things in her room. R9 was standing in her
doorway. V26 said RS was saying "You can't
keep me in here. | didn't do anything. You can't
trap me in here. I'm going fo call the police”. V26
said R9 start hitting him and scratched his face.

ifinois Depariment of Public Heallh

STATE FORM

6899

SMMU11

If continuation sheet 15 of 38




Illinois Department of Public Health
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

- PRENTED: 05/01/2023
FORM APPROVED

IL8008064

(%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY

A. BUILDING:

B. WING

COMPLETED

C

03/01/2023

NAME OF PROVIDER OR SUPPLIER

APERION CARE CHICAGO HEIGHTS

490 WEST 16TH PLACE

CHICAGO HEIGHTS, IL 60411

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4 1D
PREFIX
TAG

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

n
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE COMO.'(’?ETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

59999

Continued From page 15

V26 said he used CPI technique to restrain R9
from hitting him. V26 demonstrated that he held
RS by the wrist to stop her from hitting him, then
he held RY down on the bed and then brought R9
to the floor and continued to hold her down by
holding her wrist. V26 said this was to prevent
R9 from hitting him. V26 explained CPl is
nonviolent techniques used to subdue a
combative, aggressijve resident. V26 said when a
female staff arrived, he asked her to stay with R9
until she calmed down. V26 said once R9
calmed down he told the aide to let R9 up. (V26
does not know who the female CNA was) V26
said he called a "800" number and he reported
the situation, and he was sent home for 2 days
pending investigation. V26 said the police did
come to the facility, but he does not have any
information and he did not talk to the police. V26
said he doesn't know if a police report was filed,
he left the facility pending investigation. V26 said
the nurse did come to check R9 out, but he does
not know who the nurse was. V26 said on 2/9/23
around 7:20-7:25am (after smoke break), R9 was
having behaviors on the east wing. V26 said R9
asked the nurse for her "meds or something” and
she became verbally aggressive and R9 was
saying "get the f away from me", V28 said the
nurse told R9 to get water from the central nurse
station {V26 said that's where R9 nurse is). V26
said when he responded to the code yellow
(behavior) he observed RS flaring her hands back
and forth and yelling. V26 said he asked R9 to go
to her room, RO didn't. V26 said that when he
and V37 (MHT) staff held R9 by the arms to
escort her from that area, and R9 swung at V37.
V26 said R9 stumbled and fell, R9's pants fell.
RS9 threw her pants. (V26 said this happen in the
room next to the nurse station on east unit). V26
said they stood R9 up and R9 scratched his face.

59929

The nurse gave R9 a PRN (as needed
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medication). R9 was escorted to her room after
that. V26 said there were no behaviors after that
and R9 went to the hospital. V26 said he was not
sent to home after that.

On 216/23 at 12:41pm R9 is observed to be
alert, and orient to person, place, time, and
situation. RS9 said around Christmas Eve her and
R13 got into an altercation when she asked him
for a cigarette. R9 said R13 threw & chair at her,
but it did not hit her. R® said she did not hit R13
either, it was a verbal altercation. R9 said she
was escorted to her room by V26 {Mental Health
Tech/MHT), and that's when V26 would not let her
out her room. RS deronstrated that V26 stood in
doorway of her room, with his arms and legs
spread out (blocking doorway). V9 said V28 also
was trying to restrain her by holding her arms and
hold her down to prevent her from leaving her
room. RS demonstrated that V26 was holding her
by the wrist. R9 said V26 also hit her in the face
after restraining her to the floor. R9 said she was
trying to get out the room when V26 was blocking
the doorway. R9 said at some point V26 got off
her and the aide came in the room with her (R9).
R9 said the police did arrive and spoke to her,
and the police said she could stay at the facility.
R9 said V26 should not be holding her by the
wrist like that and V26 should not hit her in the
face on 12/23/22. R9 said the facility don't listen
to her or other residents when they report abuse
to them and they're not going to do anything to
V26. RO said "a man should not be handling a
female like that".

Facility final report to the department dated
2/11/23 denotes in-part R9's name, date of
incident 2/9/23, date incident reported 2/10/23.
R9 stated "On December 25,2022, V26 did not
allow me to contact the police after | was
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physically assaulted by another resident. V26

-then began tussling with me while preventing to

leave my room.. Then on 2/9/23, V26 was
verbally aggressive with me and hit me in my
face. " ;

R9's document from the hospital social worker
dated 2/10/23 denotes in-part R9 endorsed that a
staff member named V26 has been physically
abusive towards her during her stay at Aperion
Care, with the first instance of abuse taking place
on 12/25/22 in which RS stated that V26 did not
let allow her to contact the police after she was
physically assaulted by another resident at
Aperion Care and V26 began tussling with her
while simultaneously preventing her from leaving
her room. R9 endorsed that the second instance
of abuse took place right before her admission at
(hospital name listed), and she stated V26 was
verbally aggressive towards her and physically
assaulted her by hitting her in the face.

On 2/14/23 at 1:27p.m V6 (Administrator) said
the facility does not substantiate abuse and the
facility waits for the department to investigate and
substantiate the facilities abuse aliegations. On
2/16/23 at 2:12pm V6 (Administrator) said he is
not aware of any incidents with R9 and V26 on
12/23/22. V6 said he is not aware that V26 was
sent home pending investigation for incident on
12/23/22. V6 said he is not aware of V26
sustaining and scratches to the face after
attempting to redirect R9.

Review of facility initial report to the department
denotes V6 was "CC" in the email notification
confirmation to the department on 2/10/23 at
4:34pm. Initial report to the department denotes
R9 reported to the hospital that V26 (MHT),
refused to let her call the police when another
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resident physically assaulted her. She also
alleged that on 2/9/23, V26 struck her in the face
and was verbally aggressive towards her. R9 did
not report these allegations until she was at the
hospital. MD (Medical Doctor}, Ombudsman and
(police department) notified. Full report to follow.

On 2/16/23 at 2:37pm V21 (Assistant
Administrator) said the hospital contact her and
informed her that R9 reported being physically
assaulted by V26 once on Christmas and on
2/9/23. V21 said she conducted the investigation
of R9 allegation. V21 said the hospital sent her
the email statement of R9. V21 said she did not
ask V26 about the allegation of “tussling" with R9
because she did not know what that word meant.
V21 said she did not look up the definition of
“tussling" either. V21 said R9 has delusions.
V21 said she watched the video recording of the
incident with R9 and V26 on 2/9/23 and she
observed R9 swing her arms out and kicking at
V26. V21 was asked is it reasonable to believe .
that R9 did not want V26 to touch her since there
was an altercation on 12/23/22. V21 said no, R9
has delusions. V21 was made aware that V26
alleged he used CPl on RS and R9 scratched him
in the face. V21 was made aware that R9 said
V26 was physically aggressive with her and was
holding her by the wrist. V21 said R9 has
delusions, and she's not aware of anything
happening on 12/23/22. V21 was made aware
that V26 said he had to use CP| on R9 by hold
her by the wrist.

Webster dictionary defines, tussling/ tussled
means engage in vigorous struggle.

On 2/17/223 at 10:25am V5 (Director of Nursing)
was asked if she was aware of the incident with
R9 and V26 that occurred on 12/23/22. V5 said
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she was not aware of anything happening
between V26 and R9. V5 was made aware that
V26 alleged he used CPl on R9 and R9
scratched him in the face on 12/23/22. V5 was
made aware that R9 said V26 was physically
aggressive with her and was holding her by the
wrist. V5 said R9 has delusions, and she's not
aware of anything happening on 12/23/22. V5
was made aware that V26 said he had to use CPI
on R9 by hold her by the wrist. V5 was asked is it
reasonable to believe that R did not want V26 to
touch her since there was an altercation on
12/23/22. V5 said yes, it's reasonable but R9 has
delusions. V5 said she was aware of the incident
when V26 used CPl on R9 on 2/9/23 and that
entire situation arises due to R9 requesting water
from the nurse and the nurse did not give R9
water. V5 was made aware that V26 alleged he

-t used CPl on R% and R9 scratched him in the

face. V5 was made aware that R9 said V26 was
physically aggressive with her and was holding
her by the wrist. V5 said R9 has delusions, and
she's not aware of anything happening on
12/23/22,

During this survey, the facility failed to provide an
incident report for R9 and V26 on 12/23/2022,
and incident report for 2/9/23 when V26 used CP|
on R9.

The review of V26's timecard reveals V26 was on
duty on 12/23/22 from 11:12pm until 12:32am.
V26 employses report of injury dated 12/23/22
denotes in-part V26 was trying to stop a resident
(R9) from attacking another resident when she
punched him in the face and scratched him in the
neck, under the left eye and above the nose.

On 2/16/23 at 10:06 a.m.V26 denied that RS had

physical contact with R13 on 12/23/22, V26 injury
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report staterment is different from his interview
with surveyor,

On 2/23/23 at 11:59am V41 (Director of
Behavioral Service) said she conducts the facility
CPI training course. V41 stated the technique of
holding a resident by the wrist, holding a resident
down on the bed by the wrist and bring & resident
to the floor while holding the wrist and holding a
resident down on the floor by the wrist is not a
technique that she teaches in the CPI training.

In summary, V5 said R9 had delusions when the
surveyor asked V5 about the allegation of
physical aggression/ physically assault from V26.
V21 said R9 had delusions when surveyor ask
V21 about the allegation of physical aggression/
physically assault from V26, V6 said he was not
aware of the allegation of physical aggression/
physical assault alleged by R9 on 12/23/22, and
V6 also mentioned that he does not substantiate
abuse and waits for the department to _
substantiate the facilities abuse allegations.
Using reasonable concept, it is reasonable to
believe R9 feels unprotected and disregarded by
the facility. It is reasonable to believe that the
facility failed to follow their abuse policy and have
a resident sensitive environment. The facility
failed to follow their policy and protect R9 from
physical aggression/ physical assault from V26.

Facility accident and incidents policy dated
11/28/12 denotes in-part the incident report is
completed for all unexplained bruises or
abrasions, all accidents, or incidents where there
is injury or potential to result in jury. An incident
is defined as any happening, not consistent with
the routine operations of the facility, that does not
result bodily or property damage. Physical or
mental mistreatment (abuse actual or suspected)

llinois Department of Public Health
STATE FORM .

5899

SMMU11

If continuation sheet 21 of 38




PRINTED: 05/01/2023

. _ FFORM APPROVED
Illinois Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
c
IL6008064 B. WING 03/01/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
490 WEST 16TH PLACE
ERIONC CHICAGO HEIGHTS
—— S - CHICAGO HEIGHTS, IL 60411
04 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B COMPLETE
MG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRLATE * DATE
- DEFICIENCY)
§9399| Continued From page 21 $9999

of a resident is considered an incident whether
the actual injury has occurred.

Facility policy titled Abuse Prevention and
reporting dated 11/28/16 with revision date of
10/24/22 denotes in-part this facility affirms the
right of our residents to be free from abuse,
neglect, exploitation, misappropriation of
property, deprivation of goods and service by staff
or mistreatment. This facility therefore prohibits
abuse, neglect, exploitation misappropriation of
property, and mistreatment of residents. In order
to do so, the facility has attempted to establish a
resident sensitive and resident secure
environment. The purpose of this policy is to
assure that the facility is doing all that is within its
control to prevent occurrence of abuse, neglect
exploitation, misappropriation of property,
deprivation of goods and services by staff and
mistreatment of residents. Establish an
environment that promotes resident's sensitivity,
resident security and prevent mistreatment,
Identify occurrences and patterns of potential
mistreatments. Immediately protecting residents
involved in identified reports of possible abuse,
neglect, exploitation, mistreatment, and
misappropriation of property. Implementing
systems to promptly and aggressively investigate
all reports and allegations of abuse, neglect,
exploitation, misappropriation of property and
mistreatment, and making the necessary
changes to prevent future occurrences, filing
accurate and timely investigation reports. Abuse
means any physical or mental injury, or sekual
assault inflicted upon a resident other than by
accidental means. Abuse is wiliful infliction of
injury, unreasonable confinement, intimidation, or
punishment with resulting physical harm, pain, or
mental anguish to a resident. The term willful, in
this definition of abuse, means the individual must
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have acted deliberately, not that the individual
must have intended to inflict injury or harm.
Having a mental disorder or cognitive impairment
does not automatically preclude a resident from
engaging in deliberate or non-accidental actions.
This facility desires to prevent abuse, rieglect,
exploitation, mistreatment, and misappropriation
of resident's property by establishing a resident
sensitive and resident secure environment. This
will be accomplished by a comprehensive quality
management approach involving the following:
concern identification follow-up: resident and
family concerns wili be recorded, reviewed,
addressed, and responded, to using the facility
grievance procedures. Employees are required
to report any incident, allegation or suspicion of
potential abuse, neglect, exploitation,
mistreatment, or misappropriation of resident
property they observe, hear about, or suspect to
the administrator immediately, or to an immediate
supervisor who must then immediately report it to
the administrator. In the absence of the
administrator, reporting can be made to an
individual who has been designated to act as an
administrator in the administrator absence. All
incidents will be documented whether abuse,
neglect exploitation, mistreatment or
misappropriation of resident’s property occurred,
was alleged or suspected. Any incident or
allegation involving abuse, neglect exploitation,
mistreatment or misappropriation of resident's
property will result in an investigation. The
person in charge of the investigation will update
the administrator or person designated in the
administrator's absence during the progress of
the investigation.
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Statement of Licensure Violations 1l of (I
300.610a)
300.1210a)
300.1210b)
300.1210d)3)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 tha
administrator, the advisory physician or the
medical advisory commiftee, 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

a) Comprehensive Resident Care Plan. A
facility, with the participation of the resident and
the resident's guardian or representative, as
applicable, must develop and implement a
comprehensive care plan for each resident that
includes measurable objectives and timetables to
meet the resident's medical, nursing, and mental
and psychosocial needs that are identified in the
resident’s comprehensive assessment, which
allow the resident to attain or maintain the highest
practicable level of independent functioning, and
provide for discharge planning to the least
restrictive setting based on the resident's care
needs. The assessment shall be developed with
the active participation of the resident and the
resident's guardian or representative, as
applicable.
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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.

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:

3) Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

8) 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.

This REQUIREMENT is not met as evidenced by:

Based on interviews and records reviewed the
facility failed to supervise and monitor R3 during
outdoor activity. This failure resulted in R3
leaving the facility while facility staff was playing
basketball. The facility also failed to determine
the pass privilege policy for R4. This failure
resulted in the facility staff opening the door and
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allowing R4 that was assessed to be an
elopement risk to leave the facility without
checking the elopement book or verifying R4's
pass privilege.

The findings include:

1.R3 has cognitive impairment. R3's diagnosis
include, but are not limited to Schizoaffective
Disorder, Bipolar, Suicidal Ideations, Patient's
other non-compliance with Medication Regimen,
Asthma, Cocaine Abuse, Depressive Disorder
with Psychotic Symptoms, Auditory
Hallucinations, and Dorsalgia.

R3 admitted to the facility on 12/21/22 following a
psychiatric hospitalization.

R3's Notice of PASRR (Pre-Admission Screening
and Resident Review) Leve! Il dated 12/24/22
states you came to hospital psychiatric unit on
12/13/22 as you were having increased mental
health symptoms with thoughts to end your life by
jumping in front of a car. When you are not at the
hospital, you do not have a place to five.
Important for a provider to know (in part) you
need help from others to make safe decisions,
You believe things to be true that others don't find
to be true. You have a history of Cocaine abuse;
you tested positive for Cocaine when you got to
the hospital. R3's PASRR Grouping You fall into
the category of having a diagnosis that the
PASRR program was designed to assess. . Your
condition is likely to require expert treatment in
the future. That diagnosis is A serious mental
health condition.

R3's smoking safety risk assessment dated

12/21/22 states R3 requires supervision only (no
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assistance) with smoking. This is the only
smoking assessment in R3's record.

Elopement risk assessment dated 12/21/22
denotes R3 does not have dementia and/or
severe mental illness. (R3 has Schizoaffective
disorder, Bipolar Type, Suicidal ldeations, and
Major Depressive Disorder.) This assessment
denotes R3 is not at risk for elopement.

Community survival skills dated 12/29/23 denotes
R3 does not appear to be capable of
unsupervised outside pass privileges at this time.

R3's Cognitive assessment dated 1/20/23 notes
R3 has a score of 5, severely impaired.

R3's Functional Status assessmenf dated 1/20/23
notes R3 requires supervision for bed mobility
transfers and walking in the room.

R3's care plan initiated on 1/4/23 denotes a
history of severe mental illness (Schizoaffective)
as manifested by; Delusions persecutory,
delusions - paranocia, delusions - poor ability to
reason, hallucinations -auditory, need for ongoing
psychoactive medications. R3's care plan
denotes he wishes to discharge to another facility
and has a history of substance abuse, and R3 is
a smoker.,

R3's orders do naqt state a pass privilege.

R3's progress notes for 2/5/23-2/8/23 read
eloped.

On 2/11/23 at 11:38AM V3 (Registered Nurse)
said R3 came in homeless. He had fingers and
toes amputated in the past, but not recently. V3
said R3 would occasionally ask if | could give him
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aride. V3 said she would ask him to where, but
he was unable to give an address, somewhere on
the northside.- V3 said R3 was always sleeping.
He was cooperative. He eats and then go back
to bed. V3 said R3 walked stable. V3 said | was
told that R3 "eloped” and | saw in the computer.
V3 said the CNAs (Certified Nurse Assistants)
stated, "He ran out and He eloped.” V3 said the
CNAs stated they don't know how he got out.

On 2/11/23 at 11:53AM V9 (Certified Nursing
Assistant/CNA), said R3 would ask "Can you call
someone?". V9 said | don't know who he wanted
to call so 1 would tell him to tell the nurse. V9 said
R3 can walk and has a normal pace. V9 said R3
is not here today. | don't know where he is. |
have not seen him. V9 said | asked my nurse
(V3) where R3 was and V9 stated "She said he
eloped." V9 said she is expected to do a head
count 3 times a day at 7:00AM, 10:00AM, and at
2:00PM.

On 2/11/23 at 12:24PM V13 (CNA) said after
5:00PM we started looking for R3. V13 said we
found out R3 was not there. V13 said we called a
code pink and started looking. V13 said [ was not
assigned to R3 that day (2/5/23).

On 2/11/23 at 12:32PM V11 (Licensed Practical
Nurse) said on 2/5/23 V14 (CNA) reported he
could not find R3. V11 said | went to go look for
R3 and could not find him. V11 said we checked
the whole building we called the Administrator
and the Director of Nursing (DON). Vi1 said the
police were called and they came out. V11 said it
was around 5:00PM. V11 said "l had not seen
{R3) that day." V11 said "l am not sure when they
last saw him." V11 said | don't know what
happened to him. No cne has told me anything.

V11 said R3 did not tell me he was leaving on
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2/5/23. V11 said we called a code pink. V11 said
we were still looking for R3 when the police
came. V11 said we stopped looking after about
an hour of searching.

On 2/11/23 at 12:43PM V12 (CNA) said | worked
on 2/5/23 but | did not see R3 “at all that day.”

On 2/11/23 at 12:53PM V14 (CNA) said a Code
Pink is elopement. V14 said a code pink was
called for R3 on 2/5/23, V14 said we did not find
him. The code started around 5:00PM or
5:30PM. V14 said when | didn't see him after
taking him his dinner, | realized he was not there.
V14 said | started my shift on 2/5/23 at 3:00PM.
V14 said | did not see R3 on 2/5/23 "at all." V14
said we don't have a head count until 5:00PM on
my shift. V14 said "We wait for after dinner to
lock for them." V14 said we could not find R3,
and we stopped looking. V14 said | am not sure
if someone looked outside for R3. V14 said | was
the first person to report R3 missing.

On 2/11/23 at 1:22PM V16 (Mental Health Tech)
said R3 "walked slow, he does not move fast, his
thinking process is notthere." V16 said R3 would
not stay outside for long, he would not even finish
his cigarette, he was always cold. When V16
was talking about R3 he said you "would have to
ignore him for him to get out.”

On 2/11/23 at 1:43PM V15 (CNA) said | started
my shift on 2/5/23 at 3:00PM. V15 said we had
cigarette breaks and then dinner. V15 said | was
outside for smoke break from 3:15PM and
3:30PM. V15 said | did not see R3 at that break.
V15 said R3 usually walks around the facility, he
walks normal at a normal pace. V15 said a code
pink was called for R3 on 2/5/23. V15 said | don't
know when the last time anyone saw him was.
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V15 said we stopped looking for him after dinner
time. V15 said | did not go outside to look for
him. V15 said | believe staff is supposed to look
outside for a code pink. V15 said | don't think
anyone knows where he is.

On 2/11/23 at 3:11PM V1 (CNA) said during the
6:00PM head count it was noticed that R3 was
missing. V1 said R3's baseline was to walk
normal without assistive devices. V1 said R3 had
anormal pace. V1 said during a code pink, no
one is assigned to look outside. V1 sald | did not
look.outside on 2/5/23. V1 said | don't know if
anyone looked outside. V1 said the code pink
was called "clear code for (R3), but that is not
clear.” V1 said R3 was not found during the code
pink on 2/5/23.

On 2/11/23 at 3:35PM V2 (Human Resources)
said V18 (Former Mental Health Tech) was
terminated due to "not supervising the residents
during the smoke break betwesn 1:15PM and
3:15PM on 2/5/23."

On 2/12/23 at 9:12AM V6 (Administrator) said
V18 was terminated for not being in his assigned
spot, in the building working on 2/5/23. V6 said
V18 was playing basketball. V6 said he was told
the activity room patio door was open. V6 said
V19 and V20 (Activity Aide) were terminated
because the activity door was open and V19 and
V20 "were not doing a good enough job to
supervise” the residents. V6 said | did the
investigation because during the 6:00PM head
count on 2/5/23, it was reported that R3 was
missing. V8 said he watched the surveillance
video and saw R3 playing basketball on the
aclivity patio around 2:40PM. V6 said then "l saw
him leave thru the gate." V6 said he was able to
see R3 "went east on the street saw him go past

59999
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1 house" on the video. V6 said "I did not see staff
go after him." V& said from the video the 2 activity
aides (V19 and V20) were inside the facility while
the doors were open. V6 said "there was no staff
on the patio" while the residents were outside. V6
said V19 and V20 were telling me they were
watching the patio from the deorway, V6 said "l
could not see them watching from the doorway”
on the video. V6 said "We are unsure where R3
is at this time. At 9:42AM V6 provided Vi1's
phone number as the person who spoke with the
police. V6 provided the police report number. V6
said when he came to work on Monday, 2/6/23,
the gate latch to the sidewalk/street at the end of
the driveway that leads to the patio, was not
latched.

On 2/12/23 at 9:31AM V8 (Activity Aide)
accompanied the surveyor on a tour of the activity
patio. V8 said the residents play basketball out
here. V8 said if we open the patio, we have a
Mental Health Tech or Activity Aide sitting by the
chairs by the gates. The surveyor observed 3
gates with latches. 1 gate off the activity patio
leading into the smoking patio. Second gate
leads from smoking patio to the facility driveway,
where the facility vehicles are parked. This gate
is shorter, about 4 feet. A third gate was noted at
the end of the driveway from the driveway leading
fo the sidewalk and street.

On 2/12/23 at 11:20AM the surveyor was
accompanied by V17 (Maintenance Staff) who
measured the distance from the activity patio to
the: street. Total distance was 144 feet. R3
walked about 144 feet around the outside of the
facility to leave.

On 2/12/23 at 11:28AM V3 said we always have
done head count "forever." V3 said we started
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doing this specific head count (green sheet) on
12/2/22. V3 said the CNAs take a census sheet
and sign off when the resident is here, V3 said |
take the papers and leave them on the table.

On 2/12/23 at 12:48PM V5 (Director of
Nursing/DONY), said CNAs are expected to do
rounds on residents every 2 hours. V5 said
CNAs should do a bed check at the start of the
shift. V5 said CNAs should lay eyes on everyone
at the start of the shift,

Cn 2/14/23 at 12:13PM V6 said | was told
surveyors can't watch the video. At 12:20PM V6
said | did not report to IDPH that R3 was miissing
because | was told we would report if there were
an injury, At 12:27PM V6 said | do not know what
staff searched the surrounding areas. At 1:37PM
V6 said the staff did not document the date or
time the hospitals were contacted in search of
R3.

2. R4’s diagnosis includes but not fimited to
Bipolar, Moderate Intellectual Disabilities,
Hypertension, Hyperlipidemia Type 2 Diabetes,
Constipation, Morbid Obesity, and Nicotine
Dependence, Cigarettes. R4 was admitted on
12/22/22 from another facility,

On 2/12/23 at 12:49PM V5 (DON) said she was
informed on 1/31/23 that R4 was not located. V5
said she as notified around 2:00PM from the
head count. V5 said a code pink was called. V5

| stated while doing the search, R4's family called

and spoke with V4 {Psychiatric Rehabilitation
Services Coordinator/PRSC) and said R4 was at
his sister's house. V5 said R4's sister did not

§59999

liinois Department of Public Health

STATE FORM

¥
5209

SMMU1

it continuation sheet 32 of 38



- . PRINTED: 05/01/2023

‘ _ FORMAPPROVED
lilinois Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
IL6008064 B. WING 03/01/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
490 WEST 16TH PLACE
PERION CARE CHICAGO HEIGHTS
N CHICAGO HEIGHTS, IL 60411
o410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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)
9999 Continued From page 32 $9999

pick R4 up from the facility. V5 said "| have no
idea how he got out." V5 said R4 ieft
unauthorized. V5 said the sister brought R4 back
to the facility a couple of days later.

On 2/14/23 at 10:21AM V6 (Administrator) said
R4 was trying to obtain a community pass and
wanted to visit his sister. V6 said R4 had told his
caseworker (V4). V6 said on 1/31/23 V23
{Minimum Data Set/MDS Coordinator) did not
verify R4's pass status and entered the code and
let R4 out of the facility. V6 said he was made
aware that R4 was missing after a head count.
V6 said R4 went to his sister's house, and she
brought him back. At 2:33PM the surveyor asked
V8 if a resident comes missing and the
whereabouts of the resident are found, does the
facility have the ability to pick up the resident. V6
said "We have the capability with 3 vans to pick
up residents. We would coordinate the transport
back to the facility." The surveyor asked if the
family asked the facility to come pick up the
resident from an unauthorized leave, would the
facility pick the resident up? V6 said yes.

On 2/14/23 at 10:47AM V4 (PRSC) said V4
completes the elopement assessments when a
resident comes into the facility. V4 said R4 had
expressed he wanted to go to another facility,
specifically he wanted to go to a "condominium, a
1 bedroom." V4 said he was working with R4's
family towards that, V4 said R4 had said he did
not want to share a room. V4 said R4's
"judgment was off." V4 gave the examples of R4
saying he wanted to leave and go to a shelter with
four dollars, leaving his perscnal items out, he
constantly left his shoes and phone out. V4 said
R4 makes poor decisions. V4 said he did a
second elopement risk assessment on 1/30/23
because "he was at my office door a lot and
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expressed he wanted to leave." V4 said R4 gave
him the thought that R4 might elope. V4 said
there had been a couple times when R4
eéxpressed he wanted to get a pass. V4 said he
reported those times to V5 or V6. V4 said "l sent
out an email about it." (V4 did not provide a
requested copy of the email.) At 10:58AM V4 said
he was in the facility on 1/31/23 when "they -
noticed R4 was gone." V4 said R4's mother
called me and asked how he got a pass because
R4 was at his sister's house. V4 said | put R4's
mother on hold and called the Mental Health
Techs and they did a room search and that is
when we were aware that R4 was missing. R4
said we did a code pink. V4 said | was the first to
be aware that R4 was gone. V4 said R4 was not
eligible for a community pass because he was
stilt within "his 30- or 60-day review period." V4
said at 21 days R4 would have been able to go
out with family. V4 said R4 had "just reached the
{imit to be considered for a pass." V4 said | think
we were going to be deny his community pass.
V4 said when speaking with R4's family they told
him that R4 ¢ould not be out on his own. V4 said
R4's sister said R4 got on the bus to get to her
house. V4 said a Community Skills Assessment
is to be done on admission, or within 72 hours
from admission,

On 2/14/23 at 11:57AM V22 (PRSC) said
Community Skills Assessment are done initially
after admission, update quarterly, change of.
condition, or if the resident requests a pass. V22
said the purpose of the Community Skills
Assessment is to find out if residents are capable
of functioning in the community. V22 said these
are done within a week from admission, V22 said
the nurses should communicate expressions of
residents requesting to leave or if residents are
making statements of wanting to leave. V22 said
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from there we would do an elopement
assessment or update the care plan. V22 said if
a resident is found at risk for elopement it should
be on the care plan.

On 2/14/23 at 12:30PM V25 (R4's family) said on
1/31/23 R4 came by here. | called the facility and
they said they did not know he got out. V25 said

R4 grabbed his coat but had no shirt on when he
arrived at her house. R4 said | live in XXXX and

R4 got on the bus to get here. V25 said R4

walked from the bus stop to her house. V25 said

she was told by V4, that the facility could not
come out and get him and that she needed to
bring him. V25 said she gave R4 twenty dollars
and told him to go back to the facility. V25 said
later she called the facility and they said he was
not back. V25 said 2 days later R4 returned to
her home and asked for more money. V25 said
she took R4 back to the facility.

On 2/14/23 at 12:56PM R4 was asked how he got
out of the facility on 1/31/23 and R4 told the
surveyor "l left out, | walked out the front door."
R4 said he walked to Lincolnwood Highway. R4
said he left after lunch. R4 said he took the bus,
and it dropped him off at the mall and he we
walked a couple blocks to his sister's home. R4
said it took him about 30 minutes to get to his
sister's home. The surveyor asked R4 where he
stayed the 2 nights he was not in the facility. R4
said "l stayed on the bus." '

R4's progress notes dated 1/20/23 at 3:00PM
document R4 was increasingly aggressive toward
staff, exit seeking behavior and difficulty in
rediraction. A social service progress note
documents R4 approached the writer (V4) about
signing out against medical advice (AMA). R4
reported he did not want to be in the facility
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anymore. R4 said he would prefer to be af the
shelter. Per progress notes R4 was taken to the
hospital. R4 returned to the facility on 1/26/23.

R4's progress notes dated 1/31/23 at 9:32 written
by V4 documents R4 approached V4 (for the
seventh time) about getting an independent pass.
V4 denied R4's request and said R4 was just
readmitted from the hospital and was ineligible for
apass. V4 documented R4 understood.

R4's progress notes dated 1/31/23 at 2:30
document it was brought to the writer's attention
V5 that R4 has an unauthorized exit from the
facility. R4's mother notified the facility that R4
visited his sister and was provided funding to
return to the facility. Facility aware of resident
exit. At this time, a missing person's report has
been filed and awaiting resident return.

R4's progress notes dated 2/2/23 documenting
R4 was brought back to the facility by his sister.

R4's elopement/unauthorized leave risk review
dated 12/22/23 notes 1b.is there a diagnosis of
dementia and/or severe mental iliness - No. (R4's
diagnosis includes Bipolar.) 2b. Signs of
compromised decisional capacity and
substantially impaired judgement and/or physical
status limitations that would place the resident at
risk in the community -yes. 4e. Has the physical
ability to leave the building? No 5a. Elopement
risk decision 3. Not at risk.

R4's elopement/unauthorized leave risk review
dated 1/30/23 at 6:59PM notes 1b.is there a
diagnosis of dementia and/or severe mental
iliness -yes. 4c. Verbalizes a serious/strong intent
to leave the facility in the absence of an

appropriate discharge plan. 4e. Has the physical
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ability to leave the building? No 5a. Elopement
risk decision 1. At risk to elope and should be
placed on the Elopement Risk Protocol. Acare
plan for elopement is indicated.

R4's smoking risk assessment dated 12/22/23
dencotes he can smoke independently with
supervision only.

Review of R4's January - February 2023
physician orders do not include an order for a
community pass or outing.

Review of R4's hospital records dated 1/21/23
note R4's petition states R4 was displaying exit
seeking behaviors.

R4's care plan printed by the facility on 2/14/23
does not include his risk for elopement.

Review of a facility provided letter dated 1/24/23
at 8:36AM denotes R4 reported to staff that he
became aggressive and wanted to leave the
facility.

Census report for R4 denotes he was on
"therapeutic leave” of the facility on 1/31/23.

Facility Human Resources Notice of Correction
Action for V23 (MDS Coordinator) dated 2/1/23
documents on 1/31/23 employee opened door
from secured section of facility for resident
without verifying resident community access.

The facility undated Smoking policy notes
assigned staff will monitor the residents in the
smoking program. Staff will remain in the
designated area, during the entire scheduled
smoking times with the residents.
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The facility undated Security, Supervision, and
Safety Policy states the facility has incorporated
the practice of making regular rounds at regular
identified intervals throughout each day.
Maintains a stringent smoking pragram which
prohibits indoor smoking, limits smoking times,
access to materials and allows for ongoing
supervision of resident smoking.

Code Pink Missing Resident/Elopement revised
11/15/18 states an incident report and notification
to the state agency should be made. The policy
states the facility should contact the morgue if the
residents has not been located for 24 hours.
Upon return the nurse should complete a new
elopement risk assessment and update the plan
of care.

The facility's Community Pass Guidelines revised
on 11/17/17 states a community skills
assessment will be completed upon admission.
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