lllinois Department of Public Health

PRINTED: 06/18/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

IL6001788

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

C
04/04/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

315 SOUTH BRADY MILL ROAD
ANNA, IL 62906

INTEGRITY HC OF ANNA

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE
DATE

DEFICIENCY)

S 000

$9999

Initial Comments

Complaint Survey: 2452314/IL171141 &
2452360/1L171200

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b
300.1210d
300.1210d
300.1210d

— — — —

2
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 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
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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:

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

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.

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 were NOT MET as
evidenced by:

Based on interview and record review, the facility
failed to implement interventions for self-injurious
behaviors and obtain necessary behavioral health
services for 1 (R1) of 1 resident reviewed for
behavioral health in a sample of 6. This failure
resulted in R1 developing cellulitis to a
self-inflicted wound to the chest wall.

The findings include:
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R1's Face Sheet documents R1 was admitted to
the facility on 2/20/2024 with a diagnosis
including Bipolar Disorder, Unspecified, and
Unspecified Intellectual Disabilities. R1's Face
Sheet documents a discharge date from the
facility of 3/25/24. R1's Minimum Data Set (MDS)
dated 2/27/2024 documents a Brief Interview for
Mental Status (BIMS) score of 13, indicating R1
was cognitively intact. This same MDS
documents R1's Functional Abilities and Goals as
Dependent with all activities of daily living.

R1's baseline care plan, dated 2/22/24, the
section "Active diagnoses contributing to
admission" is left blank. There is no
documentation of R1's self-injurious behavioral
concerns and the "Social Services" section is left
blank. R1's Care Plan dated 3/25/2024 (date of
R1's discharge from the facility per Face Sheet)
does not document scratching or self-injurious
behaviors.

On 3/25/2024, at 8:50 AM, V30 (Guardian) stated
that she did not visit R1 while she was at the
facility. V30 stated that she visited R1 when she
was at the emergency room on 3/21/2024. V30
stated that she did not disclose any self-injurious
behavior to the facility when R1 got admitted to
the facility. V30 stated that R1 wore mittens at her
previous facility to help keep her from scratching
herself.

On 3/26/2024, at 10:20 AM, V10 (Certified Nurse
Assistant/CNA) stated that when R1 was

admitted she noticed little sores all over her body.
V10 stated that R1 would have repetitive

scratching to different areas on her body and had
to be redirected multiple times. V10 denies being
informed of R1's chronic self-injurious behaviors.
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On 3/26/2024, at 10:40 AM, V11 (CNA) stated
that she remembers seeing multiple scratch
areas to R1's chest like she had dug into her
chest. V11 stated that the staff would put socks
over her hands to help keep her from scratching.
V11 denies being informed of R1's chronic
self-injurious behaviors.

On 3/27/2024, at 8:20 AM, V20 (CNA) stated that
she recalled R1 scratching her upper arms first
about a week after she got admitted and reported
this to V12 (LPN).

On 3/26/2024, at 2:05 PM, V12 (Licensed
Practical Nurse/LPN) stated that it was reported
to her on 3/17/2024, that R1 had scratched her
chest area. V12 stated that when she assessed
her, she noticed R1 had dug into her chest hard.
V12 stated that she notified V13 (Primary
Physician) about R1's scratches to her chest. V12
stated that V13 told her that this was a long-time
behavior of R1 and that her previous facility used
mittens to cover her hands to keep her from
scratching herself. V12 stated that she told him
that mittens are not available at the facility. V12
stated that after she told him that, V13 hung up
on her. V12 stated that she found soft, no-show
socks and placed them on R1's left hand. V12
stated that R1 would rub her hand against her to
remove the sock and continue to scratch herself.

On 3/26/2024, at 2:17 PM, V13 (Primary
Physician) stated that he has been involved in
R1's care for years and was her medical provider
at the previous facility she lived at for many years.
V13 confirmed that R1 did have a history of
self-injurious behavior including, scratching,
picking and occasionally biting. V13 states that
R1 was severely cognitively impaired and has
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had a severe physical decline over the past year
and prognosis has not been great. V13 recalls
being notified about new area to chest from R1
scratching and that he had advised the facility to
use mittens as they have used in the past with R1
at her previous residence. V13 denied being
informed that the facility did not have mittens or
that they were using socks instead.

On 3/26/2024, at 2:50 PM, V9 (Regional Director
Clinical Reimbursement) stated that it is not an
expectation for the facility to call a resident's
previous facility concerning a resident's history, if
they were admitted from a hospital and not a
facility of residence. Unless a problem would
arise, V9 stated the same regarding residents
with intellectual disabilities/developmental
disabilities or psychiatric diagnosis.

On 3/27/2024, at 8:45 AM, V29 (LPN) stated that
he works for this facility as well as the previous
facility where R1 resided. V29 stated that R1 has
a chronic behavior of scratching herself. V29
stated that at her previous facility, they would put
mittens over her hands to keep her from
scratching. V29 stated that it would not be
uncommon for R1 to rub a spot open in two
hours, it would happen so quickly at times. V29
stated that he works mainly at night at this facility
and while he worked R1 was usually in bed, calm
and quiet.

On 3/27/2024, at 2:15 PM, V8 (CNA) stated that
R1 scratched herself hard one day in the upper
chest area. V8 stated that soft, fuzzy socks were
placed over her hands to help to keep her from
scratching self.

On 3/27/2024, at 3:35 PM, V7 (CNA) stated that
two weeks after R1 got admitted, she noticed her

lllinois Department of Public Health
STATE FORM

6269 LPBZ11

If continuation sheet 5 of 10




lllinois Department of Public Health

PRINTED: 06/18/2024
FORM APPROVED

scratching her stomach, chest, and arms. V7
stated that she reported it to V12 (LPN) and was
told they were going to monitor her scratching.

On 3/27/2024, at 3:45 PM, V16 (CNA) stated that
R1 would scratch herself with her left hand and
soft socks were placed over her hands to help
keep her from scratching herself. V16 stated that
she reported R1's scratching herself to V12 (LPN)
and that V12 applied some cream to her
scratches.

On 4/2/2024, at 10:45 AM, V2 (Director of
Nursing/DON) stated that she did not receive any
information about R1's medical or psychosocial
history from V30 (Guardian). V2 stated that she
spoke with a staff from her previous facility when
she came to visit R1 but did not ask about her
previous history at that time.

R1's progress notes dated 3/16/2024 at 9:55 PM
and written by V32 (LPN) documents in part ..."
R1 has been scratching self to chest, stomach,
arms."

R1's progress notes dated 3/17/2024 at 2:44 PM
and written by V12 (LPN) documents "(R1) noted
scratching her chest. Area cleansed and cream
added. R1 went right back to scratching the area.
Called (V13 Primary Physician) and he said she
wore mittens at her facility. No mittens available.
(R1) was placed in non-latex gloves and could no
longer scratch area."

R1's progress notes dated 3/19/2024 at 1:35 PM
and written by V12 (LPN) documents in part
..."(R1) has self-inflicted scratches to middle
chest."

R1's hospital notes dated 3/21/2024 documents

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
C
IL6001788 B. WING 04/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
315 SOUTH BRADY MILL ROAD
INTEGRITY HC OF ANNA
ANNA, IL 62906
(X4) ID 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
S9999  Continued From page 5 S9999

lllinois Department of Public Health

STATE FORM

6269 LPBZ11

If continuation sheet 6 of 10




lllinois Department of Public Health

PRINTED: 06/18/2024

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

IL6001788

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
C
B WING 04/04/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

315 SOUTH BRADY MILL ROAD

INTEGRITY HC OF ANNA

in part ... "Presents to emergency department
with complaints of low oxygen" ..."(R1) also has
several skin wounds and ulcerations from chronic
staph infections" ..."(R1) also has cellulitis and
possible aspiration pneumonia" ..." started on
intravenous antibiotics" ..." been accepted to
another higher level of care hospital and being
transferred" ..." Diagnosis - Cellulitis of chest
wall."

On 4/3/2024, at 1:25 PM, V1 (Administrator)
stated that she spoke with V35 (staff form R1's
previous facility) about R1's medical history and
V1 stated that V35 told her that R1 did not have
any behaviors but that she might curse at you
occasionally. V1 stated that she always tries to
get the previous history on residents from
hospitals or other facilities before they get
admitted. V1 stated that it is very important to her
to know about any resident's behaviors so a
decision can be made if the facility can meet their
needs or not.

On 4/2/2024, at 3:00 PM, V9 (Regional Director
Clinical Reimbursement), stated that he was
unaware of the staff placing socks on R1's hands
to help prevent her from scratching herself. V9
stated that it is his expectation of the nursing staff
to perform an assessment, get a consent from
guardian, and obtain a physician's order before
ever implementing placing a sock or any other
restraint device on a resident. V9 stated that the
nursing staff should have obtained an order for
mittens when V13 (primary physician) suggested
it.

The facility's "Behavioral Assessment,
Intervention, and Monitoring" policy (revision date
December 2016) documents in part under the
section "Policy Statement", "1. Behavioral
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symptoms will be identified using facility-approved
behavioral screening tools and the
comprehensive assessment." Under the section
titled "Assessment" it documents in part "1. As
part of the initial assessment, the nursing staff
and attending physician will identify individuals
with a history of impaired cognition, altered
behavior, and mental iliness (bipolar,
schizophrenia). 2. As part of the comprehensive
assessment, staff will evaluate, based on input
from the resident, family and caregivers, review of
medical record and general observations: a. The
resident's usual patterns of cognition, mood, and
behavior; b. The resident's usual method of
communicating things like pain, hunger, thirst,
and other physical discomforts; and c. The
resident's typical or past responses to stress,
fatigue, fear, anxiety, frustration, and other
triggers. 3. The nursing staff will identify,
document, and inform the physician about
specific details regarding changes in an
individual's mental status, behavior, and
cognition, including: a. Onset, duration, intensity,
and frequency of behavioral symptoms; b. Any
precipitating or relevant factors, or environmental
triggers (e.g., medication changes, infection,
recent transfer from hospital); and c. Appearance
and alertness of the resident and related
observations. 4. New onset or changes in
behavior will be documented regardless of the
degree of risk to the resident or others." Under
the section titled "Cause & Identification” it
documents "1. The interdisciplinary team will
thoroughly evaluate new or changing behavioral
symptoms in order to identify underlying causes
and address any modifiable factors that may have
contributed to the resident's change in condition."
Under the section titled "Management" it
documents "1. The interdisciplinary team will
evaluate behavioral symptoms in residents to
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determine the degree of severity, distress and
potential safety risk to the resident, and develop a
plan of care accordingly. Safety strategies will be
implemented immediately if necessary to protect
the resident and others from harm ....2. The care
plan will incorporate findings from the
comprehensive assessment and be consistent
with current standards of practice. 3. The resident
and family or representative will be involved in the
development and implementation of the care
plan. Resident and family involvement or
attempts to include the resident and family in care
planning and treatment, will be documented. 4.
The resident and family/representatives will be
informed of the resident's condition as well as the
potential risks and benefits or proposed
interventions ...7. Interventions will be
individualized and part of an overall care
environment that supports physical, functional,
and psychosocial needs, and strives to
understand, prevent, or relieve the resident's
distress or loss of abilities. 8. Interventions and
approaches will be based on a detailed
assessment of physical, psychological, and
behavioral symptoms and their underlying
causes, as well as the potential situational and
environmental reasons for the behavior." Under
the section titled "Monitoring" it documents "1. If
the resident is being treated for altered behavior
or mood, the IDT (Interdisciplinary Team) will
seek and document any improvements or
worsening in the individual's behavior, mood, and
function. 2. The IDT will monitor the progress of
individuals with impaired cognition and behavior
until stable. New or emergent symptoms will be
documented and reported. 3. Interventions will be
adjusted based on the impact on behavior and
other symptoms, including any adverse
consequences related to treatment ...7. If any
devices (restraints) are prescribed, the IDT
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(Interdisciplinary Team) will monitor the situation
to ensure that they are beneficial to the individual
(for example, enhancing function and improving
symptoms) and are not causing complications or
disabling the individual. a. This will be done
frequently when such devices are first employed
and regularly thereafter for as long as they are
used. b. Over time, the staff will reduce the use or
remove such devices, or will document why such
attempts are not feasible."
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