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Statement of Licensure Violations:
300.610a)
300.1210b)
300.3240 e)

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 provided to each 
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resident to meet the total nursing and personal 
care needs of the resident.

Section 300.3240  Abuse and Neglect

e)         When an investigation of a report of 
suspected abuse of a resident indicates, based 
upon credible evidence, that another resident of 
the long-term care facility is the perpetrator of the 
abuse, that resident's condition shall be 
immediately evaluated to determine the most 
suitable therapy and placement for the resident, 
considering the safety of that resident as well as 
the safety of other residents and employees of 
the facility. (Section 3-612 of the Act)

These requirements were not met as evidenced 
by:

Based on interview and record review, the facility 
failed to ensure that a resident was free from 
sexual abuse. This failure affected 1 resident 
(R1) in the sample of 8. This failure resulted in R1 
experiencing psychosocial harm by feeling 
violated and victimized by R2 due to R2's 
unwanted touching.

Findings include:

On 5/29/24 at 2:00 pm, R1 stated that R1 was a 
resident in the facility for about 2 years. R1 
stated, "I (R1) did not get out of bed because the 
electric wheelchair didn't work. I would stay in my 
bed." R1 stated, "(R2) was staring at me (R1). I 
couldn't sleep. (R2) would try to go under my 
blanket. Tried to get under my covers. Tried to 
touch my body. (R2) tried to go and put hands 
near my privates. I would yell at (R2) to stop." 
When asked if R2 touched R1's p****, R1 stated, 
"(R2) tried to. (R2) put (R2's) hand under my 
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blanket. I wasn't sleeping. I always had an eye 
open knowing that I was watched. I left there 
because I didn't feel safe." R1 stated that R1 
recorded a video on R1's cellular phone of R2 
touching R1 on 5/6/24 around 6:30 pm.  When 
asked if R1 showed this video (from 5/6/24 
around 6:30 pm) to anyone in the facility, R1 
stated, "Yes, I showed (V4, Social Services 
Director, SSD) and V1 (Administrator). R1 stated 
I also showed the cops.  R1 stated while in the 
hospital, I showed them (hospital staff)." When 
asked to describe the video contents, R1 stated 
that R2 was coming to R1's bed, walking to R1's 
bed and R1 pushing call light. R2 was then over 
R1's bedside before they (staff) come in my 
room. R2 was "touching my (R1) body, going 
under my covers." When asked if this happened 
the one-time R1 recorded it, R1 stated that it 
occurred "different time periods." When asked if 
facility staff members knew that R2 was coming 
over unwanted to R1, V1 stated, "Staff members 
and (V1) knew. I have problems with (V4, SSD). I 
(R1) said that I am being attacked over here. 
Nothing got done. Now it involved me (R1) taking 
pictures. No one is protecting me. Yep, I am 
protecting myself with the video." R1 stated that 
it's the same video that R1 showed V1 and V4 
where R2 went under R1's covers to try to touch 
R1's private area.  R1 stated, "(R4) saw 
everything." When asked if R2 has come over to 
R1's bedside and tried to touch R1 before R1 
making the video, R1 stated, "Most definitely. 
(R2's) done it before. Trying to touch me. Stealing 
stuff from my table. I would be calling out. I was 
agitated. (R2) keeps doing the same thing to me. 
I wasn't alone. (R2) did that to (R4). I saw him do 
that to (R4)." When asked how it made R1 feel 
when R2 was touching R1's body on 5/6/24, R1 
stated, "Very uneasy. I (R1) just don't like to be a 
victim. I'm watching (R2) all night watch (R1). 
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(R2) pulls my (privacy) curtain and keeps coming 
in. I say, 'Why are you in my space?' It's a 
violation of my space. Violation of my body. No 
matter how many times I brought it up (to staff), it 
keeps happening." 

R1's Face Sheet documents, in part, diagnoses 
of hemiplegia and hemiparesis following other 
nontraumatic intracranial hemorrhage affecting 
right dominant side; contracture of muscle, 
multiple sites; unspecified convulsions; chronic 
kidney disease, stage 3 unspecified; adult failure 
to thrive; traumatic hemorrhage of cerebrum, 
unspecified, without loss of consciousness, 
sequela; personal history of traumatic brain injury; 
essential (primary) hypertension; anxiety disorder, 
unspecified; hyperlipidemia, unspecified; 
epilepsy, unspecified, intractable, without status 
epilepticus; major depressive disorder, recurrent, 
unspecified; neuromuscular dysfunction of 
bladder, unspecified; schizoaffective disorder, 
unspecified; old myocardial infarction; other 
chronic pain; and muscle weakness 
(generalized). 

R1's Minimum Data Sheet (MDS), dated 2/7/24, 
documents, in part, that R1's Brief Interview for 
Mental Status (BIMS) score is 13 which indicates 
that R1 is cognitively intact. R1's Functional 
Abilities and Goals for functional limitation in 
range of motion documents, in part, impairment 
on one side of upper extremities and impairment 
on both sides of lower extremities. R1's mobility 
for bed to chair transfer is coded as "Dependent - 
Helper does all the effort. Resident does none of 
the effort to complete the activity," and walk 10 
feet is coded as "Not attempted due to medical or 
safety concerns." 

On 5/28/24 at 1:28 pm, R4 stated that R4 
Illinois Department  of Public Health
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remembers R1 as a former roommate, but that 
R1 is not in the facility anymore. R4 stated that 
R4 knows R2 and that R2 is still in the facility. R4 
stated, "(R2) walked towards my bed and (R2) 
was going under my covers (while pointing 
towards R4's left lower leg) and I kicked my foot 
at (R2). I told (R2) no and (R2) stopped." When 
asked if R4 had reported this incident with R2 to 
any facility staff, R4 stated, "I (R4) told a number 
of CNAs and told one of the nurses," but R4 didn't 
remember their names. When asked if R4 had 
witnessed R2 going over towards R1's bed 
touching R1 inappropriately on R1's body, R4 
stated, "I (R4) did see that." R4 stated that R4 
couldn't remember the date but that R2 went to 
R1's bedside, "more than one time." R4 stated 
that R1 told R2, "Stop doing that" when R2 
touched R1 under the covers, and on that same 
day, R2 tried to touch R4 under R4's cover. R4 
said that R2 "kept doing it" to R1. 

R4's Face Sheet documents, in part, diagnoses 
of Parkinson's disease with dyskinesia, without 
mention of fluctuations; dyskinesia of esophagus; 
unspecified severe protein-calorie malnutrition; 
multiple subsegmental pulmonary emboli without 
acute cor pulmonale; Dysarthria and anarthria; 
personal history of other venous thrombosis and 
embolism; cerebral infarction, unspecified; major 
depressive disorder, recurrent, mild; 
posttraumatic stress disorder, chronic; 
polyneuropathy, unspecified; essential (primary) 
hypertension; venous insufficiency; spinal 
stenosis, cervical region; hyperlipidemia, 
unspecified; pain, unspecified; other lack of 
coordination; cognitive communication deficit; 
unspecified voice and resonance disorder; 
muscle weakness (generalized); and need for 
assistance with personal care.
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R4's MDS, dated 4/10/24, documents, in part, 
that R4's BIMS score is 15 which indicates that 
R4 is cognitively intact. 

On 5/7/24 at 3:15 pm, V16 (Hospital Registered 
Nurse, Sexual Assault Nurse Examiner) 
documents, in part, in R1's hospital emergency 
records, "(R1) states 'I have been being touched 
by (R2) and I have told staff, and no one believes 
me. (R2) has been coming to my bed and 
touching my leg and chest and is trying to move 
my gown.  I have told (R2) to leave me alone. I 
told (R2) I don't want to be touched' ... (R1) stated 
(R1) had video on (R1's) phone of (R2) touching 
(R1) and showed the video to (V16). (V16) 
observed (R2) wearing a hospital gown walking 
towards the victim (R1) and touching (R1) on the 
leg and (R1) telling (R2) to stop touching (R1). 
The video also shows (R2) also touching (R1) on 
the abdomen and trying to move (R1's) gown. 
(R1) states 'I have informed staff, and no one 
believed me until I told them I had video of (R2) 
touching me.'"

R1's Police Report, dated 5/7/24 at 12:00 
midnight, documents, in part, the incident of 
battery; with R1 as the victim; and violent crimes 
and special victims' units are managing R1's 
case.  

On 5/29/24 at 10:11 am, V4 (SSD) stated that on 
5/7/24, V4 was doing rounds on the floor and 
spoke with R1. V4 stated that R1 is alert, 
oriented, stays in bed and does not ambulate.  V4 
stated that R1 told V4 that R2 approached R1's 
bed, tried touching R1's stuff and tried to grab 
R1's covers.  V4 stated that R1 informed V4 that 
staff members were aware with R1 saying 'I (R1) 
told everybody.' V4 stated that the only names 
that V4 can remember from R1 are V10 (Certified 
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Nursing Assistant, CNA) and V14 (CNA).  When 
this surveyor showed a witness statement to V4, 
dated 5/7/24 with R1's name and statement 
written on it, V4 stated that V4 authored the 
document from R1's interview on 5/7/24. After 
reading aloud this authored witness statement 
from R1, V4 stated that R1 said that R2 touched 
R1 above R1's stomach and on the knee.  V4 
stated that "this was the first expressed to me" 
that R2 had been walking over to R1's bedside. 
V4 confirmed that on 5/7/24, R1 showed V4 the 
video on R1's cellular phone of R2 coming over to 
R1's bedside. When asked if R2 is clearly 
identifiable in R1's video, V4 stated, "Yes. It was 
clear that it was (R2)."

Facility document titled "Witness Statement," 
dated 5/7/24 with R1's printed name, and signed 
by R1, documents, in part, "(R1) reported that 
incident occurred on May 6, 2024, around change 
of 2nd shift. (R1) stated, 'Last night, (R2) standing 
in window and (R2) walks to my way and tries to 
touch me. I (R1) see (R2) try to put (R2's) hand 
here and here but I put my leg up so (R2) can get 
(R2) away from me.'  ... (R1) pointed to kneecap 
and gown." 

R1's ADT (Admissions, Discharges, Transfers) 
History document indicates that R1 was admitted 
to the facility on 11/1/22 and discharged to 
another long-term care facility on 5/17/24.  R1's 
room remained the same in the facility from 
admission to discharge. 

Facility document titled "Census Detail Report," 
dated 5/6/24, documents, in part, that R1, R2 and 
R4 were roommates.

In R1's Social Services-Screening to Determine 
Abuse, dated 5/7/24, V4 (SSD) documents, in 
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part, an abuse screening indicator score is "5" 
which indicates that R1's "risk measure for 
likelihood for a history of previous/recent 
mistreatment and/or potential future 
problems/symptoms related to mistreatment" is 
"high."  

In review of R1's complete care plan, printed on 
5/28/24, no focus, goal or interventions are 
documented for R1's allegation of sexual assault 
from R2 or R1's risk of abuse.

On 5/28/24 at 1:25 pm, R2 stated that R2 does 
not remember R2's former roommate, R1, and 
that on May 6, 2024, R2 did not touch R1's body. 
R2 stated that R2 walks around with a walker 
(observed next to R2's bed). When asked if R2 
has recently been hospitalized after incident in 
facility with R1, R2 stated, "No. No."

R2's Face Sheet documents, in part, diagnoses 
of dementia in other diseases classified 
elsewhere, unspecified severity, with other 
behavioral disturbance; hypothyroidism, 
unspecified; atherosclerosis of aorta; dysphagia, 
unspecified; cognitive communication deficit; 
difficulty in walking, not elsewhere classified; 
adult failure to thrive; muscle weakness 
(generalized); need for assistance with personal 
care personal history of transient ischemic attack 
(TIA), and cerebral infarction without residual 
deficits; pain, unspecified; dehydration; and 
pneumonia, unspecified organism. R2 resides in 
a room by himself. 

R2's MDS, dated 4/10/24, documents, in part, a 
BIMS score of 6 which indicates that R2 has 
severe cognitive impairment. 

R2's ADT History document indicates that R2 was 
Illinois Department  of Public Health
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a roommate of R1's since 1/2/24 and was 
hospitalized from 5/7/24 to 5/20/24.

On 5/29/24 at 10:11 am, V4 (SSD) stated that R2 
does not converse a lot, is "not all the way there" 
and is "in (R2's) bubble." V4 stated that R2 has 
"not many issues at all," but when asked about 
R2 being placed in different rooms several times 
in May 2024 and R1 and R4's statements of R2 
coming to their bedsides uninvited, V4 stated that 
R2 has "poor personal boundary issue."

In R2's Progress Notes, dated 5/7/24 at 7:21 pm, 
V4 (SSD) documents, in part, "Resident (R2) was 
involved in alleged sexually inappropriate 
behaviors. This resident (R2) has multiple 
medical diagnoses. Resident (R2) presents with 
no unusual behaviors ... Resident (R2) was 
interviewed by the appropriate staff. Resident 
presents with poor insight to (be) interviewed and 
denies any behaviors." 

On 5/29/24 at 10:28 am, V3 (RN) stated that V3 
was R1 and R2's primary nurse routinely on the 
day shift. V3 stated that on 5/7/24, V11 (Agency 
CNA) informed V3 that R1 had taken a video of 
R2 on R1's phone.  V3 stated that on 5/7/24, R1 
had not voiced R1's allegation of R2 touching R1, 
and V3 educated R1 on not taking pictures of 
fellow residents.  V3 stated that V3 did not view 
R1's cellular phone video of R2.  V3 stated that 
later 5/7/24 at 11:00 am to noon, V4 (SSD) was 
talking to R1, and then V3 removed R2 from R1's 
room. This surveyor read V3's progress note from 
5/7/24 about R2 being sexually inappropriate 
towards a care giver, and V3 stated that V11 
(Agency CNA) informed V3 on 5/7/24 that R2 has 
touched V11's body while V11 was rendering R2's 
care.  When asked what part of V11's body did 
V11 say that R2 touched, V3 stated, "(V11) said it 
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was on (V11's) side (pointing to hip) close to 
buttock area." V3 stated that V3 sent R1 to the 
hospital for evaluation and that R1 returned to the 
facility on 5/7/24. V3 also stated that a "couple 
weeks prior," R2 was taking R1's food from R1's 
bedside and that V3 told R2 to stay on R2's side 
of room and don't touch other residents' items. 

In R2's Progress Notes, dated 4/21/24 at 5:52 
pm, V3 (RN) documents, "Observe resident (R2) 
taking personal belongings (food items) from 
roommate's bedside table, educated resident 
(R2) to keep to (R2's) side of room and not to 
interfere with roommate's belongings, stated "I 
(R2) know, I know", will continue to monitor and 
educate."

In R2's Progress Notes, dated 5/7/24 at 4:23 pm, 
V3 (RN) documents, "9;(:)30 am - Resident (R2) 
sexually inappropriate toward caregiver (V11, 
Agency CNA), counseled and educated on 
appropriate behavior, verbalized understanding, 
will continue to monitor." 

On 5/29/24 at 12:45 pm V11 (Agency CNA) 
stated that V11 works in the facility 3 to 4 times a 
week primarily on R1, R2, and R4's floor. V11 
stated that R1 is alert, oriented, "normal," always 
is in bed and needs help with personal care 
needs.  V11 stated that R2 is more confused and 
walks with an unsteady gait, and that V11 has 
observed R2 walking unassisted in R1, R2 and 
R4's room. When asked about V11 reporting to 
V3 on 5/7/24 that R2 was sexually touching V11, 
V11 stated that R2 is confused, but then R2 says, 
"I like it."  V11 stated that V11 told R2 that it's 
inappropriate to touch someone like that.  V11 
stated that R2 touched V11 on the lower back 
while V11 was rendering activities of daily living 
care with R2 behind the privacy curtain on the 
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morning of 5/7/24.  V11 stated that when V11 told 
R2 to stop touching V11 inappropriately, V11 
heard R1 say from behind the privacy curtain, 
"(R2) do that to me too and (R2) comes to my 
bed." V11 stated that R1 then showed V11 a 
video of R2 next to R1's bed.  V11 stated that   
when asked about R2's behavior of touching staff 
inappropriately, V11 stated that "all the CNAs 
complain about it." V11 stated that V11 provided a 
statement to V1 for the abuse investigation for R1 
and R2 on 5/7/24 and that R1 said that R2 is 
always trying to be friends with R1.  V11 stated 
that R1 said, "I (R1) don't want to be friends with 
(R2). Those were (R1's) words."

On 5/29/24 at 2:54 pm, V15 (Agency RN) stated 
that V15 was working on 5/6/24 from 3:00 pm to 
11:00 pm and remembers R1 and R2.  V15 
stated that during V15's shift on 5/6/24, V15 
heard R1 yelling out, and V15 immediately went 
to R1's room.  V15 stated that V15 observed R2 
standing next to R2's bed, and R1 laying in the 
bed saying that R2 was coming over to R1. When 
asked what was R1 yelling out to get V15's 
attention, V15 said that V15 can't recall if R1 said 
help but what R1 was saying was in a louder 
tone. V15 stated that when V15 went in R1 and 
R2's room, "Someone (R2) was by (R1) that 
doesn't belong there." 

On 5/29/24 at 2:37 pm, V14 (CNA) stated that 
V14 was working on 5/6/24 from 3:00 pm to 11:00 
pm and is familiar with R1 and R2.  V14 stated 
that R2 is a wanderer, confused with R2's "mind 
be all over the place" and that R2 "just like to get 
into things a lot of the time." V14 stated that on 
5/6/24 during the evening shift, V14 answered 
R1's call light to observe that R2 was by R1's 
bed.  V14 stated, "(R1) would be screaming or on 
a call light for someone to remove (R2)." 
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On 5/29/24 at 3:20 pm, V6 (CNA) stated that V6 
was working on 5/6/24 from 3:00 pm to 11:00 pm 
and that V6 answered the call light two times, for 
R1, with R2 observed at the end of R1's bed.  V6 
stated, "They (R1 and R4) would pull the light 
when they see (R2) coming towards in their 
direction. Both of them (R1 and R4)." 

On 5/29/24 at 2:43 pm, V7 (CNA) stated that V7 
was working on 5/6/24 from 3:00 pm to 11:00 pm 
and that V7 answered R1's call light to observe 
R2 standing in the middle of their room trying to 
come over to R1's side of room.  V7 stated that 
V7 takes R2 back to R2's bed saying that R2 
can't go over to R1's bedside. 

On 5/29/24 at 11:05 am, V9 (CNA) stated that V9 
was working on 5/6/24 from 3:00 pm to 11:00 pm 
and that R1 doesn't get out of bed and is a 
mechanical lift transfer. V9 stated that R2 is 
confused and walks independent in R2's room. 
V9 stated that on 5/6/24, V9 stated, "I (V9) only 
heard (R1) shouting," then then nurse (V15) went 
into R1's room. V9 stated that later on 5/6/24 
shift, around bedtime, V9 came into R1's room 
when R1 was shouting.  V9 stated that V9 asked 
why R1 was shouting, and that R1 said that it was 
R1's roommate (R2) again. V9 stated that V9 told 
R1, "You (R1) have to calm down. By shouting, 
think of your head." 

On 5/29/24 at 11:35 am, V10 (CNA) stated that 
V10 routinely works on R1 and R2's floor. V10 
stated that R1 is alert and oriented, and that V10 
assists R1 with all ADL care except feeding R1. 
V10 stated that R1 would use call light and or 
would shout out for help, and V10 would come 
into room. V10 stated that R1 would not want R2 
on R1's side of room and that R2 was touching 
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R1's personal belongings.  

On 5/30/24 at 10:50 am, V2 (Director of Nursing, 
DON) stated that nursing staff are to "treat 
residents with respect," perform "purposeful 
rounding" and there's "not subpar nursing" in this 
facility. When asked if R1 has the right to be free 
from R2 coming into R1's space and touching 
R1's things or person, V2 stated, "Yes, that is 
correct." V2 stated that R2 would walk in room 
with a shuffle gait; that R2 would walk over to 
R1's bedside; and that "(R2) is harmless." When 
asked if a resident should feel safe to not have 
another resident touching them, V2 stated, "No, 
they should not experience that." V2 further 
stated, regarding R2 staff know to keep an eye on 
them, they do "purposeful rounding", make sure 
he is getting enough to eat and give R2 
something to do. 

On 5/30/24 at 12:54 pm, V1 (Administrator) 
stated that V1 is the abuse coordinator for the 
facility with the responsibility is "to ensure safety 
of the residents."  V1 stated that on 5/7/24, V1 
was notified of R1's allegation of R2 touching R1 
inappropriately. V1 stated that V1 interviewed R1 
on 5/7/24, and asked R1 where R2 touched R1.  
V1 stated that R1 said that R2 was by R1's 
bedside and that R1 "touched over (R1's) diaper" 
to indicate where R2 had touched R1.  V1 stated 
that R1 then showed V1 the video on R1's cellular 
phone with no sound, with a date stamped of 
5/6/24 after dinner around 6:30 pm, and V1 could 
clearly see that it was R2 in the video at R1's 
bedside.   

Facility policy titled "Abuse Prevention and 
Reporting-Illinois" with effective date of 
11/28/2016 and last revision date of 10/24/2022, 
documents, in part, "Guidelines: This facility 

Illinois Department  of Public Health
If continuation sheet  13 of 146899STATE FORM OXF311



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 08/08/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

IL6002851 05/30/2024
C

NAME OF PROVIDER OR SUPPLIER

IRVING PARK LIVING & REHAB CTR

STREET ADDRESS, CITY, STATE, ZIP CODE

4340 NORTH KEYSTONE
CHICAGO, IL  60641

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S9999Continued From page 13 S9999

affirms the right of our residents to be free from 
abuse  ...  or mistreatment.  This facility therefore 
prohibits abuse  ...  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 occurrences of 
abuse  ...  and mistreatment of residents.  This 
will be done by:  ... Establishing an environment 
that promotes resident sensitivity, resident 
security and prevention of mistreatment; 
Identifying occurrences and patterns of potential 
mistreatment  ... Definitions: Abuse: Abuse 
means any physical or mental injury or sexual 
assault inflicted upon a resident other than by 
accidental means  ... Having a mental disorder or 
cognitive impairment does not automatically 
preclude a resident from engaging in deliberate or 
non-accidental actions  ... Sexual abuse includes, 
but is not limited to,  ... sexual assault  ... 'Sexual 
abuse' is non-consensual sexual contact of any 
type with a resident. Sexual abuse includes, but is 
not limited to: Unwanted intimate touching of any 
kind especially of breasts or perineal area  ... 
Generally, sexual contact is nonconsensual if the 
resident  ... does not want the contact to occur." 

Facility policy titled "Behavior Management" and 
dated August 2006 documents, in part, "Behavior 
management of residents in the facility is the 
responsibility of the interdisciplinary team, which 
includes nurses, nursing assistants, social 
service staff, activity staff and facility 
administration. Residents with a diagnosis of 
dementia or mental illness may display 
inappropriate or unacceptable behavior."
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