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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 300.1010 Medical Care Policies

h) The facility shall notify the resident's
physician of any accident, injury, or significant
change in a resident's condition that threatens the
health, safety or welfare of a resident, including,
but not limited to, the presence of incipient or
manifest decubitus ulcers or a weight loss or gain
of five percent or more within a period of 30 days.
The facility shall obtain and record the physician's
plan of care for the care or treatment of such
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accident, injury or change in condition at the time
of notification.

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
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.

These requirements are not met as evidenced by:

Based on observation, interview, and record
review, the facility failed to accurately identify a
change in condition and immediately notify the
physician regarding a resident (R29) who
demonstrated signs of respiratory distress from
5/20/24 until 5/22/24. This failure affected one
(R29) of one resident who was emergently
transferred to a local hospital due to a change of
condition on 5/22/24 at 12:36PM, and resulted in
R29 expiring at the hospital at 3:50PM.
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Findings include:

R29 is 83 years old and admitted to the facility on
3/22/24. R29 had diagnoses that included lateral
sclerosis, intracranial injury with loss of
consciousness, anarthria (loss of speech), and
pressure ulcers.

On 5/20/24 at 11:21AM, R29 was observed in
bed, with continuous gastric tube running,
unresponsive to verbal stimuli, and noted with
shallow audible respirations. R29 was breathing
with mouth open and had a nasal cannula applied
with humidity at 2L (liters). An indwelling catheter
was observed thick cloudy bloody tinged
sediment. At 12:28PM, a CNA (Certified Nursing
Assistant) was observed going into R29's room,
to call the roommate of R29 to lunch, and did not
check on R29. At 12:37PM, CNA was noted to
come back to the room to serve lunch to the
roommate and did not check on R29, who was in
the same position. At 12:52, another CNA went
into the room and did not render care for or check
R29. At 1:24PM, V11, RN (Registered Nurse),
came into the room and removed the completed
gastric feeding. V11 came into the hallway to ask
the unit manager for assistance to change
position of R29. At 2:47PM, Surveyor asked V11
about R29's breathing. V11 said, "The CNA's are
responsible for taking vitals which are usually
daily or per shift." V11 stated V11 had not
personally taken vitals for R29 during the shift
and was unsure of when they were last taken.
V11 also said R29 is a "mouth breather", and the
current state was baseline. V11 went on to say,
when they first cared for R29 closer to admission,
V11 sent R29 out to the hospital for the same
concern, but R29 was sent back the same day.
V11 took the oxygen saturation and pulse upon
request, with results of 99% oxygen and pulse 94
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bpm (beats per minute).

On 5/21/24 at 9:22AM, R29 presented in bed,
unresponsive to verbal stimuli and on 2L
continuous nasal cannula. R29 was turned on the
left side had a visual bounding pulse to the right
neck. Respirations were shallow, audible, and
visibly distinguished counted at 42 breaths per
minute using a stopwatch. The indwelling
catheter was clean. V11 was the nurse on duty,
and said R29's condition had been unchanged
since the previous day.

On 5/22/24 at 12:18PM, V11 was observed on the
unit and said the previous night shift nurse
endorsed this morning that R29 had a fever
overnight, which was treated with acetaminophen.
V2 said they took the temperature of R29 with no
additional vital signs, documented as 97.8F, and
called V8 PA (Physician's Assistant) to receive
orders. V11 was asked by the Surveyor to obtain
a manual set of vitals for R29. R29 presented in
bed, with shallow, audible respirations and forced
work of chest and abdominal breathing. Vital
signs obtained were as follows: Oxygen: 92% on
2L of oxygen via nasal cannula, Temperature:
103.3F Pulse: 156bpm Respirations: 40 and
Blood Pressure 120/70. V11 said R29 did not
demonstrate this state of breathing when
assessed earlier this morning, but pointed to a
simple oxygen face mask that they brought into
the room "just in case". V11 applied the oxygen
mask from the bedside and said it would be
better for R29 to receive oxygen through the
mouth due to the way she was breathing. V11
then said they would call the doctor for further
orders.

Fire Department report, dated 5/22/24:
paramedics were dispatched to the facility at
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12:35PM and arrived at the bedside of R29 at
12:38PM. R29 was assessed to be unconscious,
non-verbal, and without any eye movement. Vital
signs taken: Blood Pressure: 134/78; Pulse 162
beats per minute; Respirations (shallow) 40
breaths per minute; SpO2 (oxygen): 93% on a
non-rebreather mask. R29 was transported to the
hospital at 1:05PM.

Hospital Emergency room report, dated 5/22/23,
stated when R26 arrived to the hospital,
emergency room diagnoses included: Sepsis,
Hypernatremia, Dehydration and Pneumonia of
right lower lobe due to infectious organism.

There were no nursing notes documented for
R29 from 5/16/24 until 5/22/23.

Progress Note written for 5/22/23 12:25PM:
"Public Health Surveyor came up to the floor and
asked this writer about resident's condition. This
writer notified surveyor that new orders were
received from (V8, Physician Assistant/PA) to do
stat cbc/cmp/chest x-ray and ua/cs. The surveyor
wants to see the resident and wants this writer to
check resident's current vitals. Resident was
seen in bed breathing heavily and warm to touch
at this time. T-103.3 P-150 R-40 BP-120/70
SAT-92% with 02 at 2liters/nc. Resident was
switch to medium concentration 02 (oxygen)
mask at this time due to (shortness of breath).
This writer notified the surveyor that MD will be
called to get order to send out resident to the
hospital for evaluation. PA was notified of
resident's condition and agreed to send resident
to the hospital via 911 for evaluation. 911 was
called and took over care. Resident son was
called and notified of residents' condition and
agreed with the transfer. Resident was switch to
non-rebreather oxygen mask before (leaving the
facility) and 02 was increased to 5 liters."
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Progress note written at 6:36PM noted:
"Received a call from Hospital informing this
(nurse on duty) that patient expired at 15:50.
DON made aware. MD notified." Endorsed.

On 5/23/24 at 12:54PM, V11 said, prior to the
observation at the bedside with the surveyor, V11
didn't recognize R29 was in any distress and that
the breathing prior to the observation was normal.
V11 applied the simple oxygen mask in that
moment due to R29 being a "mouth breather",
and the mask will provide higher amount of
oxygen delivered than a nasal cannula. V11 said
just before the paramedics arrived, R29 was
placed on a non-rebreather mask that provides
even more oxygen support than the simple face
mask and nasal cannula. V11 did not think it was
needed prior to that time. V11 said they did not
take vitals because there were no orders to take
vital signs during their shift.

On 5/22/24, at 10:50AM, V8, PA (Physician's
Assistant), said nursing staff this morning
informed V8 about an increased temperature that
was taken during the night shift. V8 gave orders
to the nurse to complete a STAT (rapid)
chest-Xray, urinalysis with culture and blood lab
values. Based on previous assessments, V8
would expect for R29's respirations to be between
19-20 breaths per minute as "normal", and they
rely on the nurses to accurately assess all vital
signs as they should be reported when abnormal
and they are reviewed during rounds. V8 said
they, or the attending physician, is usually
available during the day and some weekends
on-call, and when they are not available, the
facility uses a telehealth service for immediate
resident needs or concerns. V8 said if the
respiratory rate was outside of the baseline
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parameters, they would want to know the
oxygenation level which would lead a path to
determine if R29 was "stable", and they would
expect the nursing staff to notify them right away
because R29 is high risk of urinary tract infections
and aspiration pneumonia.

On 5/22/24 at 11:12AM, V2, DON (Director of
Nursing), said normal respirations are between
12 to 20 breaths per minute, however "normal" is
determined by the resident's baseline. V2 said
vital signs are normally taken with a machine,
which is operated by nursing staff, and is
automatically uploaded into the chart. The
[electronic health record] determines the baseline
considering previous results and alerts the nurse
of abnormalities as noted by change of color. V2
said vital signs are expected at least once daily
(once every 24 hours), or more frequently as
ordered by the physician. "The nurses, however,
do not need a physician's order to obtain vital
signs outside of those parameters if the resident
is presenting with any change of condition."

On 5/23/24 at 1:23PM, V10, Medical Director,
said they were not alerted by staff that R29 was
having a physical decline, and the staff will
predominately contact V8, PA, for relaying labs or
change of condition. V10 said, "If it was noted
(R29) was exhibiting increased respirations, the
assessment should be relayed to the doctor or
the PA that something was abnormal. This would
prompt the provider to ask more questions to
determine a "big picture" and proceed with
monitoring or treatment." V10 said if they were
notified the respirations were elevated on 5/20/24,
they would have likely done something about it,
such as give orders, but could not say exactly
without knowing the immediate circumstance.
V10 said they were not notified by staff of R29's
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transfer to the hospital or that R29 expired. V10
said they were notified the morning of 5/23/24,
after logging into the hospital electronic health
record.

Facility Policy "Vital Signs- Temperature, Pulse
and Respirations", revised 9/2020, states: "If
temperature is unusually high or low, check with
another thermometer. If results are consistent,
notify nurse and physician as appropriate.”

"Change of Condition" policy- revised 9/2020
states; Purpose: to ensure that the resident's
physician/physician on call/NP (nurse practitioner)
and responsible party is kept informed regarding
the resident's change in condition. Policy: The
attending physician or physician on call/NP and
responsible party will be notified with changes in
a resident's condition.

Procedure: 1. Attending physician or physician on
call/NP and responsible party will be notified of all
changes | condition. 2. Follow framework for
reporting changes in vital signs or laboratory
values based on AMDA Guidelines.3. Follow
suggested guidelines for reporting clinical
problems based on AMDA Guidelines. 4.
Document time of call, physician or nurse
practitioner or other person spoken to; reason for
call and result or orders received. 5. Place call to
responsible party to notify them of the resident's
change in condition.

Facility presented printed training module, dated
2011 for vital signs; "Vital Signs (report why vial
signs were taken)". This document indicated
respirations greater than 28 and a temperature of
over 100.5F should be reported immediately.

"Oxygen Therapy Devices"- revised 9/2020
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states; Policy: Oxygen delivered by simple mask,
will be used to prevent or reverse hypoxia and
improve tissue oxygenation.

Procedure: 6. Set the flow rate, as ordered. Liter
flows should be adjusted between 5 to 8 liters per
minute.

(A)
20f2

300.610 a)
300.1210 b)
300.1210 c)
300.1210 d)1)

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.
c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents’
respective resident care plan.
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:

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

These requirements are not met as evidenced by:

Based on observation, interview, and record
review, the facility failed to assess pain and
administer pain medications as ordered for one
(R43) of one resident reviewed for pain in the
sample of 34. This failure resulted in R43
experiencing severe pain to both shoulders and
knees, becoming so anxious R43 was unable to
perform daily activities.

Findings include:

R43 is an 89 year old, female, admitted in the
facility on 03/10/23, with diagnoses of Bilateral
Primary Osteoarthritis of Knee and Restless Legs
Syndrome.

R43's MDS (Minimum Data Set), dated 04/18/24,
documented R43 has BIMS (Brief Interview for
Mental Status) score of 10 which means
moderate impairment in cognition. Her MDS also
recorded: Section J - Pain Management: receives
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scheduled pain medication regimen.

R43's POS (Physician Order Sheet) documented
the following:

03/14/23 - Acetaminophen tablet 500 mg
(milligrams) give two tablets by mouth every 6
hours as needed for pain management

03/14/23 - Acetaminophen tablet 500 mg give two
tablets by mouth two times a day for pain
management

03/10/23 - Comfort-Focused Treatment:
Maximizing comfort: Relieve pain and suffering
through the use of medication, oxygen, suctioning
and manual treatment of airway obstruction.
04/05/24 - Tramadol HCI (Hydrochloride) oral
tablet 25 mg give one tablet by mouth in the
morning for pain management

R43's care plan documented in part but not
limited to the following:

Alteration in comfort due to arthritis, bilateral
knees and shoulders (date initiated 03/10/23)
Intervention: Administer pain strategies according
to MAR (medication administration record)/TAR
(treatment administration record); Assess pain
every shift; Complete pain assessment; Monitor
for non-verbal indicators of pain daily with tasks
and activities; Observe resident for effectiveness
of pain relief.

MAR (Medication Administration Record) dated
05/18/24 recorded: Pain evaluation every shift -
Days: pain level was charted as 0.

On 05/20/24 11:20 AM, R43 was observed in her
room. She was sitting in the wheelchair by the
foot of the bed. She was observed listening to
music. Her bedside table was placed in front of
her. There were reading materials and spiritual
books on top of the bedside table. R43 was alert,
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oriented, able to verbalize needs and concerns.
R43 stated she loves listening to music and
reading prayer books. She was asked if she has
concerns related to care in the facility. R43
stated, "l have a concern regarding my
medications last Saturday (05/18/24). | did not
receive my medications in the morning on time. |
had this severe pain, like 10 as the worst pain, in
my shoulders and knees. The nurse who was on
duty gave my medications including pain pills late
in the morning. | always take it early in the
morning. | have arthritis, and that time, my
shoulders hurt like | cannot breathe anymore. |
felt suffocated, and my knees were in so much in
pain that my legs were so restless. | told (V5,
Certified Nurse Aide, CNA) about the pain. She
told me that she will tell the nurse. The nurse was
not my regular nurse, that was the first time | saw
her. She gave all my medications at 11:00 AM. |
was so sick with pain, they should have never
assigned somebody here who does not know the
residents."

On 05/21/24 at 10:29 AM, V5 was asked
regarding R43 and incident last 05/18/24. V5
replied, "l am the regular CNA of (R43). That
incident was last Saturday, 05/18/24. She usually
gets her medications around breakfast between
7:30 AM to 8AM, including pain medications.
Around 10:00 AM she pressed her call light. |
went to her room, she said she had not received
all her medications. She was in a lot of pain,
complaining of pain on her shoulder and knees. |
told the nurse, she was an agency nurse, don't
remember her name, about (R43's) medications
and pain. The nurse said she (R43) got all her
medications and those are all the medications
she saw in the system. (R43) kept on saying she
was in pain. She usually goes to the dining room
every day, but that Saturday, she did not because
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of pain. She said she did not receive all her
medications. The agency nurse went to her room
and saw her but she did not call the physician.
She was in severe pain, so | gave her a hot pack;
she said it helped."

On 05/21/24 at 10:45 AM, V6 (Registered Nurse,
RN) was interviewed regarding R43. V6 stated,
"She has Tramadol, scheduled in the morning
between 8 AM and 9 AM. She knows her
medications, she will verbalize if she is in pain."

Observation made on 05/20/24 and 05/21/24 at
11:45 AM showed R43 eats lunch in the main
dining room.

On 05/21/24 at 1:43 AM, V7 was asked regarding
incident on 05/18/24 with R43. V7 verbalized, "I
worked in the facility last 05/18/24, 7 AM to 3 PM
shift. That was my first time working on the
second floor. For (R43), | remember her, she got
all her 9 AM medications. She did not complain to
me but to CNA (V5) that she needs pain
medicine. | don't remember her pain medications.
| went to see her and asked if she has pain and
that she has pain medications which are due for
me to give that time. She said she was not in
pain. | passed a few medications, and | was in the
hallway when | got busy with a family member,
the new resident and the roommate who was
screaming at the time. | got off track, and | also
called therapy. | went back to (R43) and asked if
she has any pain, she said her shoulders hurt
and it was 3. | gave her medications. She said the
medications were late. But it was only 45 minutes
late; the medications should be given at 9 AM
and | gave all her medications around 9:45 AM.
She said her pain level was 3. | did assess her
after | gave the medications, she said she was
not in pain anymore."
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On 05/22/24 at 11:05 AM, V9 (Staffing
Coordinator) was asked on who was the nurse
assigned to care for R43. V9 stated it was V7
(Agency Licensed Practical Nurse, LPN) and
worked from 7:00 AM to 3:00 PM shift.

On 05/23/24 at 10:40 AM, R43 was observed in
her room, sitting in her wheelchair. She was
observed listening to music. Her bedside table
was placed in front of her. There were reading
materials and spiritual books, religious items and
television remote controls on top of the bedside
table. R43 was pleasant, not in any form of
distress. R43 was asked regarding typical day
activities. R43 verbalized, "I get up around 6:30
AM to 7:30 AM for the morning care like change
my clothes and change my brief. | go to the
bathroom, wash face, hands, and brush teeth. At
7:30 AM, | go to the dining room for breakfast. |
eat in the dining room. During breakfast, the
medications are prepared, and | will take them,
including pain pills right after breakfast. After
breakfast, | will go back to my room and will listen
to music, read prayer books, pray, watch TV, and
water my plants every other day. | go back to bed
by 7-8 PM. But that Saturday (05/18/24), when |
went to the dining room to eat breakfast, my
medications were not there. | finished breakfast
and still no medications. It was 9 AM and my
shoulders are painful. My legs were so restless, |
was very anxious because of the pain. | felt like |
am so suffocated and strangled in the neck. My
medications were given at 11 AM. That day, | ate
lunch inside my room because | was still in pain."

On 05/22/24 at 10:42 AM, V8 (Physician
Assistant) was asked regarding R43 and pain
management. V8 stated, "Been taking care of her
(R43) since her admission to facility. She is a very

lllinois Department of Public Health
STATE FORM 6899 SK0G11 If continuation sheet 14 of 16



PRINTED: 08/05/2024

FORM APPROVED
lllinois Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
IL6014765 B. WING 05/23/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5050 WEST TOUHY AVENUE
ALDEN NORTH SHORE REHAB & HCC
SKOKIE, IL 60077
(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
DEFICIENCY)
9999 Continued From page 14 S9999

nice resident, friendly. She is here for assistance,
ADLs (activities of daily living) due to arthritis in
shoulders and knees that is managed. She is
alert, oriented to time, place and person, able to
verbalize needs and concerns. She is on pain
medications; she has a scheduled Tramadol and
Acetaminophen in the morning. If she has pain,
she will vocalize it to the nurse. If its scheduled
pain medication, it should be given at the time it is
scheduled. If a resident complained of pain,
nurse should be informed, nurse will assess the
resident and will give medications as ordered and
if there is still pain - they have to notify physician
or nurse practitioner."

On 05/22/24 at 11:33 AM, V2 (Director of
Nursing) stated, "Each medication is specific, we
have 9 AM, 1 PM for day shift. Each medication
is according to the doctor's order. If a resident
has a medication, including pain pill for 9 AM, the
medication can be given as early as 8 AM until 10
AM. (R4 is a longterm care patient here. She
requires assistance with ADLS, alert, oriented.
She has scheduled pain medications. If a resident
is in pain, the nurse needs to assess for location,
a numeric pain scale associated with, any
relieving factors, administer pain medications as
ordered. Reassess after giving pain medication,
and if not relieved, we would need to contact the
physician.

If she (R43) was given medications at 11 AM, that
is not acceptable. Medications should be given on
time, within specified time frame, as ordered."

Facility's policy titled "Medication Administration:
General Guidelines", dated 03/2021, stated the
following:

A. Policy: To ensure that medications are
administered safely as prescribed.

D. Procedure:
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6. If the physician's medication order cannot
be followed, the physician should be notified,
depending upon the situation.

8. Medications are administered within one
(1) hour of prescribed time. Unless otherwise
specified by the physician, routine medications
are administered according to established
medication administration schedule.

Facility's policy titled "Pain Management
Evaluation", dated 09/2020, documented the
following:

Purpose: Our mission is to facilitate resident
independence, promote resident comfort and
preserve resident dignity.

Procedure:

4. During the pain evaluation, determine the most
workable pain rating for the resident. The
following scales are available:

a. The numeric rating scale (NRS): 1-3 (mild), 4-6
(mod), 7-10 (severe)

b. PAINAD scale 1-3 (mild), 4-6 (mod), 7-10
(severe)

5. Pain will be evaluated each shift.

(B)
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