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S0000 S0000 04/07/2026Initial Comments 

Complaint Investigation: 

2692837/2797759 

 

S9999 S9999 04/07/2026Final Observations 

Statement of Licensure Violations 1 of 2: 

300.690a) 

300.690b) 

300.690c) 

Section 300.690 Incidents and Accidents 

a) The facility shall maintain a file of all written 
reports of each incident and accident affecting a 
resident that is not the expected outcome of a 
resident's condition or disease process. A descriptive
summary of each incident or accident affecting a 
resident shall also be recorded in the progress notes 
or nurse's notes of that resident. 

b) The facility shall notify the Department of any 
serious incident or accident. For purposes of this 
Section, "serious" means any incident or accident that
causes physical harm or injury to a resident. 

c) The facility shall, by fax or phone, notify the 
Regional Office within 24 hours after each reportable 
incident or accident. If a reportable incident or 
accident results in the death of a resident, the 
facility shall, after contacting local law enforcement
pursuant to Section 300.695, notify the Regional Office
by phone only. For the purposes of this Section, 
"notify the Regional Office by phone only" means talk 
with a Department representative who confirms over the
phone that the requirement to notify the Regional 
Office by phone has been met. If the facility is unable
to contact the Regional Office, it shall notify the 
Department's toll-free complaint registry hotline. The
facility shall send a narrative summary of each 
reportable accident or incident to the Department 
within seven days after the occurrence. 
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These REQUIREMENTS were not met as evidenced by: 

1A. Based on observation, interview, and record review
the facility failed to follow policy procedures, failed
to ensure that required fall prevention interventions 
were on the care plan, failed to implement fall 
prevention interventions, failed to ensure that risk 
assessments were accurate, failed to ensure that staff
were aware of resident falls/injury, failed to ensure 
that staff were aware of resident transfer 
requirements, and/or failed to provide supervision to 
four of four residents (R2, R3, R4, R5) reviewed for 
falls. These failures resulted in the following serious
injuries; R4’s (2/6/26) fall with sustained eyelid 
laceration. The facility also failed to ensure that 
physical assessments (post fall) were accurate. 

1B. Based upon interview and record review the facility
failed to follow policy procedures, failed to ensure 
that staff document incidents including actual injuries
in the progress note, failed to report serious injury 
to IDPH (Illinois Department of Public Health) within 
regulatory requirements for one of four residents (R4)
reviewed for falls. 

Findings include: 

1A. The Facility Falls Incident log affirms that R4 
fell on 1/27/26, 1/31/26, and 2/6/26. 

R4's diagnoses include seizures, lack of coordination,
muscle wasting/atrophy and history of falling. 

R4's (1/7/26) functional assessment affirms the 
resident is dependent on staff for sit to stand and 
chair/bed to chair transfers. 

R4's (1/2/26) post fall risk assessment determined a 
score of 7 however history of falls and/or fracture in
the past 6 months - include the current fall incident 
was not selected (as warranted) - this selection adds 
10 additional points [Indicating high fall risk]. 

R4's (1/27/26) incident report states 2:00pm, incident
location: Nursing Station. Resident had a seizure; 
resident was sitting in a wheelchair at the nurse's 
station. Resident fell out of wheelchair onto the floor
and hit the left side of her temple. Bleeding noted to
left side of head. Notes: laceration noted to left side
of head with moderate bleeding. 

R4's (1/27/26) hospital history & physical affirms 
abrasion (not laceration) to left upper forehead and 
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S9999 S9999Continued from page 2
2x2 centimeter hematoma were noted. 

R4's (1/31/26) incident report states 9:00pm, CNA 
reported that the patient was lying on the floor. 
Observed patient laying on right side of the floor mat
next to her bed. Patient stated that she was getting up
to go to another room. No apparent injury. [Witnesses 
are excluded]. 

R4's (2/6/26) incident report states 5:00pm, incident 
location: Nursing Station. Observed that the patient 
was on the floor face down in front of her wheelchair.
There was a small skin tear noted to the right eye lid
under her eyebrow, there was a small amount of blood. 
The patient has a small skin laceration to the right 
upper eye lid. The resident stated that she was getting
up to go to another room. Injuries observed at time of
incident: Laceration, face [Witnesses are excluded]. 

R4’s (2/7/26) history & physical affirms “she (R4) had
a small laceration under her left eyebrow” which is 
incongruent with the “right” side - which was 
documented. 

R4's (1/2/26) care plan states the resident is at high
risk for falls related to reduced mobility, recent 
falls and poor safety awareness, interventions: staff 
to assist as needed. Perform frequent rounding and 
provide prompt assist for change in position/toileting.

On 3/23/26 at 1:56pm, V10 (LPN) affirmed that she’s 
(V10) assigned to R4. Surveyor inquired about R4's fall
prevention interventions. V10 stated, "She (R4) has the
floor mats, keep the bed in lowest position, in the 
morning we get her (R4) up, make sure she has the soft
helmet on and call light within reach" [frequent 
rounding was excluded]. Surveyor inquired how R4 
transfers from the bed to wheelchair. V10 responded, 
"As far as transferring her, I'm (V10) not 100% sure, 
you (surveyor) would have to ask the aide.” 

R4's (1/7/26) BIMS determined a score of 13 (cognition
intact). 

On 3/23/26 at 1:59pm, R4 stated "I (R4) did fall when I
was in my room. I lost my balance, I was trying to 
reach for something, and I fell." Surveyor inquired 
about facility call light response time. R4 responded,
"Sometimes I have to wait until they're (staff) 
finished with another person." Surveyor inquired if R4
was over medicated while in the facility. R4 replied, 
"He (Physician) changed it (medication) because it was
a little too strong, so I'm (R4) doing better now." 
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S9999 S9999Continued from page 3
On 3/26/26 at 3:05pm, surveyor inquired about R4's 
(2/6/26) fall /injury. V24 (RN) stated, "She (R4) was 
sitting in the chair (at the nurse's station) I (V24) 
looked up and she was face down on the floor. When we 
(staff) got her up and sat her back down, I know she 
had a laceration on her right eye." Surveyor inquired 
about R4's fall prevention interventions. V24 
responded, "Low bed and the mats” [frequent rounding 
was excluded]. 

1B. R4's (1/27/26) incident report states the resident
had a tonic clonic seizure. Resident fell out of 
wheelchair onto the floor and hit the left side of her
temple. Bleeding noted to left side of head. Notes: 
laceration noted to left side of head with moderate 
bleeding. 

R4's (2/6/26) incident report states observed that the
patient was on the floor face down in front of her 
wheelchair. There was a small skin tear noted to the 
right eye lid under her eyebrow, there was a small 
amount of blood. The patient has a small skin 
laceration to the right upper eye lid. Injuries 
observed at time of incident: Laceration, face. 

On 3/215/26 surveyor requested R4's 1/27/26 and 2/6/26
facility reportable incidents due to "laceration" 
documented for each incident. At 12:30pm, V2 
(DON/Director of Nursing) stated "Neither of those were
reportable incidents because it wasn't a serious 
injury." Surveyor inquired what’s considered 
reportable? V2 responded "Injuries of unknown origin, 
if I had a fall and I had a fracture, if I had brain 
bleed or subdural hemorrhage, sutures or staples to 
close an injury, anything that can’t be closed with a 
bandage." Surveyor inquired if a laceration is a 
serious injury. V2 responded, "If it has to be closed 
with a suture or staple." 

R4's (1/27/26) history & physical affirms abrasion to 
left upper forehead and 2x2 centimeter hematoma were 
noted however neither of which were documented in R4’s
progress notes. 

On 3/25/26 at 1:43pm, surveyor inquired if R4's 
(2/6/26) fall incident was documented in the progress 
notes V2 (DON) reviewed R4's (2/6/26) progress notes 
and stated, "The actual fall documentation is on the 
2/6 incident report, we got the SBAR (Situation 
Background Assessment Recommendation) and the follow-up
charting - it’s not in the progress notes.” 

R4's (2/6/26) SBAR excludes a descriptive summary of 
the incident (laceration was included). 
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S9999 S9999Continued from page 4

R4’s (2/7/26) history & physical affirms “she had a 
small laceration under her left eyebrow” which is a 
serious/reportable injury. 

The reporting of unusual occurrences policy (reviewed 
5/2026) states the resident will be evaluated after the
incident/occurrence to determine injury. The evaluation
that is done is based on the occurrence and documented
in the EHR (Electronic Health Record). 

The fall prevention and management policy (reviewed 
3/2026) states all incidents and accidents with serious
physical injury will be reported to IDPH within 24 
hours. A full written investigative report is required
by IDPH within seven (&) days of the incident. 

The fall prevention and management policy (reviewed 
3/2026) states this facility is committed to maximizing
each resident’s physical, mental and psychosocial 
well-being. While preventing all falls is not possible,
the facility will identify and evaluate those residents
at risk for falls, plan for preventive strategies, and
facilitate as safe an environment as possible. All 
resident falls shall be reviewed, and the resident’s 
existing plan of care shall be evaluated and modified 
as needed. A fall risk evaluation will be completed on
admission, readmission, and quarterly, significant 
change and after each fall. Residents at risk for falls
will have fall risk identified on the interim plan of 
care with interventions implemented to minimize fall 
risk. 

(B) 

2 of 2 

300.610a) 

300.1210b)5) 

300.1210c) 

300.1220b)3) 

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 
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S9999 S9999Continued from page 5
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 resident to meet the total nursing and
personal care needs of the resident. Restorative 
measures shall include, at a minimum, the following 
procedures: 

5) All nursing personnel shall assist and encourage 
residents with ambulation and safe transfer activities
as often as necessary in an effort to help them retain
or maintain their highest practicable level of 
functioning. 

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

Section 300.1220 Supervision of Nursing Services 

b) The DON shall supervise and oversee the nursing 
services of the facility, including: 

3) Developing an up-to-date resident care plan for each
resident based on the resident's comprehensive 
assessment, individual needs and goals to be 
accomplished, physician's orders, and personal care and
nursing needs. Personnel, representing other services 
such as nursing, activities, dietary, and such other 
modalities as are ordered by the physician, shall be 
involved in the preparation of the resident care plan.
The plan shall be in writing and shall be reviewed and
modified in keeping with the care needed as indicated 
by the resident's condition. The plan shall be reviewed
at least every three months. 

These Requirements were not met as evidenced by: 

Based on observation, interview, and record review the
facility failed to follow policy procedures, failed to
ensure that required fall prevention interventions were
on the care plan, failed to implement fall prevention 
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interventions, failed to ensure that risk assessments 
were accurate, failed to ensure that staff were aware 
of resident falls/injury, failed to ensure that staff 
were aware of resident transfer requirements, and/or 
failed to provide supervision to four of four residents
(R2, R3, R4, R5) reviewed for falls. These failures 
resulted in the following serious injuries; R5’s 
(3/16/26) fall with sustained head laceration - 
requiring staple repair. The facility also failed to 
ensure that physical assessments (post fall) were 
accurate. 

Findings include: 

The (1/23/26-3/23/26) Facility Falls Incident log 
affirms that 42 falls occurred - within 2 months. 

The Falls Incident log affirms that R5 fell on 3/13/26
and 3/16/26. 

R5's diagnoses include anxiety, restlessness, 
agitation, hemiplegia and hemiparesis. 

R5's (3/19/26) functional assessment affirms resident 
requires substantial/maximal assistance with rolling 
left and right and sitting on side of bed. Chair/bed to
chair transfer was not attempted due to medical 
condition or safety concerns. 

R5's (3/13/26) fall risk assessment determined a score
of 24 (high risk). 

R5's (3/13/26) incident report states 10:44am, CNA 
(Certified Nursing Assistant) observed patient on the 
floor, when entering the room writer observed patient 
on the floor next to the bed sitting upright on the 
right, leaning on right hip. Resident states that he 
was trying to go to the bathroom. No injuries observed
at time of incident. Predisposing factors confused, 
gait imbalance, incontinent. Interventions: received a
winged mattress to recognize parameters of bed. 
[Witnesses are excluded]. 

R5's (3/16/26) incident report states 11:50am, writer 
was notified by one of the CNAs that resident was on 
the floor in his room. Resident was observed laying on
his right side out of the floor mats facing the 
nightstand. He was awake, verbally responsive with no 
change in level of consciousness noted but was observed
to have some bleeding on the right side of head 
(parietal area). Area was assessed and a laceration was
noted. When resident was asked what happened, he stated
"I just felt like it, so I rolled out of bed and hit my
head." Predisposing situation factors: resident always
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attempting to get out of bed [Witnesses are excluded].

R5's (3/13/26) care plan states the resident is at high
risk for falls, interventions: (3/13/26) wing mattress.
(3/16/26) ultra-low bed, ultra-low floor mat while 
resident is in bed [provide supervision is excluded]. 

On 3/23/26 at 1:24pm, R5 was observed in the therapy 
gym sitting (upright) in a specialty wheelchair and 
unattended by staff. V7 (Occupational Therapist 
Assistant) was present, however her (V7) back was 
facing R5 - while accessing the computer. Surveyor 
inquired about R5's fall prevention interventions. V7 
stated, "We (staff) have him (R5) at a max assist for 
ADL (Activities of Daily Living) transfer, he (R5) 
stands up with us (therapy staff). I (V7) think he (R5)
has floor mats in his room." Surveyor inquired about 
R5's fall prevention interventions while in the therapy
gym. V7 responded, "Just us supervising him." Surveyor
inquired why R5 was unattended by staff in the therapy
gym. V7 replied, "It's just line of sight, I (V7) was 
just checking a note really quick." Surveyor inquired 
if V7 was aware that R5 fell twice this month. V7 
stated, "I was not aware of that." Surveyor inquired 
how resident falls are communicated to staff. V7 
responded, "Typically through nursing." 

R5's (3/19/26) BIMS (Brief Interview Mental Status) 
determined a score of 4 (severe impairment). 

On 3/23/26 at 1:28pm, surveyor inquired if R5 recently
fell. R5 stated, "I think so." Surveyor inquired if R5
was injured when he fell. R5 responded, "On my head" 
and pointed towards the right side. Four (4) staples 
were noted to R5's right (parietal) head. 

On 3/23/26 at 1:33pm, V8 (LPN/Licensed Practical Nurse)
affirmed that she's (V8) assigned to R5. Surveyor 
inquired about R5's fall prevention interventions. V8 
stated, "We (staff) make sure we put him in a chair 
with staff monitoring him." Surveyor inquired if R5 
recently fell. V8 responded, "I'm (V8) aware that he 
(R5) fell last week, I (V8) got a report that he has a
head injury." Surveyor inquired about R5's head injury.
V8 replied, "There's um they did a suture." Surveyor 
inquired if R5's laceration required “a suture” or 
staple(s) repair. V8 stated, "Suture." Surveyor 
inquired if V8 assessed R5 today. V8 responded, "I did"
however staples (not sutures) were observed on R5’s 
head. 

On 3/26/26 at 1:27pm, surveyor inquired about R5's 
functional status. V23 (CNA) stated, "He (R2) cannot 
walk and cannot stand. We (staff) have to have his (R5)
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bed in the lowest position, and he has to have mats on
the side of his bed. He can't ambulate at all." 
Surveyor inquired about R5's (3/16/26) fall. V23 
responded, “I (V23) was walking past his room, and he 
was on the floor, so I told the Nurse.” Surveyor 
inquired if floor mats were in use when R5 fell (on 
3/16/26). V23 replied, "Yes, when I saw him, he was 
lying on the floor where there wasn't any mat and his 
head was by the nightstand.” 

On 3/26/26 at 1:44pm, surveyor asked if R5 can transfer
himself and/or walk. V22 (RN/Registered Nurse) 
responded, "No, he (R5) cannot walk, and I (V22) don't
think he can transfer himself without assistance.” 
Surveyor inquired about R5's (3/16/26) fall. V22 
replied, "The CNA came to me (V22) and said that the 
resident (R2) was on the floor. I immediately went in 
there and he was on the floor lying on his right side.
The floor mat is in place, but his body was not inside
the mat." Surveyor inquired how could R5 “roll” out of
bed if a winged mattress was in use? V22 responded, "He
always tries to put 2 legs outside of the bed hanging,
we (staff) always have to reposition him.” Surveyor 
inquired how R5 injured his head. V22 replied, “Theres
a nightstand near where he fell so he might have hit 
his head on the nightstand." 

___ 

On 3/7/26, IDPH (Illinois Department of Public Health)
received allegations that R2 needed help on 2/17/26 and
no one came. R2 attempted to get out of bed - to reach
for the urinal and fell. R2 was on the floor for about
15 minutes. 

On 3/23/26 at 8:17am, V3 (Family) stated that (R2) fell
at home (prior to admission) broke his hip and was 
non-weight bearing. He (R2) was at the facility for 3 
nights; he fell and was sent to (hospital). R2 did not
return to the facility. 

R2's diagnoses include Parkinson’s disease with 
dyskinesia, muscle wasting/atrophy, cognitive 
communication deficit, type II diabetes mellitus, 
chronic kidney disease, hypertension, benign prostatic
hyperplasia, history of falling, and (2/14/26) fracture
of superior rim of right pubis. 

R2's (2/17/26) BIMS (Brief Interview Mental Status) 
determined a score of 15 (cognition intact). 

R2's (2/17/26) functional assessment affirms impairment
in range of motion on both upper extremities and one 
lower extremity. Resident requires partial/moderate 
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assistance with toileting and substantial/maximal 
assistance with chair/bed to chair transfer. Walking 
was not attempted due to medical condition or safety 
concerns. 

R2's (2/17/26) fall risk assessment determined a score
of 24 (high risk). 

R2's (2/14/26) Physician Order Sheets include 
non-weight bearing to right leg for right pelvic 
fracture. 

R2's (2/15/26) care plan states resident is at high 
risk for falls related to reduced mobility and poor 
safety awareness [fractured right pubis is excluded]. 
Interventions include bed in lowest position, keep 
frequently used items within reach, placement of call 
light within reach and staff to assist as needed 
[non-weight bearing is excluded]. 

R2's progress notes state (2/14/26) Patient was 
admitted, diagnosis status/post fall right pelvic 
fracture. (2/17/26) Writer went to answer call light 
and observed resident on the floor sitting on the side
of bed toward the end of the bed on his buttocks. 
Resident stated he fell trying to get to the washroom.
Writer assessed resident from head to toe, observed 
medium size knot with redness to top left head. 
Resident stated he hit his head. New orders to send 
resident to ER. (2/18/26) Writer reviewed hospital 
paperwork and resident was admitted for fall and 
non-acute pelvic fracture. 

R2's (2/17/26) incident report states writer went to 
answer call light and observed resident on the floor 
sitting on the side of the bed toward the end of the 
bed on his buttocks. Resident stated he fell trying to
get to the washroom. [Witnesses are excluded]. 

On 3/23/26 at 11:28am, surveyor inquired about R2's 
plan of care V2 (Director of Nursing) reviewed R2's 
care plan and stated, "Resident is at high risk for 
falls due to reduced mobility and poor safety 
awareness." Surveyor inquired about R2's fall 
prevention interventions. V2 responded, "Bed in lowest
position, keep frequently used items within reach” 
[R2’s urinal was not within reach]. Surveyor inquired 
if R2 was supposed to be getting up out of bed with a 
fractured pelvis. V2 replied, “That would depend on his
(R2) weight bearing status based upon his ortho 
recommendation prior to coming to us (facility)." V2 
reviewed R2's hospital records and stated, “Weight 
bearing says non-weight bearing right leg.” Surveyor 
inquired if non-weight bearing (right leg) was on R2's
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care plan. V2 reviewed R2's care plan and stated, "I 
don't see that in here." 

On 3/26/26 at 10:49am, surveyor inquired about R2's 
functional status. V18 (Physical Therapy) stated, 
"During the evaluation (2/16/26) his (R2) bed mobility
is like partial/moderate assistance 25-50% assistance.
With the sit to stand I understand he is non-weight 
bearing and need a lot of assistance - maximal 
assistance 75% with the caregiver.” 

On 3/26/26 at 11:38am, surveyor inquired about R2's 
functional status. V5 (Registered Nurse) stated, "The 
CNA transferred him (R2) with one person assist.” 
Surveyor inquired if R2 was non-weight bearing. V5 
responded, "I (V5) would have to look and see" and 
affirmed she (V5) was unsure. Surveyor inquired about 
R2's fall prevention interventions. V5 replied, "I 
would have to look in the system to see what his fall 
precautions are." Surveyor inquired about R2's 
(2/17/26) fall. V5 stated, "He (R2) told me (V5) that 
he was trying to get to the washroom, and he fell. He 
had like a knot on his head and redness, so I asked him
if he hit his head. He said yeah. Surveyor inquired if
R2 had a fracture diagnosis - prior to falling. V5 
responded, "No, I can't really recall." 

___ 

R3's diagnoses include legal blindness, multiple 
sclerosis, weakness, restlessness and agitation. 

R3's (10/30/25) BIMS determined a score of 9 (moderate
impairment). 

R3's (1/30/26) functional assessment affirms resident 
requires substantial/maximal assistance with rolling 
left and right. Transfers were not attempted due to 
medical condition or safety concerns. 

R3's (1/30/26) fall risk assessment determined a score
of 14 (high risk). 

R3's (2/19/24) care plan states the resident is at high
risk for falls related to generalized weakness, 
potential medication side effects, multiple sclerosis,
legally blind, muscle weakness, and failure to thrive,
interventions: floor mats while in bed. 

On 3/23/26 at 2:05pm, R3 was lying asleep in bed. A 
floor mat was adjacent to R3’s bed (near the wall) 
however the floor mat (between the beds) was folded and
angled away from - the foot of bed. The over-bed table
(placed beneath the bed) was impeding ability to place
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the floor mat near R3’s bed. 

On 3/23/26 at 2:08pm, surveyor inquired about R3's fall
prevention interventions. V11 (LPN) responded, "The mat
and I (V11) usually stay here (in the hallway) from 
time to time. I got 30 patients, but I try to keep an 
eye on them." Surveyor inquired about the location of 
R3's floor mat (between the beds). V11 subsequently 
entered the room and replied, "It should be bedside, uh
next to the bed" and affirmed that it was not. Surveyor
inquired if R3 rolled out of bed right now (between the
beds) where would she (R3) land? V11 stated, "If she 
rolls out? She would be on the floor." 

On 3/23/26 at 2:10pm, V12 (Assistant Director of 
Nursing) entered R3's room, unfolded the floor mat, and
placed it near R3's bed after V11 moved R3's over-bed 
table out of the way. 

On 3/26/26 at 12:52pm, surveyor inquired about 
potential harm to a resident that falls. V21 (Medical 
Director) stated, "It depends, they (residents) can 
have injuries; fractures, laceration, bleeds or other 
medical conditions if they're on a blood thinner." 

The fall prevention and management policy (reviewed 
3/2026) states this facility is committed to maximizing
each resident’s physical, mental and psychosocial 
well-being. While preventing all falls is not possible,
the facility will identify and evaluate those residents
at risk for falls, plan for preventive strategies, and
facilitate as safe an environment as possible. All 
resident falls shall be reviewed, and the resident’s 
existing plan of care shall be evaluated and modified 
as needed. A fall risk evaluation will be completed on
admission, readmission, and quarterly, significant 
change and after each fall. Residents at risk for falls
will have fall risk identified on the interim plan of 
care with interventions implemented to minimize fall 
risk. 

(B) 
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