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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 300.1210 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 
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involved in identified reports of possible 

abuse ... implementing systems to promptly and 

aggressively investigate all reports and allegations of 

abuse ... and making necessary changes to prevent future 

occurrences .. .filing accurate and timely investigative 

reports .... " 

The policy further states:"Any allegation of abuse, 

retaliation, or any accident resulting in serious 

bodily injury be reported to IDPH immediately, but no 

more than two hours after the allegation, [and that] 

any incident that does not involve abuse and does not 

result in serious bodily injury shall be reported 

within 24 hours.""Residents who allegedly abused 

another resident shall be immediately evaluated to 

determine the most suitable therapy, care approaches, 

and placement considering his or her safety, as well as 

the safety of other residents and employees of the 

facility. In addition, the facility shall take all 

steps necessary to ensure the safety of residents ... " 
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