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 A 000 Initial Comment  A 000

Original investigation of Complaint 2427762 / IL 
178497.

Violation - 295.4020

 

 A4020 Section 295.4020 Mandatory Services

This Regulation  is not met as evidenced by:

 A4020

Section 295.4020 Mandatory Services 

Each establishment shall provide or arrange for 
the following mandatory services: 

f) Assistance with activities of daily living as 
required by each resident. (Section 10 of the Act) 

VIOLATION

Based on record review and interview, the 
establishment failed to provide supervision and 
assistance during incontinent care to prevent a 
fall with injury for one of three sampled residents. 
(R1)

Findings include:

R1 incident report dated 5/5/24 notes that prior to 
her fall on 5/5/24, R1 ambulated independently 
with a walker. 

On 10/10/24 at 11:18 A.M., Z1 (R1's Daughter) 
stated that R1 had two falls on back to back days. 
(5/5/24 and 5/6/24) Z1 stated that the first fall on 
5/5/24, was unwitnessed. R1 was found on the 
bathroom floor and was sent to the hospital for an 
evaluation. R1 was found to have three fractured 
ribs. R1 was sent back to the facility late that 
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 A4020Continued From page 1 A4020

night and was prescribed Hydrocodone / 
Acetaminophen 5 - 325 mg, one tablet every four 
hours as needed for pain. Z1 stated that R1's 
second fall was on 5/6/24 at approximately 11:50 
P.M.. Z1 stated that E3 (CNA) was providing 
incontinent care for R1 due to R1's incontinent 
brief being saturated with urine. Z1 stated that E3 
told her that during the incontinent care, E3 had 
R1 sitting on the side of R1's bed. E3 was 
kneeling down while putting the new incontinent 
brief on R1's lower legs. E3 then asked R1 to 
stand up so E3 could pull the brief all the way up 
into correct position. Z1 stated that E3 told her 
that when R1 stood up, R1 quickly lost balance 
and fell to the floor. E3 told Z1 that E3 was still 
kneeling when R1 fell. Z1 stated that R1 had 
been given a Hydrocodone / Acetaminophen 5 - 
325 mg for pain just a couple hours prior to this 
fall. Z1 stated that R1 is 90 years old and the pain 
medication is known having dizziness as side 
effect. Z1 stated that when E3 had R1 stand up 
she did not have R1's walker there for R1 to hold 
on to for balance. Z1 stated that R1 was then 
sent to the hospital where she was noted to have 
a laceration to the back of her head and a 
pneumothorax. R1 remained in the hospital for 
three days before returning to the establishment.  

Facility incident report dated 5/6/24 reads, "What 
happened : Tenant (R1) lost her balance when TA 
(E3) was assisting (R1) applying brief".

On 10/11/24 at 9:35 A.M., E3 stated that she 
assisting R1 with changing her incontinent brief 
on the night of 5/6/24. E3 stated that she had R1 
sitting on the side of her bed during the care. E3 
stated that E3 was kneeling on her knees when 
she asked R1 to stand up to get her clean briefs 
pulled up. E3 stated that when R1 stood up, R1 
lost her balance and fell to the floor. E3 stated 
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that she did know that R1 had fallen the night 
before and had suffered three fractured ribs. E3 
stated that she was not aware that R1 had taken 
a pain medication just a couple hours earlier for 
pain. E3 stated that she did not give R1 her 
walker to help balance herself prior to her falling. 

R1's Medication Administration Records dated 
5/6/24 notes that R1 did receive a Hydrocodone / 
Acetaminophen 5 - 325 mg tablet at 7:30 P.M. 
that night. 

On 10/11/24 at 10:20 A.M., E2 (Wellness 
Director) stated that R1 did use a walker for 
ambulation and that E3 should have had the 
walker there for R1 to balance on.
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