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295.6000a)5)13) cited
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 A1060 Section 295.1060 Remedies and Sanctions

This Regulation  is not met as evidenced by:

 A1060

General Violation 

Section 295.1060  Remedies and Sanctions

 a)  The Department may impose the following 

remedies and sanctions upon an establishment 

that is found to have committed a violation: 

1) In addition to other remedies, the Department 

may conduct a consultative conference with 

administrative staff who oversee the daily 

operations of the establishment to identify 

remedial actions to address a violation.  At the 
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 A1060Continued From page 1 A1060

Department ' s discretion the consultative 

conference may be part of the on-site review, via 

teleconference, or other means of 

communication. Failure to meet the requirements 

established in the consultative conference will 

result in a higher sanction if the establishment 

does not come into compliance.

2) A statement of correction shall be required for 

all levels of violation, either offered by the 

establishment or imposed by the Department.  A 

statement of correction must be submitted by the 

licensee within 15 days after the notification to the 

establishment of the statement of finding or 

violation.  A statement of correction must be in 

writing and must contain:

A) A description of the specific corrective action 

the establishment is taking for each finding or 

violation;

B) A description of the steps that will be taken to 

avoid future occurrences; and

C) A specific date by which the correction shall be 

completed.

3) An administrative warning may be imposed by 

the Department for any Type 3 violation.

4)  Mandatory training may be required of 

establishment staff as a remedy for any violation. 

5) A directed plan of correction may be imposed 

for initial violations and repeat violations after the 

establishment fails to submit or carry out its own 

statement of correction or the establishment's 

plan fails to address the issue. The Department 

may impose an immediate plan of correction for a 

Type 1 violation.
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 A1060Continued From page 2 A1060

6) Fines shall be imposed as follows: 

A) The Department will impose a fine of up to 

$500 for an initial Type 2 violation.

B) The Department will impose a fine of up to 

$1000 on any provider that has repeat Type 2 

violations at a subsequent on-site inspection.

C) The Department will impose a fine of up to 

$2000 for initial Type 1 violations.

D) The Department will impose a fine of up to 

$10,000 on any provider that has a repeat Type 1 

violation or when the Director or the Director ' s 

designee determines that a serious and 

immediate threat exists.

7) A revocation of an establishment's license may 

occur when other remedies and sanctions have 

been progressively applied and the establishment 

has not achieved compliance.  The decision to 

revoke a license may only be made by the 

Director of the Department or the Director ' s 

designee.

b) Remedies and sanctions shall be evaluated 

and imposed on the basis of the:

1) Gravity of the violation;

2) Severity of the violation;

3) Pattern of occurrences of the same or similar 

violations; and

4) History of compliance with the Act and this 

Part.
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 A1060Continued From page 3 A1060

c) An unlicensed assisted living or shared 

housing establishment or an entity that violates 

Section 295.400(a), (b) or (c) shall be assessed a 

civil penalty not to exceed $3,000.  The entity will 

also be referred to the Department's Bureau of 

Long-Term Care for review and possible referral 

to the Office of the Attorney General. 

d) Any licensee preventing the Department from 

carrying out its duties under this Section shall 

have its license revoked or suspended and be 

subject to a fine of not more than $250 per day 

for each day the Department is prevented from 

carrying out its duties.

e)  Any establishment caring for a resident whose 

care needs exceed those authorized under the 

Act shall be fined $500 for the first violation and 

$1,000 for each subsequent violation.  Each day 

a violation continues shall be deemed a separate 

violation. (Section 135(b) of the Act)  The 

establishment shall not be found in violation if a 

sudden change in a resident's condition, making 

the resident ineligible for residency, has occurred 

within the last 72 hours, the establishment is 

actively attempting to find placement for the 

resident in an alternative care setting, and the 

establishment has initiated involuntary termination 

of residency proceedings.  An establishment shall 

be deemed to be "actively attempting" to find 

alternative placement if the following occurs:

 1) The establishment is assisting the resident in 

finding alternative placement; and

 2)  A reasonable relocation plan is in place, 

including a time frame and provision of services 

in the interim.

 f)  An establishment that fails to conduct a health 
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 A1060Continued From page 4 A1060

care worker background check as required by 

Section 295.3040 shall be fined $100 for each 

offense.

These requirements were not met as evidence 

by: 

Based on interview and record review, the 

establishment failed to re-evaluate and address 

the needs of a resident when a change in 

condition was identified for one resident (R9) out 

of 3 residents reviewed for services in the 

sample. 

Findings include: 

1. R9's care plan documents "Wandering and 

Elopement: Cueing or reminders if wandering, 

requires individualized activities to encourage 

social engagement. Wanders throughout the 

building. Exit seeking during the day. Exit seeking 

at night. Notes: Gloria does exit seek. Gloria will 

have a wonder guard in place.

R9's Mini-Mental State Examination (MMSE) 

dated 3/13/25, documents a score of 18/30. A 

score of 18-23 documents mild cognitive 

impairment. A score of 0-17 documents severe 

cognitive impairment. 

R9's progress note dated 4/15/25 documents 

"(R9) has been walking around the community 

more confused than baseline. (R9) was noted for 

coming down the stairs from the second floor. 

(R9) has an unstable balance and was helped 

down the stairs by this writer. (R9) was reminded 

and showed where the elevator is located. POA 

(Power of Attorney) was called and updated on 

cognition decline. POA has noticed the cognition 

decline. (E2, Director of Nursing) and (E1, 
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 A1060Continued From page 5 A1060

Director) updated."

R9's progress note dated 4/16/25 documents 

"Resident was up and down all shift. Very 

unsteady on the stairs. She goes about half way 

up or down and then stumbles. Please redirect 

when she is close to the stairs."

R9's progress note dated 4/23/25 documents 

"Resident seen in hallway and was asked to 

return to her apartment. Resident is confused." 

R9's progress note dated 4/24/25 documents 

"Resident is very confused. Does not know where 

she is. (R9) came out of her apartment several 

times this shift and was asked to return to her 

apartment due to being on isolation." 

On 4/26 at 8:00 AM, E9 Licensed Practical 

Nurse/LPN, stated "(R9) is not appropriate for 

Assisted Living. About 3 weeks ago, (R9) eloped 

from the facility and was found outside by one of 

the caregivers. (R9) is very confused and it's not 

the first time staff have had to try and find her. 

(R9) is currently in isolation for COVID, but we 

have a really hard time keeping her in her room 

due to her cognitive status."

On 4/26/25 at 2:22 PM, E12, caregiver, stated 

"About 2-3 weeks ago, I was coming back from 

lunch around 6-7pm and found (R9) in the middle 

of the street. I pulled over and escorted her back 

here. I immediately reported it to (E4 LPN). No 

one knew she got out. (R9) is all over this facility. 

She's very restless and we've had to go looking 

for her before. She's had a decline in cognition 

recently."

On 4/26/25 at 3:10 PM, E7, Area Health and 

Wellness Coordinator, looked through R9's 

Illinois Department  of Public Health
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 A1060Continued From page 6 A1060

medical record and stated that R9 was not 

appropriate for Assisted Living. E7 stated "Given 

that (R9)'s MME (mini mental exam) is a 18/30 

and her elopement, she should have been 

reevaluated and looked at for the memory care 

unit. I'm not seeing anything in her chart that she 

was evaluated."

On 4/26/25 at 2:00 PM, E11, LPN, was asked 

why the front door is locked today versus 

yesterday. E11 stated "We have to keep the door 

locked because (R9) is exit seeking and has 

eloped before. I don't know the details on that. 

The other day we couldn't find her and so 

everyone had to go looking for her. We even went 

outside looking for her. We finally found her 

upstairs in another residents room."

On 5/2/25 at 9:49 AM, E2 stated R9 was a 

resident in Independent Living and was evaluated 

and placed in Assisted Living on 3/14/25. E2 

stated they spoke to R9's family about R9 not 

being appropriate for Assisted Living and she 

would be better suited for the memory care unit. 

E2 confirmed that R9 should be on the memory 

care unit versus Assisted Living. 

On 5/2/25 at 2:10 PM, E1 stated that she does 

not have R9's Physician Assessment from when 

she came to Assisted Living and stated "I know 

one was done, it looks like the physician just 

hasn't signed it sent it over to us."

 A2000 Section 295.2000 Residency Requirements

This Regulation  is not met as evidenced by:

 A2000
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General Violation 

Section 295.2000  Residency Requirements

 a) No individual shall be accepted for residency 

or remain in residence if the establishment 

cannot provide or secure appropriate services, if 

the individual requires a level of service or type of 

service for which the establishment is not 

licensed or which the establishment does not 

provide, or if the establishment does not have the 

staff appropriate in numbers and with appropriate 

skill to provide such services. (Section 75(a) of 

the Act)

b) Only adults may be accepted for residency.  

(Section 75(b) of the Act)

c) A person shall not be accepted for residency if :

1)  The person poses a serious threat to 

themselves or to others;

2) The person is not able to communicate their 

needs in any manner and no resident 

representative residing in the establishment, and 

with a prior relationship to the person, has been 

appointed to direct the provision of services;

3) The person requires total assistance with 2 or 

more activities of daily living;

4) The person requires the assistance of more 

than one paid caregiver at any given time with an 

activity of daily living;

5) The person requires more than minimal 

assistance in moving to a safe area in an 

emergency. For the purpose of this Section, 

minimal assistance means that the resident is 
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 A2000Continued From page 8 A2000

able to respond, with or without assistance, in an 

emergency to protect themselves, given the 

staffing and construction of the building;

 6) The person has a severe mental illness, which 

for the purposes of this Section means a 

condition that is characterized by the presence of 

a major mental disorder as classified in the 

Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition, Text Revision DSM-5-TR, 

where the individual is a person with a substantial 

disability due to mental illness in the areas of 

self-maintenance, social functioning, activities of 

community living and work skills, and the 

disability specified is expected to be present for a 

period of not less than one year, but does not 

mean Alzheimer's disease and other forms of 

dementia based on organic or physical disorders. 

Nothing in this Section is meant to prohibit an 

individual with a diagnosis of depression from 

living in an establishment so long as the resident 

is not substantially disabled in the areas of 

self-maintenance, social functioning, activities of 

community living, and work skills;

7) The person requires intravenous therapy or 

intravenous feedings unless self-administered or 

administered by a qualified, licensed health care 

professional;

8) The person requires gastrostomy feedings 

unless self-administered or administered by a 

licensed health care professional;

9) The person requires insertion, sterile irrigation, 

and replacement of catheter, except for routine 

maintenance of urinary catheters, unless the 

catheter care is self-administered or administered 

by a licensed health care professional;

Illinois Department  of Public Health
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 A2000Continued From page 9 A2000

10) The person requires sterile wound care 

unless care is self-administered or administered 

by a licensed health care professional;

11) The person is a diabetic requiring routine 

insulin injections unless the injections are 

self-administered or administered by a licensed 

health care professional;

12) The person requires treatment of stage 3 or 

stage 4 decubitus ulcers or exfoliative dermatitis; 

or

13) The person requires 5 or more skilled nursing 

visits per week for conditions other than those 

listed in subsection (c)(12) for a period of 3 

consecutive weeks or more except when the 

course of treatment is expected to extend beyond 

a 3 week period for rehabilitative purposes and is 

certified as temporary by a physician.  (Section 

75(c) of the Act)

d)  A resident with a condition listed in subsection 

(c) shall have their residency terminated in 

accordance with Section 295.2010.  (Section 

75(d) of the Act)

e)  Residency shall be terminated in accordance 

with Section 295.2010 when services available to 

the resident in the establishment are no longer 

adequate to meet the needs of the resident.  This 

provision shall not be interpreted as limiting the 

authority of the Department to require the 

residency termination of individuals.  (Section 

75(e) of the Act)

f)  Subsection (d) of this Section shall not apply to 

terminally ill residents who receive or would 

qualify for hospice care and such care is 

coordinated by a hospice program licensed under 

Illinois Department  of Public Health
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 A2000Continued From page 10 A2000

the Hospice Program Licensing Act or other 

licensed health care professional employed by a 

licensed home health agency and the 

establishment and all parties agree to the 

continued residency.  (Section 75(f) of the Act)

 g)  Subsections (c)(3), (4), (5), and (9) shall not 

apply to individuals who are quadriplegic or 

paraplegic, or individuals with neuro-muscular 

diseases, such as muscular dystrophy and 

multiple sclerosis, or other chronic diseases and 

conditions if the individual is able to communicate 

their needs and does not require assistance with 

complex medical problems, and the 

establishment is able to accommodate the 

individual's needs.  (Section 75(g) of the Act)

h)  For the purposes of subsections (c)(7) through 

(10), a licensed health care professional may not 

be employed by the owner or operator of the 

establishment, its parent entity, or any other entity 

with ownership common to either the owner or 

operator of the establishment or parent entity, 

including but not limited to an affiliate of the 

owner or operator of the establishment. Nothing 

in this Section is meant to limit a resident's right 

to choose their health care provider.  (Section 

75(h) of the Act)

i)  Before a prospective resident's admission to 

an assisted living establishment or a shared 

housing establishment that does not provide 

medication administration as an optional service, 

the establishment shall advise the prospective 

resident to consult a physician to determine 

whether the prospective resident should obtain a 

vaccination against pneumococcal pneumonia or 

influenza, or both.  (Section 76 of the Act)

These requirements were not met as evidence 
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 A2000Continued From page 11 A2000

by: 

Based on interview and record review, the 

establishment failed to find appropriate 

placement for a resident that was identified as 

needing a higher level of care for one resident 

(R9) out of three residents reviewed for 

residency. 

Findings include: 

1. On 4/25 at 8:20 AM, upon arriving at the 

facility, the outside door was not locked and could 

be opened without an access code. Upon 

entering the facility, staff could not be located. 

This surveyor went to the nurses station, 

administrator's office and walked the resident 

hallways. No staff member could be found. As 

this surveyor went back to the dining room area, 

a staff member was spotted walking though and 

stopped and notified the surveyor was in the 

building. During the walkthrough, several 

residents were out in the common areas. 

Through out the day, this surveyor exited and 

entered the building without an access code or 

key fob. 

R9's care plan documents "Wandering and 

Elopement: Cueing or reminders if wandering, 

requires individualized activities to encourage 

social engagement. Wanders throughout the 

building. Exit seeking during the day. Exit seeking 

at night. Notes: Gloria does exit seek. Gloria will 

have a wonder guard in place.

R9's Mini-Mental State Examination (MMSE) 

documents a score of 18/30. A score of 18-23 

documents mild cognitive impairment. A score of 

0-17 documents severe cognitive impairment. 

Illinois Department  of Public Health

If continuation sheet  12 of 816899STATE FORM 9KGM11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/22/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

ASL510054 05/02/2025

C

NAME OF PROVIDER OR SUPPLIER

BICKFORD - BLOOMINGTON

STREET ADDRESS, CITY, STATE, ZIP CODE

14 HEARTLAND DR

BLOOMINGTON, IL  61704

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)

 A2000Continued From page 12 A2000

R9's progress note dated 4/15/25 documents 

"(R9) has been walking around the community 

more confused than baseline. (R9) was noted for 

coming down the stairs from the second floor. 

(R9) has an unstable balance and was helped 

down the stairs by this writer. (R9) was reminded 

and showed where the elevator is located. POA 

(Power of Attorney) was called and updated on 

cognition decline. POA has noticed the cognition 

decline. (E2, Director of Nursing) and (E1, 

Director) updated."

R9's progress note dated 4/16/25 documents 

"Resident was up and down all shift. Very 

unsteady on the stairs. She goes about half way 

up or down and then stumbles. Please redirect 

when she is close to the stairs."

R9's progress note dated 4/23/25 documents 

"Resident seen in hallway and was asked to 

return to her apartment. Resident is confused." 

R9's progress note dated 4/24/25 documents 

"Resident is very confused. Does not know where 

she is. (R9) came out of her apartment several 

times this shift and was asked to return to her 

apartment due to being on isolation." 

On 4/25/25 at 10:44am, E5, Caregiver, stated 

"(R3) walks all over this building and you have to 

keep a close eye on her. The problem is that we 

don't have the staff to do that. We can't keep 

watching her when we have other residents to 

attend to. She needs to be over on the memory 

care unit."

On 4/26/25 at 7:00 AM, upon arrival of the facility, 

the front door could not be opened due to it being 

locked. A button had to be pushed to alert staff to 

open the door. This surveyor attempted to leave 
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 A2000Continued From page 13 A2000

for lunch, but the front door was locked. An 

employee had to use a code to unlock the door. 

Upon arrival of the facility from lunch, the door 

was still locked and a button had to be pushed to 

alert staff to open the door. 

On 4/26 at 8:00 AM, E9 Licensed Practical 

Nurse/LPN, stated "(R9) is not appropriate for 

Assisted Living. About 3 weeks ago, (R9) eloped 

from the facility and was found outside by one of 

the caregivers. (R9) is very confused and it's not 

the first time staff have had to try and find her. No 

too long ago (R9) went missing. All the staff had 

to search for her and we finally found her at the 

bottom of stairwell. She went missing another 

day, but they found her in another resident's 

room." E9 was asked if the facility provides 

enough staff to meet R9's behavior needs. E9 

stated "No, they struggle with getting enough staff 

the way it is. That's why (R9) has gone missing a 

few times. We can't constantly keep an eye on 

her. Right now (R9) is currently in isolation for 

COVID, but we have a really hard time keeping 

her in her room due to her cognitive status. R9's 

room is upstairs across from the stairs that 

comes down into the common area. She's 

constantly walking up and down those. I'm afraid 

she's going to fall one of these times."

On 4/26/25 at 2:22 PM, E12, caregiver stated 

"About 2-3 weeks ago, I was coming back from 

lunch around 6-7pm and found (R9) in the middle 

of the street. I pulled over and escorted her back 

here. I immediately reported it to (E4 LPN). No 

one knew she got out. (R9) is all over this facility. 

She's very restless and we've had to go looking 

for her before. She's had a decline in cognition 

recently."

On 4/26 at 2:17 PM, E7, Area Health and 
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 A2000Continued From page 14 A2000

Wellness Coordinator, stated she was not aware 

of R9's elopement. E7 checked R9's medical 

record and stated there's no mention of the 

elopement. E7 was asked about the doors being 

unlocked one day and then lock another day. E7 

stated, "The doors aren't supposed to be left 

unlocked. With R9's exit seeking behavior, that 

can be an issue. The other resident are able to go 

outside because we provide them with a key fob 

that unlocks the front door."

On 4/26/25 at 3:10 PM, E7,  looked through R9's 

medical record and stated that R9 was not 

appropriate for Assisted Living. E7 stated "Given 

that (R9)'s MME (mini mental exam) is a 18/30 

and her elopement, she should have been 

reevaluated and looked at for the memory care 

unit. I'm not seeing anything in her chart that she 

was evaluated."

On 4/26/25 at 2:00 PM, E11, LPN, was asked 

why the front door is locked today versus 

yesterday. E11 stated "The door can be locked 

and unlocked with the computer system. It was 

unlocked last week and I had to have the 

maintenance guy show me to how to lock it. 

Someone keeps unlocking the front door. We 

have to keep the door locked because (R9) is exit 

seeking and has eloped before. I don't know the 

details on that. The other day we couldn't find her 

and so everyone had to go looking for her. We 

even went outside looking for her. We finally 

found her upstairs in another residents room." 

On 5/2/25 at 8:27 AM, upon arrival to the facility, 

the front door could be opened without an access 

code or staff. This surveyor then went to E11 and 

asked about the door being unlocked. E11 stated 

"I was not aware that it was unlocked." and went 

to a computer located in the nurses station. E11 
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 A2000Continued From page 15 A2000

pulled up a screen that shows the doors and the 

front door had a red tab next to it that read 

"Unlocked." E11 clicked the tab and it switched 

from red to green and read "Locked." E11 then 

stated "I don't know who's unlocking the door."

On 5/2/25 at 9:49 AM, E2, Director of Nursing, 

stated R9 was in Independent Living and was 

evaluated and placed in Assisted Living on 

3/14/25. E2 stated they spoke to R9's family 

about R9 not being appropriate for Assisted 

Living and she would be better suited for the 

memory care unit. E2 confirmed that R9 should 

be on the memory care unit versus Assisted 

Living. E2 stated that he was not aware of R9's 

elopement and the front doors should not be left 

unlocked because R9 is ambulatory and exit 

seeking.

On 5/2/25 at 10:14 AM, E14, Maintenance, 

demonstrated the wander guard operation at the 

front door. E14 had a key fob given to residents in 

one hand and the wander guard used for R9 in 

the other hand. E14 used the key fob on the 

touch pad to open the front door, but the door 

would not open. E14 stated "If the wander guard 

is near the front door, the key fob won't allow the 

door to open." E14 was asked if the door system 

in set to "unlocked" would the wander guard still 

prevent the doors from being opened. E14 stated 

"No, if the system has the front set to unlocked, 

the wander guard won't work." 

On 5/2/25 at 2:10 PM, E1 stated that she does 

not have R9's Physician Assessment from when 

she came to Assisted Living and stated "I know 

one was done, it looks like the physician just 

hasn't signed it sent it over to us."
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 A2050 Section 295.2050 Incident and Accident 

Reporting

This Regulation  is not met as evidenced by:

 A2050

Violation 

Section 295.2050  Incident and Accident 

Reporting

a) An establishment shall report to the 

Department any serious incident or accident.  For 

the purposes of this Section, "serious" means any 

incident or accident that causes physical or 

emotional harm or injury to a resident.  A change 

in an individual's (resident's) condition that is due 

to health or medical decline is not a reportable 

incident or accident.

b) The report shall be made by contacting the 

Department of Public Health Division of Assisted 

Living via email at DPH.LTCAL@illinois.gov or as 

requested by the Department within 24 hours 

after the occurrence of the incident or accident.

c) A copy of the report shall be maintained by the 

establishment for one year after the date of the 

incident or accident.

These requirements were not met as evidence 

by:

Based on interview and record review, the 

establishment failed to report an incident of 

elopement to the state agency for one (R9) 

residents reviewed for elopement in the sample. 

Findings include: 
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R9's care plan documents "Wandering and 

Elopement: Cueing or reminders if wandering, 

requires individualized activities to encourage 

social engagement. Wanders throughout the 

building. Exit seeking during the day. Exit seeking 

at night. Notes: Gloria does exit seek. Gloria will 

have a wonder guard in place.

R9's Mini-Mental State Examination (MMSE) 

documents a score of 18/30. A score of 18-23 

documents mild cognitive impairment. A score of 

0-17 documents severe cognitive impairment. 

R9's progress note dated 4/15/25 documents 

"(R9) has been walking around the community 

more confused than baseline. (R9) was noted for 

coming down the stairs from the second floor. 

(R9) has an unstable balance and was helped 

down the stairs by this writer. (R9) was reminded 

and showed where the elevator is located. POA 

(Power of Attorney) was called and updated on 

cognition decline. POA has noticed the cognition 

decline. (E2, Director of Nursing) and (E1, 

Executive Director) updated." 

On 4/26 at 8:00 AM, E9 Licensed Practical 

Nurse/LPN, stated "(R9) is not appropriate for 

Assisted Living. About 3 weeks ago, (R9) eloped 

from the facility and was found outside by one of 

the caregivers." 

On 4/26/25 at 2:22 PM, E12, Caregiver, stated 

"About 2-3 weeks ago, I was coming back from 

lunch around 6-7pm and found (R9) in the middle 

of the street. I pulled over and escorted her back 

here. I immediately reported it to (E4 LPN). No 

one knew she got out. (R9) is all over this facility. 

She's very restless and we've had to go looking 

for her before. She's had a decline in cognition 

recently."
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 A2050Continued From page 18 A2050

On 4/26 at 2:17 PM, E7, Area Health and 

Wellness Coordinator, stated she was not aware 

of R9's elopement. E7 checked R9's medical 

record and stated there's no mention of the 

elopement. E7 stated the elopement is a 

reportable and R9's elopement should been 

reported. 

On 5/2/25 at 9:49 AM, E2, Director of Nursing, 

stated he did not do an investigation or report 

R9's elopement to the state because he was not 

aware R9 eloped. E2 also stated the 

establishment does not have an incident/accident 

policy.

 A3000 Section 295.3000 Personnel Requirmts, Qualifns, 

and Trng

This Regulation  is not met as evidenced by:

 A3000

General Violation

Section 295.3000  Personnel Requirements, 

Qualifications and Training

 a) The establishment shall have staff sufficient in 

number with qualifications, adequate skills, 

education and experience to meet the 24 hour 

scheduled and unscheduled needs of residents 

and who participate in ongoing training to serve 

the resident population.  (Section 35(a)(3) of the 

Act)

 b) The establishment shall have on duty at all 

times at least one direct care staff person who 

has obtained cardiopulmonary resuscitation 

(CPR) training specific to adults, which includes a 
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 A3000Continued From page 19 A3000

demonstration of the individual's ability to perform 

CPR, and who has current certification in CPR.

c) At the starting date of employment, each direct 

care staff member shall be 16 years of age or 

older.

d)  Job descriptions shall define the minimum 

education and experience requirements for staff .

e) A file shall be maintained for each employee 

containing the following: 

1) The employee's name, date of birth, home 

address, Social Security number and telephone 

number;

2) Documentation of:

A) Freedom from pulmonary tuberculosis;

B) Employee orientation; and

C)Ongoing training;

3) An employee's starting date of 

employment and ending date, if applicable.

 f) In addition to the information required in 

subsection (e) of this Section, the file for each 

direct care employee shall contain documentation 

of:

1) Current certification in CPR, if applicable;

2) Initial health evaluation;

3) Compliance with the Health Care Worker 

Background Check Act; and

4) Documentation that the employer has 

checked the status of the employee with the 

Nurse Aide Registry.

 g) All records required by this Section shall be 

maintained throughout the individual's 

employment or service and for at least 12 months 

after the individual's last date of employment or 

service, unless required for a longer period of 

time by State or federal law.
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 A3000Continued From page 20 A3000

 h) The establishment shall have sufficient 

personnel to provide the following for its current 

resident population:

1) All mandatory services;

2) Services established in each resident's 

service plan;

3) Service to meet the needs of each 

resident, including 24 hour scheduled and 

unscheduled needs, general supervision, and the 

ability to intervene in a crisis;

4) Food services (if provided by the 

establishment);

5) Environmental services;

6) Evacuation of residents during 

emergencies; and

7) Any optional services to be provided by the 

establishment as stated in the service plan.

 i) The personnel schedule shall:

1) Indicate the date, scheduled work hours, 

and name and position of each employee 

assigned;

2) Reflect actual work hours; and

3) Be maintained and made available upon 

request for at least 12 months after the last date 

on the schedule.

 j) If an establishment accepts individuals with 

impairments that prevent them from 

independently moving to an area of safety, 

sufficient staff must be present and awake to 

enable these residents to move to a safe area 24 

hours per day.

 k) Shared housing establishments shall have at 

least one staff member on site at all times, except 

in situations, such as taking a resident to the 

emergency room or planned or unplanned trips to 

the grocery store, that would require the staff 
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person to be away from the facility for a brief 

period of time.  In such situations, arrangements 

shall be made to monitor the safety of the 

residents in accordance with the service delivery 

plan.

 l) Assisted living establishments shall have at 

least one staff member awake, on duty and on 

site 24 hours per day.

 m) The establishment shall check the status of 

all applicants with the Nurse Aide Registry prior to 

hiring.  The establishment is prohibited from 

hiring any individual who has a finding of abuse, 

neglect, or misappropriation of property on the 

Nurse Aide Registry.

 n) Prior to employing any individual in a position 

that requires a State professional license, the 

establishment shall contact the Illinois 

Department of Professional Regulation to verify 

that the individual's license is active.  A copy of 

the verification shall be placed in the individual's 

personnel file.

These requirements were not met as evidence 

by: 

Based on observation, interview and record 

review, the establishment failed to have the 

following: sufficient staffing to meet the safety 

needs of the residents; sufficient staffing to 

perform activities of daily living; nurses to provide 

scheduled and PRN (as needed) medications; 

staffing adequately trained to safely transfer 

residents, perform proper incontinence care, and 

immediately report a resident's change in 

condition; at least one direct care staff person on 

duty who has obtained cardiopulmonary 

resuscitation (CPR) training specific to adults; 
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maintain employee CPR certifications and 

training on file and maintain a staffing schedule 

that reflects the actual hours worked by staff . This 

failure has the potential to affect all 57 residents 

residing in the Assisted Living and Memory Care 

unit.

Findings include:

1. On 4/26/25 at 7:00 AM, E9, Licensed Practical 

Nurse/LPN, stated "It's common not to get a hold 

of (E2 Director of Nursing/DON) after 9:30pm. 

There were couple of nights we (establishment) 

only had one caregiver working. On March 3rd 

(3/2/25 scheduled night shift) (E16, Caregiver) 

texted me at 12:46am because (E4, Licensed 

Practical Nurse/LPN) left and she was the only 

employee in the building.  She said she called 

(E2), but he didn't answer so she left a message. 

She texted me again at 2:22 AM (3/3/25) and said 

(E2) was on his way and would be there in about 

10 minutes." E9 showed this surveyor a text 

messaging thread dated 3/3/35 at 12:46am and 

3/3/25 at 2:22am between E9 and E16 verifying 

the stated information. E9 then stated "I also 

know (E10, Caregiver) was by herself the night of 

4/17. Apparently (E2) didn't show up until 3:30am. 

She was by herself all night." E9 was asked if 

there are any residents that require a two person 

assist with transfers. E9 stated R3 requires a 2 

person hands on transfer and R10 requires a full 

mechanical lift for transfers that require two 

people. 

On 4/26/25 at 8:28 AM, E5, Caregiver, confirmed 

R10 is a mechanical lift for transfers and stated it 

takes 2 employees to transfer R10 with the 

mechanical lift. 

The establishment's staffing schedule dated 
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3/2/25 documents three caregivers working 

10:00pm - 6:00am and one nurse working 

7:00pm - 7:00am. The establishments staffing 

schedule dated 4/17/25 documents two 

caregivers working 10:00pm - 6:00 and one nurse 

working 7:00pm - 7:00am. 

E4's timecard dated 3/2/25 documents E4 

punched out at 11:10pm.  

On 4/26/25 at 8:55am, E10, Caregiver, stated 

"The schedule is wrong. I worked by herself on 

4/17 from 10:00pm-3:30am. I didn't call (E2's 

Director of Nursing) because I didn't have his 

phone number. I was new and the only number I 

had was my trainer's, so I called her. At around 

2:00 am, I heard the phone ringing in (E2)'s 

office, but it was locked so I couldn't answer it. 

(E2) finally showed up at 3:30am to help me." 

E10 confirmed she does not have her CPR 

certification. 

On 4/26/25 at 9:15 AM, E7 was asked how many 

employees it takes to transfer a resident that 

requires a full mechanical lift. E7 stated that it 

takes two employees. It was mentioned to E7 that 

the establishment only had one employee 

working at night and asked how one employee 

evacuates a resident that's a two-person transfer. 

E7 stated, "One staff member should never be 

left in the building by themselves, that's a safety 

concern." At that time, E3 Assistant Executive 

Director, entered the room. This surveyor told E3 

that the staffing schedule she gave this surveyor 

was not accurate. It was pointed out to E3 that 

E16 worked by herself on 3/2 and E10 possibly 

worked alone on 4/17. E3 stated "I haven't had 

time to update the schedule from all the call offs." 

E3 was then asked for the employee time 

punches and CPR certifications for all the 
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employees, especially for the employees working 

on 3/2, 3/25, 4/16 and 4/17.

R10's individual service plan documents 

"Transfers - Maximal assist. Mechanical lift. (R10) 

requires mechanical lift for transfers." 

On 4/26/25 at 10:51 AM, E3 Assistant Director, 

with E7 Area Health and Wellness Coordinator 

present, handed this surveyor the requested time 

punches and a binder and stated, "All the 

employee information along with their CPR 

certifications are in this binder. (E8, Caregiver) 

and (E10) don't have their CPR certifications. I'm 

checking on to see if (E15 Caregiver) and (E16)'s 

have theirs." With E3, and E7 present, this 

surveyor looked at the time punches for 3/2/25 

and 4/17/25 and pointed out that E16 was the 

only employee working on 3/2/25 from 11:10 PM - 

2:30 AM and E10 was the only employee working 

on 4/17/25 from 10:00 PM - 3:30 AM. E3 

confirmed that E10 and E16 were the only 

employees working those nights and agreed the 

schedule she gave me was not accurate. This 

surveyor then made E3 and E7 aware that E10 

was working by herself on 4/17 without a CPR 

certification. E3 and E7 both stated they are 

aware. 

The establishments employee binder does not 

contain CPR certification information for E8, E10, 

E15, E16 and E17 caregivers. 

On 4/26/25 at 11:30 AM, E3 was informed that 

E17's CPR certification was not in the binder. E3 

stated "I thought it was in the binder. I know she 

has one. I'll have to get a hold of her and get a 

copy." 

On 5/2/25 at 8:41 AM, E3 verified that E15 does 
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not have a CPR certification and the following 

was confirmed by E3: 

On 3/2/25 from 11:10pm-2:30am, E16 was the 

only employee in the building and does not have 

a CPR certification. 

On 4/16/25 from 10pm-6am, E8 and E15 were 

the only 2 employees in the building and neither 

employee has a CPR certification

On 4/17/25 from 10pm-3:30am, E10 was the only 

employee in the building and does not have a 

CPR certification.

On 5/2/25 at 9:49 AM, E2 confirmed he came in 

at 3:30 AM on 4/18, (4/17 night shift) because 

E10 was the only employee in the building and 

again around 2:30 AM on 3/3/25 (3/2 night shift) 

because E16 was the only employee in the 

building. E2 also confirmed R10 is a full body 

mechanical lift for transfers and R3 requires a 2 

person assist for transfers. E2 stated "I haven't 

had a chance to update (R3)'s care plan, but he 

requires 2 people to transfer him." 

2. On 4/25 at 9:55 AM, E4, LPN, stated "The 

caregivers aren't being properly trained on 

transferring residents. (R10) requires a (Full Body 

Mechanical Lift) over on the memory care unit 

and they don't know how to transfer her properly. 

The male caregivers also don't know how to do 

proper incontinence care. The problem is that 

they're given one day of orientation and then 

they're expected to work the floor."

On 4/25/25 at 10:22AM, R3 pushed his call 

button for assistance to the bathroom. R3 stated 

he needs to have a bowel movement and isn't 

able to transfer to the toilet on his own. R3 stated 

he requires two staff members to assist him to 

the toilet. At 10:32 AM, E5, Caregiver, walked into 

R3's room and stated "I was told to come over 
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here and help. Sorry it took a few minutes, I'm 

working on (Memory Care Unity) today." R3 

stated "Put me on the toilet. I need to s**t." R3 

then drove his motorized wheelchair to his 

bathroom and E5 followed. While in the 

bathroom, E5 positioned R3's wheelchair to face 

a grab bar mounted to the bathroom wall. E5 

donned gloves and asked R3 to grab the bar and 

stand up. R3 stated "I'm not standing up without 

help." E5 stated "I'm going to help you." R3 "Not 

by yourself you're not. I'm not standing. I want two 

CNAs (Certified Nursing Assistant) to help." E5 

replied "We do this all the time (R3). Just the two 

of us." R3 replied "No, I've told you I need two 

CNAs to help." E5 "I don't know where anyone 

else is. I had to come over from (Memory Care 

Unit) to help. You'll have to stand with just me." 

R3 replied "I'm not fighting the bar. It's not easy 

with only one of you. I'm not f*****g doing it. I want 

two people" E5 stated "(R3) it'll be easy, I 

promise." R3 "No, it'll be easy with two people." 

E5 "It'll only take 2 seconds to stand you up and 

It'll be over before you know it." R3 stated "I told 

you I'm not f*****g moving." At that time, E6 

caregiver, entered the room to and stated, "I was 

told to come help." R3 then agreed to stand. E6 

donned gloves and while standing to R3's left 

side, and E5 standing on R3's rights side, both 

caregivers grabbed R3's gait belt and assisted 

him to stand. R3 reached out, grabbed the bar 

and stood. While standing, R3 started yelling out 

"Ow Ow Ow." as E5 and E6 pulled down R3's 

pants and partially soiled depends. R3 was not 

positioned to transfer to the toilet. While R3 was 

standing, E5 attempted to move R3's motorized 

wheelchair and R3 stated "I can't stand anymore. 

I need to sit back down." E5 and E6 then lowered 

R3 back down to his wheelchair without putting 

anything between the wheelchair seat and R3's 

soiled private areas. E5 then repositioned R3's 
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wheelchair and with the aide of E5 and E6, R3 

stood and transferred to the toilet. 

On 4/25/25 at 10:44 AM, E5 Caregiver, stated the 

establishment is not properly training the nurse's 

aides (non-certified caregiver). E5 stated "They 

don't know what they're doing. The reason they 

don't know what they're doing is because they get 

8 hours of orientation and then they work on their 

own. That's not enough training. We're supposed 

to have training on Wednesdays, but that's not 

happening. It's been 3 1/2 months since our last 

training. They don't know how to safely transfer 

residents or do peri care. They're wiping back to 

front on female residents when they do 

incontinence care and aren't properly positioning 

the residents when they transfer them. There was 

one weekend that (E5) and another male 

caregiver were working on (Memory Care Unit) 

and only got 3 people out to the dining room for 

breakfast. It's because they don't know what 

they're doing. There's no ongoing training." 

On 4/25/25 at 10:56 AM, E6 stated "I'm not 

certified. I was trained here (establishment). I did 

the computer training and then I followed one of 

the trainers for a day. The trainers are CNAs. I'm 

pretty sure (E2) is aware that we didn't get 

everyone out to breakfast on time. Nothing has 

ever been said to us." 

On 4/25/25 at 1:35 PM, E6 observed providing 

incontinence care to R4. E6 escorted R4 into the 

bathroom facing her wheelchair in front of the 

grab bar next to the toilet. E6 donned gloves and 

applied a gate belt. R4 grabbed the bar and E6 

assisted her in standing. As R4 started to stand, 

the wheelchair started rolling back due to the 

wheels not being locked. While R4 was standing, 

E6 pulled down R4's pants and depends. R4's 
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depends was lightly soiled with fecal matter. E6 

then had R4 step to the side and pivot to the 

toilet. While on the toilet, E6 removed R4's soiled 

depends, threw it away and removed his gloves. 

R4 then had a bowel movement while on the 

toilet. E6 then donned new gloves, grabbed a 

clean depends, put the clean depends on R4 and 

then stood R4 up by having R4 grab the bar on 

the wall. While standing, E6 then cleaned the 

wiped R4's rectal area with toilet paper and threw 

it in the garbage. E6 then pulled R4's pants and 

depends up with the same soiled gloves used to 

clean the fecal matter off R4's rectum. E6 then 

had R4 step to the side and started sitting R4 

down in the wheelchair. As R4 started to sit down 

in the wheelchair, the wheelchair started rolling 

backward. E6 then wedged his right foot under 

the left wheel of the wheelchair. As R4 was 

sitting, the wheelchair started rolling back and 

forth from the right side. After E6 transferred R4 

to the wheelchair, he took off the soiled gloves, 

threw them in trash and wheeled R4 to her bed. 

E6 parked the wheelchair next to bed and had R4 

stand while assisting her. As R4 stood, the 

wheelchair started moving again due to the 

wheels not being locked. After standing, E6 

pivoted R4 to the bed and had her lay down. E6 

then donned gloves again, grabbed the garbage 

and took it down the hallway. E6 did not lock the 

wheelchair wheels at any point during the 

transfers or perform hand hygiene at any point 

during the entire observation. After the 

observation, E6 was asked why he didn't lock the 

wheelchair wheels. E6 stated he forgot and 

should have locked the wheels for safety. E6 was 

also asked why he didn't perform hand hygiene 

after changing gloves and performing peri care. 

E6 responded saying he didn't perform hand 

hygiene because he forgot to. 
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On 4/25 at 2:20 PM, E7 was asked if staff receive 

training on transferring a resident and peri care. 

E7 stated that the therapy department trains the 

employees on how to properly transfer a resident 

and the NAs (Nurse's Aide) get training on peri 

care from their trainer during orientation.  E7 was 

asked if E6 was trained on how to properly 

transfer a resident. E7 stated she'll have to check 

the training in-service and get back to this 

surveyor. E7 was informed that E6 did not lock 

R4's wheelchair wheels during transfer and did 

not perform hand hygiene after peri care. E7 

stated "As a safety precaution, the wheels should 

have been locked during the transfer. They're 

trained to lock the wheels. Its common practice to 

do hand hygiene when performing peri care. (E6) 

should have performed hand hygiene when going 

from soiled to clean."

On 4/25/25 at 2:44 PM, E7 stated there is no 

hand hygiene policy or transfer policy. At that 

time, E3 entered the room and stated "I just 

asked physical therapy about the transfer training, 

and they said there was no sign in sheet. We 

don't have anything showing (E6) was trained."

On 4/26/25 at 7:00 am, E9, LPN stated "(R3) 

requires 2 people to transfer him. He has for a 

while now." 

On 4/26 at 8:04 AM. E13, Caregiver, observed 

assisting R5 up from a chair in the common area 

to the dining room table for breakfast. E13 placed 

R5's walker in front of her and had R5 put her 

hands on the walker. E13, did not use a gait belt, 

instead grabbed the back of R5's pants at the 

waist band and pulled up on them to assist R5 in 

standing. While holding the back of the pants at 

the waist band, E13 escorted R5 to the dining 

room table. R5 observed to have an unsteady gait 
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during ambulation. Once at the dining room table, 

E13 assisted in lowering R5 into the dining room 

chair using by pulling up on the back of R5's 

pants at the waist band.

On 5/2/25 at 9:49 AM, E2, Director of Nursing, 

stated "The staff should not be using the 

resident's clothes to help with transfers. (E13) 

should have used a gait belt on (R5). (R3) is a 

two person transfer. I haven't updated his care 

plan yet, but everyone knows he needs 2 people. 

They shouldn't be trying with just one." 

On 5/2/25 at 1:51 PM, E19, Caregiver, stated 

"(R3) requires a 2 person assist for transfers. He 

can pull himself up for a few seconds, but he isn't 

able to transfer. He needs 2 people for that." 

3. On 4/25 at 9:55 AM, E4, LPN, stated "There's 

an issue with staffing. There isn't enough staff to 

get everything done. Showers aren't being done 

and residents are being left in bed until lunch time 

without am cares being done. Some of the 

residents aren't getting fed." 

On 4/25/25 at 10:44 AM, E5 Caregiver, stated 

"They don't staff enough caregivers. There're 

residents that are supposed to get two showers a 

week, but that's not happening. They're being 

given bed baths instead. I was told (R10) didn't 

get fed supper. The day shift found her meal 

untouched in the fridge." 

On 4/25/25 at 10:56 AM, E6 stated "Sometimes 

there isn't enough staff to get everything done. 

There was a weekend we couldn't get all the 

residents on memory care out for breakfast. We 

got everyone fed, we just couldn't get them out to 

the dining room for breakfast on time. We didn't 

get all the am cares done. I don't remember the 

Illinois Department  of Public Health

If continuation sheet  31 of 816899STATE FORM 9KGM11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/22/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

ASL510054 05/02/2025

C

NAME OF PROVIDER OR SUPPLIER

BICKFORD - BLOOMINGTON

STREET ADDRESS, CITY, STATE, ZIP CODE

14 HEARTLAND DR

BLOOMINGTON, IL  61704

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)

 A3000Continued From page 31 A3000

day, it was a few weeks ago, but it was me and 

another male caregiver." 

On 4/26/25 at 7:00 am, E9, LPN stated "They 

aren't staffing enough people. Showers aren't 

getting done, bed baths are being done instead. 

Residents are getting fed and they don't have 

enough help in the morning to get the residents 

up and am cares done. This morning (E13, 

Caregiver) reported to me again that (R10)'s food 

was left in the fridge, untouched, from yesterday. 

There are residents that require nighttime 

medications that aren't being given. If you look at 

the MAR (Medication Administration Record) 

you'll see comments saying "No PM nurse or no 

night nurse to give." You need to look at (R13)'s 

MAR from yesterday (4/25/25). She has insulin 

that wasn't given because there was no nurse 

here to administer it. I was told (E4, LPN) left 

when you did yesterday around 4:30-5PM." 

R13's Care Plan documents "Medication 

Management: Full assistance with medication 

administration management." 

R13's Physician Order's documents the following 

medications:

Agamatrix Test Presto. Use to test blood sugar 

after meals and at bedtime. 

Carvedilol 6.25mg (milligram). Take one tablet by 

mouth twice daily. 

Humalog Kwik Injection 100/ml. Inject 

subcutaneously per sliding scale after meals and 

every night at bedtime. 

Hydralazine 50 mg. Take one tablet by mouth 

twice daily for hypertension.

R13's MAR dated April 2025 documents R13's 

5:00 pm Agamatrix Test Presto, 5:00 pm 

Carvedilol 6.25mg, 6:00 pm Humalog Kwik 
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Injection (Insulin) and 5:00pm Hydralazine 50mg 

was not administered on 4/25 due to "No PM 

Nurse." 

E4's time card dated 4/25/25 documents E5 

worked from 6:47 am to 12:01pm.

On 5/2/25 at 9:49 AM, E2 DON was asked for 

timecard showing a nurse worked in the building 

after 12:01 pm on 4/25/25. E2 was not aware the 

E5 left early, and resident medications were not 

given as a result. E2 was shown R13's MAR 

documentation showing medication was not given 

due to no pm nurse. E2 stated "That should never 

happen. I'll look into it."

On 5/2/25 at 2:02 PM, E2 stated there is no 

timecards showing a nurse was in the building 

after 12:01 PM on 4/25/25.

On 4/26/25 at 8:10 AM, during observation of 

staff getting residents to the dining room for 

breakfast, R5 observed to have disheveled hair 

and it appears to be greasy. E5, Caregiver was 

asked the last time R5 received a shower. E5 

stated "I don't know. I plan on getting her 

showered today. Look at this (E5 then ran her 

hand through R5's hair. E5 then showed this 

surveyor her palm. E5's palm looked wet) you 

don't get greasy hair like this in a few days. (R5) 

hasn't had a shower in probably over a week. 

She's not the only one."

R5's care plan documents "Bathing: Hands on 

help with bathing. Two times a week." 

The establishment's shower schedule dated April 

2025 documents R5 is to receive a shower on 

Monday and Thursday. 
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R11's progress noted date 3/7/25 documents 

"(R11) was not changed when I came in for 

second shift. His clothes were soiled, and it 

looked like he had used the bathroom several 

times without being changed." 

R11's care plan documents "Dressing: Full assist 

with dressing. Assist with morning dressing."

R8's progress note dated 3/9/25 documents "This 

writer was called to resident's room to speak with 

family. Daughter expresses concerns with 

resident's care. She states that when (family) 

arrived today at 145pm, resident was still in bed, 

in her night clothes and hadn't been cleaned up 

from overnight. Resident had not been offered 

breakfast. Family got resident up, cleaned and 

fed her breakfast. (Family) left around 3:40pm. 

Daughter arrived around 5:30pm and found 

resident in her apartment in the same spot family 

left her at 3:40pm. Resident had not been offered 

supper. Daughter fed her when she arrived."

R8's care plan documents "Dressing: Pick out 

clothes, verbal cueing, stand by assist. 

Assistance with morning dressing."

On 4/26/25 at 8:28 AM, after serving breakfast, 

E13 was asked about R10's dinner plate being let 

in the refrigerator from the night before. E13 

stated "It happened again last night. I came into 

work today and (R10)'s meal from dinner was in 

the fridge untouched." E13 was asked how she 

knew it was R10's and that it was untouched. E13 

stated "(R10) is the only resident on a pureed diet 

and requires feeding. I know it was untouched 

because the plastic wrap hadn't been removed 

and the food was not touched. There was no 

indentation from the spoon or food around the 

edges. This is the 3rd time I've come in and 
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(R10)'s food from the night before was in the 

fridge untouched. I reported it again to (E9). They 

don't have enough staff in the evenings to get 

everything done."

R10's care plan documents "Meals and Nutrition: 

Full assistance with feeding and mealtime 

support. Support participating in dining program. 

(R10) needs physical assistance with feeding. 

(R10) is on a purred diet."

The establishment's daily staffing dated 5/2/25 

documents 2 caregivers calling off for 1st shift 

and E18, Housekeeper being assigned to the 

memory care unit. 

On 5/2/25 at 12:01 PM, E18 was asked if she 

was a CNA or caregiver. E18 stated "I'm a 

housekeeper. They had call offs today and were 

short handed, so I'm over here helping out. I've 

been here since 7am." E18 was asked if she was 

trained in resident care. E18 stated "I haven't 

been trained." E18 was asked how she's been 

helping in the memory care unit. E18 stated "I've 

been assisting residents to the bathroom, 

escorting them to the dining room and I've been 

sitting with one of the residents that requires 

more of a one on one." 

On 5/2/25 at 12:40 pm, E18 observed feeding 

R10 her pureed lunch meal. 

On 5/2/25 at 1:13 pm, E18 was asked if she was 

trained on how to feed residents. E18 stated, "No, 

I never got training on how to feed residents." 

E18 was asked if she ever had any type of 

on-the-job training or orientation prior to working 

with the residents. E18 stated "No. I was never 

trained. I did the computer training, but I never 

shadowed anyone to learn what to do." 
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4. On 4/26/25 at 7:00 AM, E9 stated "On 3/25 at 

1:58 am, I texted (E8, Caregiver) to see how (R7) 

was doing. (E8) stated (R7) was in pain during 

the last rounds and wouldn't let the caregivers 

reposition her. I asked if (E8) had gotten a hold of 

(E2, Director of Nursing) and she said she tried 

contacting him, but he didn't answer. (E2) should 

have been there that night. (R7) was on hospice 

and actively dying. At 2:35 AM, (E8) texted me 

saying that (R7) was in so much pain that she 

was yelling die die die. I called the facility and 

talked to (E8) and I could hear (R7) in the 

background yelling die die die. (E8) said she 

called (E2) again with no answer and left a 

message. I then texted (E8) at 2:45 AM and told 

her that I was on my way in to administer the 

lorazepam and morphine. I got there around 3:30 

and (R7) was in a lot of pain. I administered the 

PRN Lorazepam and Morphine. I called (E2) let it 

ring and hung up. (E2) called back after that." 

R7's progress note dated 3/25/25 documents 

"This writer called to check on resident. Caregiver 

reports that resident is crying out in pain and 

yelling "die die die". When I arrived to the unit I 

could hear resident calling out from the med 

office. Pulse prior to medication was 118. Ativan 

.5mg given with MS (Morphine) 1ml. After 

approximately 5 minutes, residents pulse was 82. 

(E2) notified by phone. "

R7's medical record documents R7 was on 

hospice. 

R7 progress note dated 3/23/25 documents 

"Hospice has d/c'd (discontinued) scheduled 

medications and she now only takes PRN 

comfort meds per Hospice orders. (R7) is not 

eating or drinking at this point of time. POA and 
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Hospice agree to give (R7) her PRN comfort 

medications as needed and ordered to keep (R7) 

comfortable."

R7's Physician Orders dated March 2025 

documents: 

Lorazepam 0.5mg. Take one tablet every 2 hours 

as needed for anxiety/shortness of breath.

Morphine Sulfate Solution 100/5ml. Give 0.5 ml 

(10mg) by mouth every 2 hours as needed for 

mild to moderate pain/Air hunger.  

The establishments staffing schedule dated 

3/24/25 does not have a nurse scheduled to work 

from 7pm-7am. 

On 4/26/25 at 3:10 PM, E7, Area Health and 

Wellness Coordinator, was asked how the 

establishment administers PRN medications 

when there is no night nurse. E7 stated "The 

on-call nurse comes in and administers the 

medication."  E7 verified the on-call nurse on 

3/25/25 was E2. E7 was informed that it took the 

(E2) over 90 minutes to contact the facility after 

the staff tried calling him due to R7's pain. E7 

stated "Taking over 90 minutes to respond when 

a resident is in pain is unacceptable. I would 

expect the on-call to respond within 10-15 

minutes." 

5. On 4/25 at 2:45 PM, E4, LPN, stated "When I 

came in to work on 4/16, (E8, Caregiver) came 

up to me at 745am and told me (R6) was hot to 

the touch and unresponsive. I went to check on 

(R6) and he was not responding to commands. I 

took his vitals, and his heart rate was 160 (Beats 

per minute). I couldn't believe it was that fast. I 

Immediately called 911 to have him transferred to 

the hospital." 
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On 4/25/25 at 3:24 PM, E8, Caregiver stated "At 

6:45 am, I went in to check on (R6) and he was 

unresponsive and hot to the touch. I got his vitals 

and he was running a temperature and his HR 

was 160 There was no nurse on staff that night or 

on-call nurse. (E2) was out of town on vacation or 

something, so I waited for (E4) to show up to 

work to notify her. It was about an hour from the 

time I noticed (R6)'s change in condition to when I 

reported it to (E4).

R6's progress note dated 4/16/25 documents "At 

0745 caregiver (E8) reported change of condition.  

Upon assessment resident is in bed supine, eyes 

open unable to verbalize. HR (Heart Rate) 168 

use of accessory muscles noted. Temperature 

103.7 Glucose : Hi. Spo2 (Oxygen Saturation) 88. 

Resident transported to (Local Hospital) ER via 

ambulance POA/wife at bedside during transfer. 

At 1000 am, POA called to confirm resident is 

COVID 19 +." 

R6's hospital medical record dated 4/16/25 

documents R6 was admitted to the hospital due 

to sepsis and COVID-19 and passed away on 

4/21/25. 

R6's Death Certificate documents R6 died on 

4/21/25 due to acute hypoxic respiratory failure 

due to sepsis and COVID-19 infection. 

On 4/25 at 3:28 PM, E7 stated E8 should not 

have waited for E4 to come to work to report R6's 

change in condition. R6 needed to be sent to the 

hospital immediately.

 A3020 Section 295.3020 Employee Orientation and 

Ongoing Training

 A3020
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This Regulation  is not met as evidenced by:

General Violation

Section 295.3020  Employee Orientation and 

Ongoing Training

 a)  Each new employee shall complete 

orientation within 10 days after the starting date of 

employment that includes:

1)  The establishment's philosophy and goals;

2)  Promotion of resident dignity, 

independence, self-determination, privacy, 

choice, and resident rights;

3)  Confidentiality of resident records and 

resident information;

4)  Hygiene and infection control;

5)  Abuse and neglect prevention and 

reporting requirements; and

6)  Disaster procedures. 

b) Each employee shall also complete orientation 

within 30 days after the starting date of 

employment that includes:

1) Orientation to the characteristics and 

needs of the establishment's residents;

2) The significance and location of resident 

service plans;

3) Internal establishment requirements and 

the establishment's policies and procedures;

4) The employee's job responsibilities and 

limitations;

5) CPR and emergency procedures for 

medical events, if applicable; and

6) Training in assistance with activities of 

daily living appropriate to the job.

c) Each manager and direct care staff member 
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shall complete a minimum of 8 hours of ongoing 

training, applicable to the employee's 

responsibilities, every 12 months after the starting 

date of employment.  The training shall include:

1) Promoting resident dignity, independence, 

self-determination, privacy, choice, and resident 

rights;

2) Disaster procedures;

3) Hygiene and infection control;

4) Assisting residents in self-administering 

medications;

5) Abuse and neglect prevention and 

reporting requirements; and

6) Assisting residents with activities of daily 

living.

d) All training shall be documented with:

1) Date;

2) Starting and ending time;

3) Instructors and their qualifications;

4) Short description of content; and

5) Staff member's written signature.

e)  An employee who has not demonstrated to 

the establishment that he or she is competent to 

perform a particular task may perform that task 

only under the direct supervision of an employee 

who has demonstrated competence in performing 

the task.

These Requirements were not met as evidence 

by: 

Based on observation and interview, the 

establishment failed to train staff on safe resident 

transfers and failed to maintain training records to 

indicate which staff were trained. This failure has 

the potential to affect all 57 residents residing in 

Assisted Living and Memory Care units. 
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Findings include. 

On 4/25 at 9:55 AM, E4, LPN, stated "The 

caregivers aren't being properly trained on 

transferring residents. (R10) requires a (Full Body 

Mechanical Lift) over on the memory care unit 

and they don't know how to transfer her properly. 

The male caregivers also don't know how to do 

proper incontinence care. The problem is that 

they're given one day of orientation and then 

they're expected to work the floor."

On 4/25/25 at 10:22AM, R3 pushed his call 

button for assistance to the bathroom. R3 stated 

he needs to have a bowel movement and isn't 

able to transfer to the toilet on his own. R3 stated 

he requires two staff members to assist him to 

the toilet. At 10:32 AM, E5, Caregiver, walked into 

R3's room and stated "I was told to come over 

here and help. Sorry it took a few minutes, I'm 

working on (Memory Care Unity) today." R3 

stated "Put me on the toilet. I need to s**t." R3 

then drove his motorized wheelchair to his 

bathroom and E5 followed. While in the 

bathroom, E5 positioned R3's wheelchair to face 

a grab bar mounted to the bathroom wall. E5 

donned gloves and asked R3 to grab the bar and 

stand up. R3 stated "I'm not standing up without 

help." E5 stated "I'm going to help you." R3 "Not 

by yourself you're not. I'm not standing. I want two 

CNAs (Certified Nursing Assistant) to help." E5 

replied "We do this all the time (R3). Just the two 

of us." R3 replied "No, I've told you I need two 

CNAs to help." E5 "I don't know where anyone 

else is. I had to come over from (Memory Care 

Unit) to help. You'll have to stand with just me." 

R3 replied "I'm not fighting the bar. It's not easy 

with only one of you. I'm not f*****g doing it. I want 

two people" E5 stated "(R3) it'll be easy, I 

promise." R3 "No, it'll be easy with two people." 
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 A3020Continued From page 41 A3020

E5 "It'll only take 2 seconds to stand you up and 

It'll be over before you know it." R3 stated "I told 

you I'm not f*****g moving." At that time, E6 

caregiver, entered the room to and stated, "I was 

told to come help." R3 then agreed to stand. E6 

donned gloves and while standing to R3's left 

side, and E5 standing on R3's rights side, both 

caregivers grabbed R3's gait belt and assisted 

him to stand. R3 reached out, grabbed the bar 

and stood. While standing, R3 started yelling out 

"Ow Ow Ow." as E5 and E6 pulled down R3's 

pants and partially soiled depends. R3 was not 

positioned to transfer to the toilet. While R3 was 

standing, E5 attempted to move R3's motorized 

wheelchair and R3 stated "I can't stand anymore. 

I need to sit back down." E5 and E6 then lowered 

R3 back down to his wheelchair without putting 

anything between the wheelchair seat and R3's 

soiled private areas. E5 then repositioned R3's 

wheelchair and with the aide of E5 and E6, R3 

stood and transferred to the toilet. 

On 4/25/25 at 10:44 AM, E5 Caregiver, stated the 

establishment is not properly training the nurse's 

aides (non-certified caregiver). E5 stated "They 

don't know what they're doing. The reason they 

don't know what they're doing is because they get 

8 hours of orientation and then they work on their 

own. That's not enough training. We're supposed 

to have training on Wednesdays, but that's not 

happening. It's been 3 1/2 months since our last 

training. They don't know how to safely transfer 

residents or do peri care. They're wiping back to 

front on female residents when they do 

incontinence care and aren't properly positioning 

the residents when they transfer them. There was 

one weekend that (E5) and another male 

caregiver were working on (Memory Care Unit) 

and only got 3 people out to the dining room for 

breakfast. It's because they don't know what 
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 A3020Continued From page 42 A3020

they're doing. There's no ongoing training." 

On 4/25/25 at 1:35 PM, E6, Caregiver, observed 

providing incontinence care to R4. E6 escorted 

R4 into the bathroom facing her wheelchair in 

front of the grab bar next to the toilet. E6 donned 

gloves and applied a gate belt. R4 grabbed the 

bar and E6 assisted her in standing. As R4 

started to stand, the wheelchair started rolling 

back due to the wheels not being locked. While 

R4 was standing, E6 pulled down R4's pants and 

depends. R4's depends was lightly soiled with 

fecal matter. E6 then had R4 step to the side and 

pivot to the toilet. While on the toilet, E6 removed 

R4's soiled depends, threw it away and removed 

his gloves. R4 then had a bowel movement while 

on the toilet. E6 then donned new gloves, 

grabbed a clean depends, put the clean depends 

on R4 and then stood R4 up by having R4 grab 

the bar on the wall. While standing, E6 then 

cleaned R4's rectal area with toilet paper and 

threw it in the garbage. E6 then pulled R4's pants 

and depends up with the same soiled gloves 

used to clean the fecal matter off R4's rectum. E6 

then had R4 step to the side and started sitting 

R4 down in the wheelchair. As R4 started to sit 

down in the wheelchair, the wheelchair started 

rolling backward. E6 then wedged his right foot 

under the left wheel of the wheelchair. As R4 was 

sitting, the wheelchair started rolling back and 

forth from the right side. After E6 transferred R4 

to the wheelchair, he took off the soiled gloves, 

threw them in trash and wheeled R4 to her bed. 

E6 parked the wheelchair next to bed and had R4 

stand while assisting her. As R4 stood, the 

wheelchair started moving again due to the 

wheels not being locked. After standing, E6 

pivoted R4 to the bed and had her lay down. E6 

then donned gloves again, grabbed the garbage 

and took it down the hallway. E6 did not lock the 
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wheelchair wheels at any point during the 

transfers or perform hand hygiene at any point 

during the entire observation. After the 

observation, E6 was asked why he didn't lock the 

wheelchair wheels. E6 stated he forgot and 

should have locked the wheels for safety. E6 was 

also asked why he didn't perform hand hygiene 

after changing gloves and performing peri care. 

E6 responded saying he didn't perform hand 

hygiene because he forgot to. 

On 4/25 at 2:20 PM, E7 was asked if staff receive 

training on transferring a resident and peri care. 

E7 stated that the therapy department trains the 

employees on how to properly transfer a resident 

and the NAs (Nurse's Aide) get training on peri 

care from their trainer during orientation.  E7 was 

asked if E6 was trained on how to properly 

transfer a resident. E7 stated she'll have to check 

the training in-service and get back to this 

surveyor. E7 was informed that E6 did not lock 

R4's wheelchair wheels during transfer and did 

not perform hand hygiene after peri care. E7 

stated "As a safety precaution, the wheels should 

have been locked during the transfer. They're 

trained to lock the wheels. Its common practice to 

do hand hygiene when performing peri care. (E6) 

should have performed hand hygiene when going 

from soiled to clean."

On 4/25/25 at 2:44 PM, E7 stated there is no 

hand hygiene policy or transfer policy. At that 

time, E3 entered the room and stated "I just 

asked physical therapy about the transfer training, 

and they said there was no sign in sheet. We 

don't have anything showing (E6) was trained."

On 4/26 at 8:04 AM. E13, Caregiver, observed 

assisting R5 up from a chair in the common area 

to the dining room table for breakfast. E13 placed 
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 A3020Continued From page 44 A3020

R5's walker in front of her and had R5 put her 

hands on the walker. E13, did not use a gait belt, 

instead grabbed the back of R5's pants at the 

waist band and pulled up on them to assist R5 in 

standing. While holding the back of the pants at 

the waist band, E13 escorted R5 to the dining 

room table. R5 observed to have an unsteady gait 

during ambulation. Once at the dining room table, 

E13 assisted in lowering R5 into the dining room 

chair using by pulling up on the back of R5's 

pants at the waist band.

On 5/2/25 at 9:49 AM, E2, Director of Nursing, 

stated "The staff should not be using the 

resident's clothes to help with transfers. (E13) 

should have used a gait belt on (R5). (R3) is a 

two person transfer. I haven't updated his care 

plan yet, but everyone knows he needs 2 people. 

They shouldn't be trying with just one."

 A4010 Section 295.4010 Service Plan

This Regulation  is not met as evidenced by:

 A4010

General Violation 

Section 295.4010  Service Plan

a) Based on the physician's assessment and 

establishment evaluation (see Section 295.4000), 

a written service plan shall be developed and 

mutually agreed upon by the establishment and 

the resident. (Section 15 of the Act)  The 

establishment shall respect and accept the 

resident's choices regarding the service plan.
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 A4010Continued From page 45 A4010

b) The service plan shall be developed by:

 

1) The resident, resident's representative or any 

individual requested by the resident;

2) The manager or manager's designee; and

 

c) The service plan shall be signed and dated by 

all individuals involved in its development.

d) The service plan, which shall be reviewed 

annually, or more often as the resident's 

condition, preferences, or service needs change, 

shall serve as a basis for the service delivery 

contract between the provider and the resident 

(see Section 295.2030). (Section 15 of the Act)

e) The service plan shall be reviewed and revised 

if necessary immediately after a significant 

change in the resident's physical, cognitive, or 

functional condition (see Section 295.4000).

 

g) Service plans shall address:

1) The level of service the resident is receiving, 

including:

C) special accommodations for the resident; 

2) The amount, type, and frequency of 

health-related services needed by the resident;

3) Staff responsible for the provisions of the 

service plan;

4) Any risk being negotiated; and

h) The service plan shall include all support 

services provided or arranged for by the 

establishment.
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These requirements were not met as evidence 

by: 

Based on observation, interview and record 

review, the establishment failed to create and 

revise a service plan with individualized 

interventions and goals for three resident (R1, R2 

and R3) out of 10 residents reviewed for care 

plans in the sample.

Findings include: 

1. R1's care plan does not document wounds. 

On 4/25 at 9:55 am, E4. LPN, stated R1 has a 

wound on his left heel that's at a stage 2.

On 4/25 at 1:20 PM, E4 and this surveyor entered 

R1's room. E4 pulled R1's shoe and sock off his 

left foot and elevated it to show the pressure 

ulcer. There is wound on R1's left heel 

approximately 3 cm (centimeter) X 1 cm. 

 2. R2's care plan does not document wounds

On 4/25/25 at 9:56 AM, E4, Licensed Practical 

Nurse/LPN, stated "(R2) has a wound on his 

buttocks that he was admitted with." 

On 4/25 at 1:25 PM, E4 and this surveyor entered 

R2's room. E4 asked R2 to stand and assisted 

R2 with lowering his pants and depends. R2 has 

a wound on his right buttocks approximately 8 cm 

X 3cm and a wound on his left buttocks 

approximately 13 cm X 4 cm. E4 agreed with the 

approximate size and stated "When he got here, 

the right and left were only about 3 cm X 2 cm." 

On 4/25/25 E7, Area Health and Wellness 
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 A4010Continued From page 47 A4010

Coordinator, verified R1 and R2's wounds are not 

on the care plan and stated the wounds should 

be addressed on the resident's care plan. 

On 5/2/25 at 9:49 AM, E2, Director of Nursing 

verified R1 and R2's wounds are not on the care 

plan and stated "I have a lot of care plans to get 

updated." 

3. R7's care plan documents R7 is independent 

with transfers.

On 4/25/25 at 10:22AM, R3 pushed his call 

button for assistance to the bathroom. R3 stated 

he needs to have a bowel movement and isn't 

able to transfer to the toilet on his own. R3 stated 

he requires two staff members to assist him to 

the toilet. At 10:32 AM, E5, Caregiver, walked into 

R3's room and stated "I was told to come over 

here and help. Sorry it took a few minutes, I'm 

working on (Memory Care Unity) today." R3 

stated "Put me on the toilet. I need to s**t." R3 

then drove his motorized wheelchair to his 

bathroom and E5 followed. While in the 

bathroom, E5 positioned R3's wheelchair to face 

a grab bar mounted to the bathroom wall. E5 

donned gloves and asked R3 to grab the bar and 

stand up. R3 stated "I'm not standing up without 

help." E5 stated "I'm going to help you." R3 "Not 

by yourself you're not. I'm not standing. I want two 

CNAs (Certified Nursing Assistant) to help." E5 

replied "We do this all the time (R3). Just the two 

of us." R3 replied "No, I've told you I need two 

CNAs to help." E5 "I don't know where anyone 

else is. I had to come over from (Memory Care 

Unit) to help. You'll have to stand with just me." 

R3 replied "I'm not fighting the bar. It's not easy 

with only one of you. I'm not f*****g doing it. I want 

two people" E5 stated "(R3) it'll be easy, I 

promise." R3 "No, it'll be easy with two people." 
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 A4010Continued From page 48 A4010

E5 "It'll only take 2 seconds to stand you up and 

It'll be over before you know it." R3 stated "I told 

you I'm not f*****g moving." At that time, E6 

caregiver, entered the room to and stated, "I was 

told to come help." R3 then agreed to stand. E6 

donned gloves and while standing to R3's left 

side, and E5 standing on R3's rights side, both 

caregivers grabbed R3's gait belt and assisted 

him to stand. R3 reached out, grabbed the bar 

and stood. While standing, R3 started yelling out 

"Ow Ow Ow." as E5 and E6 pulled down R3's 

pants and partially soiled depends. R3 was not 

positioned to transfer to the toilet. While R3 was 

standing, E5 attempted to move R3's motorized 

wheelchair and R3 stated "I can't stand anymore. 

I need to sit back down." E5 and E6 then lowered 

R3 back down to his wheelchair without putting 

anything between the wheelchair seat and R3's 

soiled private areas. E5 then repositioned R3's 

wheelchair and with the aide of E5 and E6, R3 

stood and transferred to the toilet. R3 noted to 

have a bandage to his left foot. 

On 4/26/25 at 7:00 am, E9, LPN stated "(R3) 

requires 2 people to transfer him. He has for a 

while now." 

On 5/2/25 at 9:49 AM, E2, Director of Nursing, 

stated "(R3) used to be independent, but he's a 

two person transfer now. I haven't updated his 

care plan yet, but everyone knows he needs 2 

people. They shouldn't be trying with just one." E2 

was asked about the bandage on (R3)s left foot. 

E2 stated "(R3) has a wound on his left foot and 

it's partially amputated. The toes on his right foot 

are also amputated." E2 was asked if R3's 

wounds should be on the care plan. E2 stated 

"Yes, I have to get that updated." 

On 5/2/25 at 1:51 PM, E19, Caregiver, stated 
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 A4010Continued From page 49 A4010

"(R3) requires a 2 person assist for transfers. He 

can pull himself up for a few seconds, but he isn't 

able to transfer. He needs 2 people for that." 

The establishment's "Resident Services" policy 

dated 3/2024 documents "A service plan shall be 

developed and maintained for each resident that 

corresponds with their individual needs and 

preferences. Procedure 6) Significant changes 

shall be reflected in the resident's service plan 

and in the monthly service change.

 A4020 Section 295.4020 Mandatory Services

This Regulation  is not met as evidenced by:

 A4020

General Violation

Section 295.4020  Mandatory Services

Each establishment shall provide or arrange for 

the following mandatory services:

a) Three meals per day available to the residents, 

prepared by the establishment or an outside 

contractor;

b) Housekeeping services including, but not 

limited to, vacuuming, dusting, and cleaning the 

resident's unit;

c) Personal laundry and linen services available 

to the residents, provided or arranged for by the 

establishment;

d) Security provided 24 hours each day including, 

but not limited to, locked entrances or building or 

contract security personnel;
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e)  An emergency communication response 

system, which is a procedure in place 24 hours 

each day by which a resident can notify building 

management, an emergency response vendor, or 

others able to respond to his or her need for 

assistance; and

f)  Assistance with activities of daily living as 

required by each resident. (Section 10 of the Act)

These requirements were not met as evidence 

by: 

Based on observation, interview and record 

review, the establishment failed to provide 

activities of daily living for 3 residents (R5, R8 and 

R11), failed to feed one resident (R10) and failed 

provide secure access to the establishment. This 

failure has the potential to affect all 57 residents 

residing in the Assisted Living and Memory Care 

unit. 

Findings include:

1. On 4/25 at 9:55 AM, E4, Licensed Practical 

Nurse/LPN, stated "There's an issue with staffing. 

There isn't enough staff to get everything done. 

Showers aren't being done and residents are 

being left in bed until lunch time without am cares 

being done. Some of the residents aren't getting 

fed." 

On 4/25/25 at 10:44 AM, E5 Caregiver, stated 

"They don't staff enough caregivers. There're 

residents that are supposed to get two showers a 

week, but that's not happening. They're being 

given bed baths instead. I was told (R10) didn't 

get fed supper. The day shift found her meal 

untouched in the fridge." 
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On 4/25/25 at 10:56 AM, E6, Caregiver, stated 

"Sometimes there isn't enough staff to get 

everything done. There was a weekend we 

couldn't get all the residents on memory care out 

for breakfast. We got everyone fed, we just 

couldn't get them out to the dining room for 

breakfast on time. We didn't get all the am cares 

done. I don't remember the day, it was a few 

weeks ago, but it was me and another male 

caregiver." 

On 4/26/25 at 7:00 am, E9, LPN stated "They 

aren't staffing enough people. Showers aren't 

getting done, bed baths are being done instead. 

Residents are getting fed and they don't have 

enough help in the morning to get the residents 

up and am cares done. This morning (E13, 

Caregiver) reported to me again that (R10)'s food 

was left in the fridge, untouched, from yesterday." 

On 4/26/25 at 8:10 AM, during observation of 

staff getting residents to the dining room for 

breakfast, R5 observed to have disheveled hair 

and it appears to be greasy. E5, Caregiver, was 

asked the last time R5 received a shower. E5 

stated "I don't know. I plan on getting her 

showered today. Look at this (E5 then ran her 

hand through R5's hair and then showed this 

surveyor her palm. E5's palm looked wet) you 

don't get greasy hair like this in a few days. (R5) 

hasn't had a shower in probably over a week. 

She's not the only one."

R5's care plan documents "Bathing: Hands on 

help with bathing. Two times a week." 

The establishment's shower schedule dated April 

2025 documents R5 is to receive a shower on 

Monday and Thursday. 
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R11's progress noted date 3/7/25 documents 

"(R11) was not changed when I came in for 

second shift. His clothes were soiled, and it 

looked like he had used the bathroom several 

times without being changed." 

R11's care plan documents "Dressing: Full assist 

with dressing. Assist with morning dressing."

R8's progress note dated 3/9/25 documents "This 

writer was called to resident's room to speak with 

family. Daughter expresses concerns with 

resident's care. She states that when (family) 

arrived today at 145pm, resident was still in bed, 

in her night clothes and hadn't been cleaned up 

from overnight. Resident had not been offered 

breakfast. Family got resident up, cleaned and 

fed her breakfast. (Family) left around 3:40pm. 

Daughter arrived around 5:30pm and found 

resident in her apartment in the same spot family 

left her at 3:40pm. Resident had not been offered 

supper. Daughter fed her when she arrived."

R8's care plan documents "Dressing: Pick out 

clothes, verbal cueing, stand by assist. 

Assistance with morning dressing."

On 4/26/25 at 8:28 AM, after serving breakfast, 

E13, Caregiver, was asked about R10's dinner 

plate being let in the refrigerator from the night 

before. E13 stated "It happened again last night. I 

came into work today and (R10)'s meal from 

dinner was in the fridge untouched." E13 was 

asked how she knew it was R10's and that it was 

untouched. E13 stated "(R10) is the only resident 

on a pureed diet and requires feeding. I know it 

was untouched because the plastic wrap hadn't 

been removed and the food was not touched. 

There was no indentation from the spoon or food 
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around the edges. This is the 3rd time I've come 

in and (R10)'s food from the night before was in 

the fridge untouched. I reported it again to (E9). 

They don't have enough staff in the evenings to 

get everything done."

R10's care plan documents "Meals and Nutrition: 

Full assistance with feeding and mealtime 

support. Support participating in dining program. 

(R10) needs physical assistance with feeding. 

(R10) is on a purred diet."

2. . On 4/25 at 8:20 AM, upon arriving at the 

facility, the outside door was not locked and could 

be opened without an access code. Upon 

entering the facility, staff could not be located. 

This surveyor went to the nurses station, 

administrator's office and walked the resident 

hallways. No staff member could be found. As 

this surveyor went back to the dining room area, 

a staff member was spotted walking though and 

stopped and notified the surveyor was in the 

building. During the walkthrough, several 

residents were out in the common areas with no 

staff present. Through out the day, this surveyor 

exited the building without an access code or key 

fob. 

On 4/26/25 at 7:00 AM, upon arrival of the facility, 

the front door could not be opened due to it being 

locked. A button had to be pushed to alert staff to 

open the door. This surveyor attempted to leave 

for lunch, but the front door was locked. An 

employee had to use a code to unlock the door. 

Upon arrival of the facility from lunch, the door 

was still locked and a button had to be pushed to 

alert staff to open the door. 

On 4/26/25 at 2:00 PM, E11, Licensed Practical 

Nurse/LPN, was asked why the front door is 
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locked today versus yesterday. E11 stated "The 

door can be locked and unlocked with the 

computer system. It was unlocked last week and I 

had to have the maintenance guy show me to 

how to lock it. Someone keeps unlocking the front 

door. We have to keep the door locked because 

because we have an exit seeking resident."

On 4/26 at 2:17 PM, E7, Area Health and 

Wellness Coordinator, was asked about the 

doors being unlocked one day and then locked 

another day. E7 stated, "The doors aren't 

supposed to be left unlocked." 

On 5/2/25 at 8:27 AM, upon arrival to the facility, 

the front door could be opened without an access 

code or staff. This surveyor then went to E11 and 

asked about the door being unlocked. E11 stated 

"I was not aware that it was unlocked." and went 

to a computer located in the nurses station. E11 

pulled up a screen that shows the doors and the 

front door had a red tab next to it that read 

"Unlocked." E11 clicked the tab and it switched 

from red to green and read "Locked." E11 then 

stated "I don't know who's unlocking the door."

On 5/2/25 at 10:14 AM, E14, Maintenance, stated 

"Last week I had to show (E11) how to lock the 

doors using the computer system. I'm not sure 

who keeps unlocking them, but they aren't 

supposed to be left unlocked."

 A4060 Seciton 295.4060 Alzheimer's and Demential 

Programs

This Regulation  is not met as evidenced by:

 A4060

General Violation  
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Section 295.4060  Alzheimer's and Dementia 

Programs

a) In addition to this Section, Alzheimer and 

dementia programs shall comply with all of the 

other provisions of the Act.  (Section 150(a) of the 

Act)

 b) No person shall be admitted or retained in an 

assisted living or shared housing establishment if 

the establishment cannot provide or secure 

appropriate care, if the resident requires a level of 

service or type of service for which the 

establishment is not licensed or which the 

establishment does not provide, or if the 

establishment does not have the staff appropriate 

in numbers and with appropriate skill to provide 

such services.  (Section 150(b) of the Act)

 c) No persons shall be accepted for residency or 

remain in residence if the person's mental or 

physical condition has so deteriorated to render 

residency in such a program to be detrimental to 

the health, welfare or safety of the person or of 

other residents of the establishment.  The 

assessment must be approved by the resident's 

physician and shall occur prior to acceptance for 

residency, annually, and at such time that a 

change in the resident's condition is identified by 

a family member, staff of the establishment, or 

the resident's physician.  (Section 150(c) of the 

Act)

d) Individual residents shall be assessed prior to 

admission to the establishment using any one or 

a combination of the following assessment tools, 

based on the resident's condition and stage in the 

disease process:

1) Functional
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A) Functional Activities Questionnaire 

(FAQ)

B) Physical Self-Maintenance Scale 

(PSMS); Activities of Daily Living

C) Instrumental Activities of Daily Living 

(IADL)

D) Clock Drawing Task (CDT)

E) Progressive Deterioration Scale (PDS)

F) Functional Assessment Staging 

(FAST)

2) Cognitive

A) Allen Cognitive Disabilities Theory

B) Alzheimer's Disease Assessment 

Scale, Cognitive Subsection (ADAS-Cog)

C) Blessed Information-Memory 

Concentration Test (BIMC)

D) Short Test of Mental State (STMS)

E) Clinical Dementia Rating Scale (CDR)

F) Mini-Mental State Examination 

(MMSE)

3) Global

A) Clinical Global Impression of Change 

(CGIC)

B) Clinical Interview-Based Impression 

(CIBI)

C) Global Deterioration Scale (CDS)

D) Brief Cognitive Rating Scale (BCRS) 

(to use with Global Deterioration Scale)

e) No person shall be accepted for residency or 

remain in residence if the person is dangerous to 

self or others and the establishment would be 

unable to eliminate the danger through the use of 

appropriate treatment modalities.  (Section 150(d) 

of the Act)

f) No person shall be accepted for residency or 

remain in residence if the person meets the 

criteria provided in subsections (b) through (g) of 
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Section 75 of the Act. (Section 150(e) of the Act)

g) If an establishment accepts any individuals 

with cognitive impairments that prevent them 

from safely evacuating the establishment 

independently, sufficient staff members shall be 

present and awake 24 hours a day to assist in 

evacuation.

 h) An establishment that offers to provide a 

special program for persons with Alzheimer's 

disease and related disorders shall:

1)  Disclose to the Department and to a 

potential or actual resident of the establishment 

information as specified under the Alzheimer's 

Special Care Disclosure Act;

2)  Ensure that a resident's representative is 

designated for the resident;

3)  Develop and implement policies and 

procedures that ensure the continued safety of all 

residents in the establishment including, but not 

limited to, those who:

A) May wander; and

B) May need supervision and assistance 

when evacuating the building in an emergency;

4) Provide coordination of communications 

with each resident, resident's representative, 

relatives and other persons identified in the 

resident's service plan;

5) Provide, in the service plan, appropriate 

cognitive stimulation and activities to maximize 

functioning, which include a structure and rhythm 

that are comfortable and predictable; offer an 

appropriate balance of rest and activity and 

private and social time; allow residents to express 

their accustomed social roles, whatever they may 

be; offer residents access to familiar activities 

that they enjoyed doing and that tap memories 

and retained abilities; and provide the flexibility to 

accommodate variations in the resident's mood, 
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energy level, and inclination;

6) Provide an appropriate number of staff for 

its resident population. The establishment shall 

provide staff sufficient in number, with 

qualifications, adequate skills, education, and 

experience to meet the 24-hour scheduled and 

unscheduled needs of the residents and who 

participate in ongoing training, to serve the 

resident population. At a minimum, at least one 

staff member shall be awake and on duty at all 

times;

7) At a minimum, provide 1.4 hours of 

services per resident per day.  For purposes of 

this Section, services shall mean assistance with 

activities of daily living, activities-based 

programming, and services delivered to the 

resident to meet the unique needs of residents 

with dementia;

8)  Require the manager and direct care staff 

to complete sufficient comprehensive and 

ongoing dementia and cognitive deficit training as 

set forth in subsection (i) of this Section;

9) Develop emergency procedures and 

staffing patterns to respond to the needs of 

residents; (Section 150(f) of the Act)

10) Provide encouragement to eat snacks 

and meals and to take liquids; and

11) Have a supervisor of the program with 

training as outlined in subsection (i)(1) of this 

Section.

 i) Training requirements for individuals working in 

a special program:

1) Manager qualifications and training:

A) The manager of an establishment 

providing Alzheimer care or the supervisor of an 

Alzheimer program must be 21 years of age and 

have:

 i) a college degree with documented 

course work in dementia care, plus one year of 
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experience working with persons with dementia; 

or

ii)     at least two years of 

management experience with persons with 

dementia.

B) The manager or supervisor must 

complete, in addition to the training required in 

subsection (i)(2) of this Section and in Section 

295.3020, six hours of annual continuing 

education regarding dementia care.

2) Staff training:

A) All staff members must receive, in 

addition to the training required in Section 

295.3020, four hours of dementia-specific 

orientation prior to assuming job responsibilities 

without direct supervision within the 

Alzheimer's/dementia program.  Training must 

cover, at a minimum, the following topics:

i) basic information about the causes, 

progression, and management of Alzheimer's 

disease and other related dementia disorders;

ii) techniques for creating an 

environment that minimizes challenging behavior;

iii) identifying and alleviating safety 

risks to residents with Alzheimer's disease;

iv) techniques for successful 

communication with individuals with dementia; 

and

v) residents' rights.

B) Direct care staff must receive 16 hours 

of on-the-job supervision and training  within the 

first 16 hours of employment following orientation. 

Training must cover:

i) encouraging independence in and 

providing assistance with the activities of daily 

living;

ii) emergency and evacuation 

procedures specific to the dementia population;

iii) techniques for creating an 

environment that minimizes challenging 
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behaviors;

iv) resident rights and choice for 

persons with dementia, working with families, 

caregiver stress; and

v)  techniques for successful 

communication.

 

C) Direct care staff must annually 

complete 12 hours of in-service education 

regarding Alzheimer's disease and other related 

dementia disorders.  Topics may include:

i) assessing resident capabilities and 

developing and implementing service plans;

ii) promoting resident dignity, 

independence, individuality, privacy and choice;

iii) planning and facilitating activities 

appropriate for the dementia resident;

iv) communicating with families and 

other persons interested in the resident;

v)  resident rights and principles of 

self-determination;

vi) care of elderly persons with 

physical, cognitive, behavioral and social 

disabilities;

vii) medical and social needs of the 

resident;

viii) common psychotropics and side 

effects;

ix) local community resources; and

x)  other related issues.

These Requirements were not met as evidence 

by: 

Based on observation , interview and record 

review, the establishment failed to have staff 

complete required training prior to working on an 

Alzheimer's and Dementia care unit. This failure 
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has the potential to affect all 14 residents residing 

in the memory care unit.

Findings include: 

R10's care plan documents "Meals and Nutrition: 

Full assistance with feeding and mealtime 

support. Support participating in dining program. 

(R10) needs physical assistance with feeding. 

(R10) is on a purred diet."

The establishment's daily staffing dated 5/2/25 

documents 2 caregivers calling off for 1st shift 

and E18, Housekeeper, being assigned to the 

memory care unit. 

On 5/2/25 at 12:01 PM, E18 was asked if she 

was a CNA or caregiver. E18 stated "I'm a 

housekeeper. They had call offs today and were 

short handed, so I'm over here helping out. I've 

been here since 7am." E18 was asked if she was 

trained in resident care for the memory care unit. 

E18 stated "I haven't been trained." E18 was 

asked how she's been helping in the memory 

care unit. E18 stated "I've been assisting 

residents to the bathroom, escorting them to the 

dining room and I've been sitting with one of the 

residents that requires more of a one on one." 

On 5/2/25 at 12:40 pm, E18 observed feeding 

R10 her pureed lunch meal. 

On 5/2/25 at 1:13 pm, E18 was asked if she was 

trained on how to feed residents. E18 stated, "No, 

I never got training on how to feed residents." 

E18 was asked if she ever had any type of 

on-the-job training or orientation prior to working 

with the residents on the memory care unit. E18 

stated "No. I was never trained. I did the 

computer training, but I never shadowed anyone 
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to learn what to do." 

On 5/2/25 at 1:22 PM, E3, Assistant Director, was 

asked if staff are required to have training prior to 

working with residents on the memory care unit. 

E3 stated "They do the online training through 

(Computer Training Program)." E3 was asked if 

E18 received training to feed residents. E3 stated 

"You don't have to be trained to feed residents." 

E3 verified that she asked E18 to help out on the 

memory care unit and stated "We had some call 

offs today, so I texted (E18) and had her go over 

there to help. She's worked over there before."

 A5000 Section 295.5000 Medication Reminders, 

Supervision of Self Med

This Regulation  is not met as evidenced by:

 A5000

General Violation

Section 295.5000  Medication Reminders, 

Supervision of Self-Medication, Medication 

Administration and Storage

a)         An establishment may provide medication 

reminders, supervision of self-administered 

medication, and medication administration as an 

optional service.

b)         Medication reminders include:

1)         Reminding residents to take 

pre-dispensed, self-administered medication;

2)         Observing the resident; and

3)         Documenting whether or not the resident 
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took the medication.

c)         Supervision of self-administered 

medication means assisting the resident with 

self-administered medication using any 

combination of the following. Supervision of 

self-administered medication by unlicensed 

personnel shall be under the direction of a 

licensed health care professional.

1)         Reminding residents to take medication;

2)         Confirming that residents have obtained 

and are taking the dosage as prescribed;

3)         Reading the medication label to residents;

4)         Checking the self-administered 

medication dosage against the label of the 

medication;

5)         Opening the medication container for a 

resident who is physically unable to do so;

6)         Confirming that residents have obtained 

and are taking the dosage as prescribed; and

7)         Documenting in writing that the resident 

has taken (or refused to take) the medication.

d)         Medication administration refers to a 

licensed health care professional employed by an 

establishment engaging in administering routine 

insulin and vitamin B-12 injections, oral 

medications, topical treatments, eye and ear 

drops, or nitroglycerin patches.  Non-licensed 

staff may not administer any medication.  

(Section 70 of the Act)

e)         Medication stored by a resident in the 
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resident's unit shall be stored and controlled as 

stated in the resident's service plan and shall be 

inaccessible to other residents.

f)         If an establishment provides medication 

administration or supervision of self-administered 

medication, the establishment's medication 

policies and procedures shall be approved by a 

physician, pharmacist, or registered nurse and 

shall address:

1)         Obtaining and refilling medication;

2)         Storing and controlling medication;

3)         Disposing of medication;

4)         Assisting in the self-administration of 

medication and medication administration, as 

applicable; and

5)         Recording of medication assistance 

provided to residents and maintenance of 

medication records.

g)         If an establishment provides medication 

administration or supervision of self-administered 

medication, a drug reference guide, no older than 

2 years from the copyright date, shall be available 

and accessible for use by employees.

h)         Any medication stored by the 

establishment shall meet the following 

requirements:

1)         Medication shall be stored in a locked 

container, cabinet, or area that is inaccessible to 

residents;

2)         Medication shall not be left unattended by 
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an employee;

3)         Medication shall be stored in the original 

labeled container, except for medication 

organizers, and according to instructions on the 

medication label;

4)         A bathroom or laundry room shall not be 

used for medication storage; and

5)         Any expired or discontinued medication, 

including those of deceased residents, shall be 

disposed of according to the establishment's 

medication policies and procedures.

i)          Except for medication organizers, resident 

medication shall not be pre-poured. Medication 

organizers may be prepared up to one month in 

advance by the following individuals:

1)         A resident or the representative;

2)         A resident's relatives;

3)         A nurse; or

4)         As otherwise provided by law.

j)          A separate medication record shall be 

maintained for each resident receiving medication 

administration and shall include:

1)         Name of resident;

2)         Name of medication, dosage, directions, 

and route of administration;

3)         Date and time medication is scheduled to 

be administered;

Illinois Department  of Public Health

If continuation sheet  66 of 816899STATE FORM 9KGM11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/22/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

ASL510054 05/02/2025

C

NAME OF PROVIDER OR SUPPLIER

BICKFORD - BLOOMINGTON

STREET ADDRESS, CITY, STATE, ZIP CODE

14 HEARTLAND DR

BLOOMINGTON, IL  61704

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)

 A5000Continued From page 66 A5000

4)         Date and time of actual medication 

administration; and

5)         Signature or initials of the employee 

administering medication.

These Requirements were not met as evidence 

by: 

Based on observation, interview and record 

review, the establishment failed to track and 

dispose of a discontinued narcotic medication 

and failed to administer medications as ordered 

by the physician for two residents (R8, R13) out 

of four residents reviewed for medications in the 

sample.

Findings include: 

1. On 4/25 at 9:55 AM, E4, Licensed Practical 

Nurse/LPN was asked to see the facility's 

narcotic refrigerator. E4 opened the fridge and 

pulled out a box of Lorazepam liquid 30 ml 

(milliliter) that was still sealed and stated, "This is 

the only one we have in the fridge." The 

Lorazepam was filled on 2/25 for R8. E4 was 

asked how they track the narcotics and E4 stated 

they have narcotics count sheet on the computer 

that each nurse signs off at each shift change. E4 

was asked to show this surveyor the narcotic 

count sheet. E4 pulled up the count sheet and 

stated "I don't see the Lorazepam on here. Oh, I 

know why, the order was discontinued." E4 was 

unable to answer when the last time the 

Lorazepam was accounted for. 

On 4/25 at 3:28 PM, E7, Area Health and 

Wellness Coordinator, was asked about the 

establishment's policy on narcotic storage and 

tracking. E7 stated the narcotics are tracked on a 
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count sheet during shift hand off. E7 then verified 

R8's Lorazepam was discontinued on 4/1/25 and 

stated the narcotics are only supposed to be held 

for up to 14 days after being discontinued. E7 

pulled up R8's medication administration record 

and verified R8's Lorazepam was discontinued on 

4/1/25.

R8's medication administration record dated April 

2025 documents R8's Lorazepam was 

discontinued on 4/1/25.

2. On 4/26/25 at 7:00 am, E9, LPN stated "There 

are residents that require nighttime medications 

that aren't being given. If you look at the MAR 

(Medication Administration Record) you'll see 

comments saying "No PM nurse or no night nurse 

to give." You need to look at (R13)'s MAR from 

yesterday (4/25/25). She has insulin that wasn't 

given because there was no nurse here to 

administer it. I was told (E4, LPN) left when you 

did yesterday around 4:30-5PM." 

R13's Care Plan documents "Medication 

Management: Full assistance with medication 

administration management." 

R13's Physician Order's documents the following 

medications:

Agamatrix Test Presto. Use to test blood sugar 

after meals and at bedtime. 

Carvedilol 6.25mg. Take one tablet by mouth 

twice daily. 

Humalog Kwik Injection 100/ml. Inject 

subcutaneously per sliding scale after meals and 

every night at bedtime. 

Hydralazine 50 mg. Take one tablet by mouth 

twice daily for hypertension.

R13's MAR dated April 2025 documents R13's 
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5:00 pm Agamatrix (blood sugar), 5:00 pm 

Carvedilol 6.25mg, 6:00 pm Humalog Kwik 

Injection (Insulin) and 5:00pm Hydralazine 50mg 

was not administered on 4/25 due to "No PM 

Nurse." 

E4's time card dated 4/25/25 documents E4 

worked from 6:47 am to 12:01pm

On 5/2/25 at 9:49 AM, E2 DON was asked for 

timecard showing a nurse worked in the building 

after 12:01 pm on 4/25/25. E2 stated he was not 

aware that E5 left early on 4/25/25, and that 

resident medications were not given as a result. 

E2 was shown R13's MAR documentation 

showing medication was not given due to no pm 

nurse. E2 stated "That should never happen. I'll 

look into it."

On 5/2/25 at 2:02 PM, E2 stated there is no 

timecards showing a nurse was in the building 

after 12:01 PM on 4/25/25.

 A6000 Section 295.6000 Resident Rights

This Regulation  is not met as evidenced by:

 A6000

General Violation

Section 295.6000  Resident Rights

a)         No resident shall be deprived of any 

rights, benefits, or privileges guaranteed by law, 

the Constitution of the State of Illinois, or the 

Constitution of the United States solely on 

account of his or her status as a resident of an 

establishment, nor shall a resident forfeit any of 

the following rights:
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1)         The right to live in an environment that 

promotes and supports each resident's dignity, 

individuality, independence, self-determination, 

privacy, and choice and to be treated with 

consideration and respect;

2)         The right to respect for bodily privacy and 

dignity at all times, especially during care and 

treatment;

3)         The right to retain and use personal 

property, unless such use infringes on the health, 

safety, or welfare of other individuals, and a place 

to store personal items that is locked and secure;

4)         The right to designate any individual to 

participate with the resident or in the resident's 

name in the development of the written service 

plan;

5)         The right to receive the services specified 

in the service plan, to review and renegotiate the 

service plan at any time; and to be informed of 

the cost of the changes;

6)         The right to direct his or her own care and 

negotiate the terms of his or her own care;

7)         The right to refuse services unless such 

services are court ordered or the health, safety, 

or welfare of other individuals is endangered by 

the refusal, and to be advised of the 

consequences of that refusal;

8)         The right to exercise free choice in 

selected activities, schedules, and daily routine;

9)         The right to exercise free choice in 

selecting a primary care provider, pharmacy, 
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home health provider, or other service provider 

and to assume responsibility for any additional 

costs incurred as a result of such choices. 

However, an establishment may specify how 

medications are packaged by a pharmacy if the 

resident receives administration of medication;

10)         The right to request to relocate or refuse 

to relocate within the facility based upon the 

resident's needs, desires, and availability of such 

options;

11)         The right to the free exercise of religion 

and to participate or refuse to participate in 

religious, social, recreational, rehabilitative, 

political or community activities;

12)         The right to be free of chemical and 

physical restraints;

13)         The right to be free of abuse or neglect 

or financial exploitation or to refuse to perform 

labor;

14)         The right to confidentiality of the 

resident's medical, financial, or other records. 

The release of a record shall be by written 

consent of the resident or the resident's 

representative and shall specify the 

circumstances under which each individual record 

may be released, except as specified by law;

15)         The right to privacy in financial and 

personal affairs;

16)         The right of access and the right to 

review and copy the resident's personal files 

maintained by the establishment, during normal 

business hours or at a time agreed upon by the 

resident and the establishment;
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17)         The right to privacy with regard to mail, 

phone calls, and visitors;

18)         The right to uncensored access to the 

State Ombudsman or his or her designee, and 

the right to refuse access to a State Ombudsman 

or Department reviewer;

19)         The right to be free of retaliation for or 

constraint from criticizing the establishment or 

making complaints to appropriate agencies or any 

agency or individual;

20)         The right to 24 hour access to the 

establishment and all common areas of the 

establishment;

21)         The right to a minimum of 30-day notice 

of any change in a fee or charge or the availability 

of a service;

22)         The right to a minimum of 90-day notice 

of a planned establishment closure;

23)         The right to a minimum of 30-day notice 

of an involuntary residency termination, except 

where the resident poses a threat to himself or 

others, or in other emergency situations, and the 

right to appeal such termination;

24)         The right to a 30-day notice of 

delinquency and at least 15 days right to cure 

delinquency.  (Section 95 of the Act)

b)         Nothing in this Part is meant to limit a 

resident's right to choose his or her health care 

provider.  (Section 75(h) of the Act)

These requirements were not met as evidence 
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by: 

Based on observation, interview and record 

review, the establishment failed to identify and 

treat pressure ulcers for two residents (R1, R2), 

address pain from a pressure ulcer for one 

resident (R2), failed to immediately report a 

change in condition and delayed sending a 

resident needing immediate medical attention to 

the hospital for one resident (R6) and failed to 

treat a resident's pain with ordered PRN (as 

needed) medication in a timely manner for one 

resident (R7) out of 6 residents reviewed for 

neglect in the sample. These failures resulted in 

R2 being sent to the hospital for a bleeding 

wound requiring treatment and R6 being in 

prolonged pain to the point she was yelling die.

Findings include: 

1. On 4/25/25 at 9:55am, E4, Licensed Practical 

Nurse/LPN stated R1 has a wound on his heel 

and there's no treatment orders or assessments 

for it. 

On 4/25 at 1:20 PM, E4 and this surveyor entered 

R1's room. E4 pulled R1's shoe and sock off his 

left foot and elevated it to show the pressure 

ulcer. There is wound on R1's left heel 

approximately 3cm X 1cm. E4 stated "There are 

no treatments for this. It's gotten bigger." R1 

stated 'They put something on it and wrapped it 

when I first got here, but nothing has been done 

since." 

R1's care plan documents "Dressing: The 

Caregiver will assist (R1)  in dressing his lower 

body; ensuring he has a clean depend on. The 

Caregiver will monitor (R1) skin for any changes 

such as redness bruising or open areas and 
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report to the Nurse immediately."

R1's medical record documents R1 was admitted 

to the establishment on 4/2/25. 

R1's progress note dated 4/7/25 documents 

"Spoke with ED nurse. Resident is being admitted 

to (local Hospital) with sepsis, UTI, left foot ulcer 

and aortic aneurysm. POA was notified by this 

writer."

R1's progress note dated 4/12/25 documents 

"skin opening noted to L (left) heel. resident 

denies pain. area cleansed with NS (normal 

saline) TAO (Triple Antibiotic Ointment) and 

bordered dressing applied. POA and MD notified 

via voice voice. will continue to monitor." 

R1's progress note dated 4/24/25 documents 

"(R2) has a skin opening on left heel. Area 

cleaned with NS, TAO applied and left open to air. 

resident rates his pain to this area 8 out of 10." 

R1's medical record does not contain an 

assessment or wound treatment orders for R1's 

left heel wound. 

On 5/2/25 at 9:49 am, E2 Director of Nursing was 

asked why R1's wound was not addressed. E2 

verified there were no treatment orders for his 

wound and stated "The physician was notified." 

E2 is unable to explain why R1 was not getting 

wound treatments. 

2. On 4/25/25 at 9:46am, E4 stated R2 has a 

wound on his buttocks that he was admitted with 

and it hasn't been addressed. E4 stated they're 

only putting a Lotrimin cream on it and it's gotten 

a lot worse. There has been no evaluation on it or 

dressing treatment orders for it since his 
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admission over a month ago. 

R2's care plan documents" Dressing: The 

caregiver will assist (R2) in dressing his lower 

body. The Caregiver will monitor (R2) skin for any 

changes such as redness, bruising or open areas 

and report to the (establishment) nurse 

immediately. Bathing: Assistance with bathing 

twice a week."

R2's physician order documents "Start date: 

4/11/25. Clotrim/Beta CRE DIPROP apply to 

bilateral buttocks every day and night shift for 

wound care.

R2's progress note dated 4/11/25 documents 

"Referral sent to (Home Health/HH1) and waiting 

on evaluation and treatment plan. (R2) was 

updated. Wound cleaned with warm water and 

mild soap and cream applied."

R2's progress note dated 4/19/25 documents 

"(R2) has an open area to the intergluteal cleft. 

Three areas open and has complaints of pain 

when sitting. Lotrisone cream applied to area - 

per doctor orders. (R2) was reminded to shift his 

weight when sitting. (R2) verbalizes 

understanding."

R2's progress note dated 4/23/25 documents 

"(HH2) notified and referral sent. (R2) stated he 

has a Hospital Bed being delivered Friday. (R2) 

has been to meals and took his medication and 

current treatment order completed." 

R2's progress note dated 4/24/25 documents 

"Return call from (HH1). (HH1) is unable to admit 

him to their services they are already booked. 

(HH2) called and said they are currently only 

taking (Internal)
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patients at this time. R2 updated. POA updated."

R2's Progress note dated 4/25/25 documents 

"This writer was called to residents room for a 

complaint. Resident states that he has increased 

pain in his buttocks. Resident expresses concern 

with the worsening of his wounds and reports that 

he did not receive the Lotrisone treatment during 

the day on April 23 and April 24th. Resident 

expresses that he was told to "shift his weight" 

but does not understand how he is suppose to do 

this when the wounds are on both sides. Resident 

is currently using a gel seat cushion in his recliner 

and attempts to shift his weight the best he can. 

Resident will have a hospital bed delivered on 

Friday.

R2's progress noted dated 4/29/25 documents 

"This writer was called to residents apartment for 

a blood trail from bathroom to living room. 

Resident states that he thought he urinated on 

himself but when he got to the bathroom he seen 

blood on the floor. This writer used wound wash 

to gently wash the wounds on both sides of 

buttocks. Bleeding appears to be coming from 

lower left side wound. Light pressure applied to 

stop bleeding. Resident reports a constant 

burning sensation in buttocks. Wounds cleaned 

and patted dry. Barrier cream applied." 

R2's Progress note dated 4/30/25 documents 

"This writer was called to residents apartment 

with concerns of bleeding from buttocks. 

Resident was sitting in his chair with a depend on. 

He said he had been bleeding for awhile and was 

unable to get it to stop. I observed several 

puddles of blood in the kitchen with blood sprayed 

up on the wall. There was a blood trail from 

residents bedroom to living room. There was 

several blood puddles in the bathroom and blood 
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sprayed on the bathroom walls. This writer asked 

resident to lay on his bed on his left side to 

valuate wounds. Pressure was applied and 

bleeding continued. Resident sent to (Local 

Hospital).  Voicemail left for (E2) and (E3). This 

writer assisted resident in calling his daughter to 

let her know the situation." 

R2's medical record documents R2 was admitted 

to the facility on 3/23/25. R2's medical record 

does not document wounds identified or 

assessed prior to 4/11/25. 

On 4/25 at 1:20 PM, E4 and this surveyor entered 

R1's room. E4 pulled R1's shoe and sock off his 

left foot and elevated it to show the pressure 

ulcer. There is wound on R1's left heel 

approximately 3cm X 1cm. E4 stated "There are 

no treatments for this. It's gotten bigger." 

On 4/25 at 1:25 PM, E4 and this surveyor entered 

R2's room. E4 asked R2 to stand and assisted 

R2 with lowering his pants and depends. R2 has 

a wound on his right buttocks approximately 8 cm 

X 3cm and a wound on his left buttocks 

approximately 13 cm X 4 cm. E4 agreed with the 

approximate size and stated "When he got here, 

the right and left were only about 3 cm X 2 cm. 

The cream they ordered to put on the wounds 

isn't doing a thing. He needs an actual dressing 

applied." R2 was asked if it's painful and he 

stated "Yes, it's really sore. It's hurts all the time. 

They (nurses) know it. The cream doesn't help. 

They're supposed to be looking for a wound 

nurse to come in and treat it. They have missed 

some of my treatments." R2 was asked to rate 

his pain on a scale of 0-10. R2 stated "It's 

commonly a 7-8/10. It's really sore. "

On 5/2/25 at 9:49 am, E2, Director of Nursing, 

Illinois Department  of Public Health

If continuation sheet  77 of 816899STATE FORM 9KGM11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/22/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

ASL510054 05/02/2025

C

NAME OF PROVIDER OR SUPPLIER

BICKFORD - BLOOMINGTON

STREET ADDRESS, CITY, STATE, ZIP CODE

14 HEARTLAND DR

BLOOMINGTON, IL  61704

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)

 A6000Continued From page 77 A6000

was asked why there's no documentation of R2's 

wound until 4/11/25 when he admitted on 3/23/25 

stated. E2 stated "We didn't know about (R2) 

wound because he didn't tell us until 2 weeks 

after he got here." E2 was asked how staff did not 

see it when R2 requires assistance with dressing 

and showers. E2 stated "He sits in a shower chair 

and they wash his underneath and didn't see it. 

I'm not sure about getting him dressed." E2 was 

asked why it took the establishment 12 days to 

send another referral for wound care. E2 stated 

"We were waiting to hear back from (HH1)." E2 

was asked why the establishment didn't address 

R2's pain. E2 stated "I'm not sure."

3. On 4/26/25 at 7:00 AM, E9, LPN, stated "On 

3/25 at 1:58 am, I texted (E8, Caregiver) to see 

how (R7) was doing. (E8) stated (R7) was in pain 

during the last rounds and wouldn't let the 

caregivers reposition her. I asked if (E8) had 

gotten a hold of (E2, Director of Nursing) and she 

said she tried contacting him, but he didn't 

answer. (E2) should have been there that night. 

(R7) was on hospice and actively dying. At 2:35 

AM, (E8) texted me saying that (R7) was in so 

much pain that she was yelling die die die. I 

called the facility and talked to (E8) and I could 

hear (R7) in the background yelling die die die. 

(E8) said she called (E2) again with no answer 

and left a message. I then texted (E8) at 2:45 AM 

and told her that I was on my way in to administer 

the lorazepam and morphine. I got there around 

3:30 and (R7) was in a lot of pain. I administered 

the PRN Lorazepam and Morphine. I called (E2) 

let it ring and hung up. (E2) called back after 

that." 

R7's progress note dated 3/25/25 documents 

"This writer called to check on resident. Caregiver 

reports that resident is crying out in pain and 
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yelling "die die die". When I arrived to the unit I 

could hear resident calling out from the med 

office. Pulse prior to medication was 118. Ativan 

.5mg given with MS (Morphine) 1ml. After 

approximately 5 minutes, residents pulse was 82. 

(E2) notified by phone. "

R7's medical record documents R7 was on 

hospice. 

R7 progress note dated 3/23/25 documents 

"Hospice has d/c'd (discontinued) scheduled 

medications and she now only takes PRN 

comfort meds per Hospice orders. (R7) is not 

eating or drinking at this point of time. POA and 

Hospice agree to give (R7) her PRN comfort 

medications as needed and ordered to keep (R7) 

comfortable."

R7's Physician Orders dated March 2025 

documents: 

Lorazepam 0.5mg. Take one tablet every 2 hours 

as needed for anxiety/shortness of breath.

Morphine Sulfate Solution 100/5ml. Give 0.5 ml 

(10mg) by mouth every 2 hours as needed for 

mild to moderate pain/Air hunger.  

The establishments staffing schedule dated 

3/24/25 does not have a nurse scheduled to work 

from 7pm-7am. 

On 4/26/25 at 3:10 PM, E7, Area Health and 

Wellness Coordinator, was asked how the 

establishment administers PRN medications 

when there is no night nurse. E7 stated "The 

on-call nurse comes in and administers the 

medication."  E7 verified the on-call nurse on 

3/25/25 was E2. E7 was informed that it took the 

(E2) over 90 minutes to contact the facility after 

the staff tried calling him due to R7's pain. E7 
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stated "Taking over 90 minutes to respond when 

a resident is in pain is unacceptable. I would 

expect the on-call to respond within 10-15 

minutes." 

4. On 4/25 at 2:45 PM, E4, LPN, stated "When I 

came in to work on 4/16, (E8, Caregiver) came 

up to me at 745am and told me (R6) was hot to 

the touch and unresponsive. I went to check on 

(R6) and he was not responding to commands. I 

took his vitals, and his heart rate was 160 (Beats 

per minute). I couldn't believe it was that fast. I 

Immediately called 911 to have him transferred to 

the hospital." 

On 4/25/25 at 3:24 PM, E8, Caregiver stated "At 

6:45 am, I went in to check on (R6) and he was 

unresponsive and hot to the touch. I got his vitals 

and he was running a temperature and his HR 

was 160 There was no nurse on staff that night or 

on-call nurse. (E2) was out of town on vacation or 

something, so I waited for (E4) to show up to 

work to notify her. It was about an hour from the 

time I noticed (R6)'s change in condition to when I 

reported it to (E4).

R6's progress note dated 4/16/25 documents "At 

0745 caregiver (E8) reported change of condition.  

Upon assessment resident is in bed supine, eyes 

open unable to verbalize. HR (Heart Rate) 168 

use of accessory muscles noted. Temperature 

103.7 Glucose : Hi. Spo2 (Oxygen Saturation) 88. 

Resident transported to (Local Hospital) ER via 

ambulance POA/wife at bedside during transfer. 

At 1000 am, POA called to confirm resident is 

COVID 19 +." 

R6's hospital medical record dated 4/16/25 

documents R6 was admitted to the hospital due 

to sepsis and COVID-19 and passed away on 
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4/21/25. 

R6's Death Certificate documents R6 died on 

4/21/25 due to acute hypoxic respiratory failure 

due to sepsis and COVID-19 infection. 

On 4/25 at 3:28 PM, E7 stated E8 should not 

have waited for E4 to come to work to report R6's 

change in condition. R6 needed to be sent to the 

hospital immediately. 

On 4/26/25 at 10:51 AM, E3 Assistant Director, 

with E7 Area Health and Wellness Coordinator 

present, stated  E8, Caregiver, does not have her 

CPR Certification. 

On 5/2/25 at 8:41 AM, E3 verified that E15 does 

not have a CPR certification and confirmed the 

night (4/16 10p-6a shift) when R6 had a change 

in condition, E8 and E15 were the only 2 

employees in the building and neither employee 

has a CPR certification
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