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Initial Comment
Annual and FRI/IL00199988 of 1/31/26

Annual Licensure survey, the following were
cited:

Section 295.5000 - a) d)
Section 295.7000 - a) 6) 7) 9) 10)

FRI/IL00199988 of 1/31/26

The folowing were cited:

Section 295.3000 - a) h) 1) 2) 3) 7)
Section 295.4010- a) d) e) g) 1) A) 2) 3)
Section 295.6000 -a) 13

Section 295.6010-a) 2) b

Section 295.3000 Personnel Requirmts, Qualifns,
and Trng

This Regulation is not met as evidenced by:
Type 1 Violation

Section 295.3000 Personnel Requirements,
Qualifications and Training

a) h)1)2)3)7)

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 residents' population. (Section 35(a)
(3) of the Act)
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.
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3) Service to meet the needs of each
resident, including 24 hours scheduled and
unscheduled needs, general supervision, and the
ability to intervene in a crisis.

7) Any optional services to be provided
by the establishment as stated in the service
plan.

These requirements were not met, as evidenced
by:
Based on interview and record review, the facility
failed to:
1.  Employ qualified staff to conduct thorough
and accurate assessments of residents.
2. Conduct monitoring and supervision of
residents identified to have the following risk
factors:

a. Behaviors

R1's wandering and agitation.

R5's inappropriate sexual behavior.

b. Risk for fall (R1)

c. R5's wound management.
3. Analyze the possible root cause(s) of R1's
"unwitnessed" fall incidents to minimize or
prevent further falls from happening.
4. Notify supervisors regarding R5's incident on
July 18, 2025, where R5 attempted to have
"relations" with a resident.

These failures resulted in:

1.R1's unwitnessed fall on September 29, 2025.

R1 sustained a fracture of the left clavicle. R1

continued to sustain "unwitnessed" fall incidents.
a. On February 16, 2026, R1 was found on

the floor bleeding from the left arm, with 10 cm

laceration on the left elbow, identified as a

"traumatic wound."

2.R5's left great toe wound identified on

December 31, 2025, progressed to an
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unstageable wound, became infected, and
subsequently developed osteomyelitis that
required amputation of the hallux on February 5,
2026.

3.0n July 18, 2025, R5 was attempting to have
"relations" with a resident in a room. This was not
investigated.

These failures create a substantial probability of
severe harm or death to a resident or residents.

This applies to two (R1 and R5) of seven
residents in the sample.

The findings include:

i. On February 27, 2026, at 1:56 PM, R1 was
observed with E13 sitting in the dining room. R1
was noted to have cognitive impairment, be
self-aware, and ambulate with a walking device.
E13 (Life Enrichment Manager) described R1 as,
"A wanderer who goes around the unit all day. R1
thinks they're in charge of everyone here. R1 is
very hard of hearing." At 2:20 PM, E1 (Executive
Director) and E2 (Resident Care Director/ RN)
described R1 to have cognitive deficit, requires a
one-person physical assist from the staff with
activities of daily living, requires supervision and
redirection, and at risk of fall. E2 said,
"Depending on the day, R1 wants to go home and
is exit seeking. R1 is a 'walker' who goes around
the unit and into other residents' rooms. R1 goes
into their drawers, closets, and takes stuff out.
Like | said, it just depends on the day. R1 is a
busy lady ... Yes, R1 needs supervision."

On September 22, 2025, at approximately 8:00
PM, R1 had an unwitnessed fall. R1 complained
of pain and was sent to the hospital. R1 was
diagnosed with fracture of the left clavicle. R1
was readmitted back in the community. Upon
return, there was no thorough assessment and
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no follow-up assessment conducted.

R1's service plan was not revised; the community
had not addressed R1's clavicular fracture, and
no interventions were implemented to minimize
additional fall incidents. R1 continued to sustain
unwitnessed falls. These failures resulted in
additional unwitnessed fall incidents as follows:

- On February 16, 2026, at 1:57 AM, R1 was
found on the floor bleeding from the left arm, skin
tear noted on the left elbow, identified as
"traumatic wound" measured at 10 cm in length.
- On February 19, 2026, at 3:45 PM, another
unwitnessed fall in the dining room.

These findings were discussed and confirmed by
E2 (Resident Care Director/RN) on March 3,
2026.

ii. On March 3, 2026, at 12:00 PM, E3/LPN,
explained R5 exhibited "inappropriate sexual
behavior" during med pass. E3/ LPN said, on July
12, 2025. "l went into R5's room to give the
breathing treatment, R5 grabbed both of my
hands and tried to kiss me. | was so frightened,
after | got out of R5's room, the two care
managers, (unidentified) knew about R5's
behavior. | was so blindsided! | wasn't told about
R5's sexual behavior! No, | had not read or given
any report about R5's sexual aggressiveness."
(a) On July12, 2025, at 14:29, E3 documented
this incident in R5's nurses note as follows:
"Resident was behavioral this morning. Relayed
to Director of Nursing. Will continue to monitor."
(his was the complete documentation of E3.
There was no further description provided on
what behavior the staff needed to monitor. There
was no further documentation or follow-up
assessment or monitoring done after this
incident. R5's service plan was not updated to
address this behavior that may affect both the
safety of staff, R5, and other residents.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING:
ASL510349 B. WING 03/05/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1601 GREEN BAY ROAD
SUNRISE OF HIGHLAND PARK
HIGHLAND PARK, IL 60035
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
A3000 | Continued From page 3 A3000

lllinois Department of Public Health

STATE FORM

600 9PBW 11

If continuation sheet 4 of 30




PRINTED: 03/18/2026

FORM APPROVED
Illinois Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
ASL510349 B. WING 03/05/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1601 GREEN BAY ROAD
SUNRISE OF HIGHLAND PARK
HIGHLAND PARK, IL 60035
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

A3000 | Continued From page 4

(b) On March 5, 2026, at 10:411 AM, E9/LPN,
stated, "l called the Power of Attorney to inform
him about R5's behavior." E9 notes read:

On July 12, 2025, at 15:18, E9/LPN called and
notify R5's Power of Attorney regarding the
incident with E3. R5 was "aggressive/with
sexually suggestive behavior toward AM nurse on
duty (E3), This writer(E9) spoke to Power of
Attorney only regarding that day's incident. Also,
the care staff in REM (the unit) noted that there
have been numerous other incidents."

E9's statement, "There have been numbers of
other (sexual behaviors) incidents," was not
documented in R5's progress notes. E2 (Resident
Care Director/RN) was unable to provide notes
but was aware of these behaviors.

(c) R5 nurse's notes dated July 18, 2025, at
21:45: E9/LPN documented: resident (R5) was
attempting to have "relations" with a resident in
room 419.

On March 5, 2026, E9/LPN with E2 (Director of
Nursing), and E10 (Resident Care Coordinator) at
10:41 AM, E9 said, "l do not remember about that
incident. Yes, | documented that, but | do not
recall what happened. | have my own personal
problems. If | didn't write the Director of Nursing
was notified, then | did not."

This incident was not reported to the
Mangers/Supervisor. This incident was not
investigated, nor was monitoring done.

iii. R5 moved into the community on August 15,
2025, with diagnoses to include diabetes mellitus
type 2 with diabetic polyneuropathy. R5
ambulates with a mobility device (walker).

On December 31, 2025, R5's nurses' notes
identified with two areas of wounds:

1. Left great big toe measured at 2.0 cm length
X 2.0 cm width X0.3 cm depth, with 100% slough.
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2. Buttocks, no specific location, description or
measurement.

On January 2, 2026, R5's wound on the left great
big toe was identified as an "unstageable wound"
and the buttocks as a Stage 2 measured at 2.0
cm X 1.5 cm X 0.2 cm. R5's nurses notes read:
"Left great toe looks REALLY BAD."

On January 5, 2026, R5 wound was identified
with carbapenem-resistant infection.

On February 5, 2026, R5 was sent to the hospital
for hallux amputation due to osteomyelitis.

The presence of R5's wounds were not
monitored. The care and treatment were not
integrated with the outside provider. There was
no consistent assessment/documentation found
in R5's clinical record. On March 3, 2026, E2
(Resident Care Director/RN) explained that the
community staff does not provide any wound
treatment; the residents with wounds are treated
by a home health agency and they have their own
binder.

A4010| Section 295.4010 Service Plan A4010

This Regulation is not met as evidenced by:
Type 1 Violation

Section 295.4010 Service Plan -REPEAT
VIOLATION

a,d, e, g(1)(A)2,3

a) Based on the physician's assessment and
establishment evaluation (see Section 295.4000),
a written service plan shall be developed and
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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.
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 residents' physical,
cognitive, or functional condition (see Section
295.4000).
g) Service plans shall address:

1) The level of service the resident is
receiving, including:

A) assistance with activities of daily

living.

2) The amount, type, and frequency of
health-related services needed by the resident.

3) Staff responsible for the provisions of
the service plan.

These requirements were not met, as evidenced
by:
Based on interview and record review, the facility
failed to:
1. Develop a preventative plan of care to
address:
a. Alteration in skin related to diabetes (R5).
b.R1's risk for fall
2. Develop a plan of care and identify:
a. R1's wandering behavior.
b.R5 wound on the left great toe and,
c. R5 inappropriate sexual behaviors.
3. Follow R1's intervention to attempt to identify
the factor(s) that may have contributed to R1's
falls.
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4. Revised R1's plan of care to address the:

a. R1's decline/changes in functional mobility
related to the fracture of the clavicle on
September 22, 2025.

b.R5's wound to left great toe.

These failures resulted in:

1. R5 wound on the left great toe identified on
December 31, 2025, progressed to unstageable
wound, identified as infected on January 5, 2026
(Carbapenem Resistant) and an avoidable
amputation on February 6, 2026, due to
osteomyelitis.

2. R1's unwitnessed fall on September 22, 2025,
that resulted in a closed displaced fracture of
shaft of the left clavicle.

3.R1 unwitnessed fall on February 16, 2026, with
resulting "traumatic wound" measured at 10 cm in
length.

These failures create a substantial probability of
severe harm or death to a resident or residents.

This applies to two (R1 and R5) of seven
residents in the sample.

The findings include:

I.  R5 moved into the community on August 15,
2025, with diagnoses to include diabetes mellitus
type 2 with diabetic polyneuropathy. R5
ambulates with a mobility device (walker).

R5 service plan dated December 29, 2025, was
presented. Under the skin service plan section,
R5's was identified with clean and intact skin and
staff to observe for and report any changes in
skin. There was no preventative plan of care to
address the possible complications related to
diabetes mellitus.

R5's nurses notes dated December 31, 2025,
identified two areas of wounds:

lllinois Department of Public Health

STATE FORM

6899 9PEW11 If continuation sheet 8 of 30




Illinois Department of Public Health

PRINTED: 03/18/2026
FORM APPROVED

1. Left great big toe measured at 2.0 cm length

X 2.0 cm width X0.3 cm depth, with 100% slough.

2. Buttocks, no specific location, description or
measurement. RS's service plan was not revised
to address the plan of care for these identified
wounds. This finding was confirmed by E2
(Resident Care Director) on March 3, 2026.

(A) On January 2, 2026, R5's wound on the left
great big toe was identified as an "unstageable
wound" with the same measurement as before.
The buttocks now identified as Stage 2 measured
at2.0cm X 1.5 cm X 0.2 cm. R5's nurses notes
read: "Left great toe looks REALLY BAD." No
further assessment, description, or notation of
what the wound was provided. R5 service plan
remains unrevised.

(B) On January 5, 2026, R5's wound was
identified positive for carbapenem-resistant
infection. R5 service plan remains unrevised.
(C) On February 5, 2026, osteomyelitis was
identified. R5 was sent to the hospital for hallux
amputation. Upon readmission to the community,
R5&'s service plan is still unrevised.

From the time that the wound was identified on
December 31, 2025, through readmission after
surgical intervention on February 6, 2026, R5's
service plan was not revised, no interventions
were implemented to prevent the progression of
the wound and to prevent the amputation.

On March 3, 2026, at 10:40 AM, E2 (Resident
Care Director/RN) confirmed and stated, "l don't
see any wound care plan! "

i. On February 27, 2026, at 1:56 PM, R1 was
observed with E13 sitting in the dining room. R1
was noted to have cognitive impairment, be
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self-aware, and ambulate with a walking device.
E13 (Life Enrichment Manager) described R1 as,
"A wanderer who goes around the unit all day. R1
thinks they're in charge of everyone here. R1 is
very hard of hearing." At 2:20 PM, E1 (Executive
Director) and E2 (Resident Care Director/ RN)
described R1 to have cognitive deficit, requires a
one-person physical assist from the staff with
activities of daily living, requires supervision and
redirection, and at risk of fall. E2 said,
"Depending on the day, R1 wants to go home and
is exit seeking. R1 is a 'walker' who goes around
the unit and into other residents' rooms. R1 goes
into their drawers, closets, and takes stuff out.
Like | said, it just depends on the day. R1 is a
busy lady ... Yes, R1 needs supervision."

(a) On February 27, 2026, at 2:00 PM, E2 was
unable to show R1's behavior was identified in
the most recent service plan. E2 stated, "We do
not call it wandering, we call it walking!"

The "walking" behavior, including entering other
resident rooms, was not identified in the most
recent care plan (September 24, 2025).

(b) R1's service plan identified R1 with "actual
fall."

- R1's nurses notes dated September 22,
2025, show an unwitnessed fall and R1
complained of pain. R1 was transferred to the
Emergency Room and was diagnosed with a
fracture to the left clavicle.

The fall service plan intervention identified was to
evaluate R1 and attempt to identify the factors
that may have contributed to R1's fall. This was
not followed. The community had not analyzed
the possible root cause(s) of R1's fall incident. On
February 27, 2026, at 4:00 PM, E2 stated, "I'll try
to find it!" Nothing was presented. There was no
investigation conducted and there was no
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evidence that R1's service plan was revised upon
readmission.
R1 continued to sustain unwitnessed falls:

(c) On February 16, 2026, at 1:57 AM, was
found on the floor bleeding from the left arm, skin
tear noted on the left elbow, identified as
"traumatic wound" measured at 10 cm in length.
(c) On February 19, 2026, at 3:45 PM, another
unwitnessed fall in the dining room. These
findings were discussed and confirmed by E1 and
E2 on February 27, 2026, and on March 5, 2026.

A5000| Section 295.5000 Medication Reminders, A5000
Supervision of Self Med

This Regulation is not met as evidenced by:
Type 1 Violation

Section 295.5000 Medication Reminders,
Supervision of Self-Medication, Medication
Administration and Storage

(@), (d)

a) An establishment may provide medication
reminders, supervision of self-administered
medication, and medication administration as
optional service.

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)

These requirements were not met, as evidenced
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by:

Based on interview and record review, the facility
failed to:

1. Administer the right medications as
prescribed by the Attending Physicians.

2. Follow the community medication
administration policy and procedures to
administer the right medications to the right
resident.

These failures resulted in R4 receiving six tablets
of wrong medications, not prescribed by R4's
attending physician. This incident occurred on
July 12, 2025. R4 was sent to the Emergency
Room and was diagnosed with iatrogenic
hypotension and was given intravenous (V) fluid
therapy.

This failure creates substantial probability of
severe harm to R4 and to all residents.

This applies to one (R4) of one resident reviewed
for policy and procedures
implementation/medication error.

The findings include:

An incident of medication error on July 12, 2025,
was submitted to the Department on July 16,
2025. This report reads as follows:

On July 12, 2025, at 8:30 AM, resident
(unidentified) received another resident's
(unidentified) medication in error. Medication
received in error includes the following:
Carvedilol 25 milligrams

Finasteride 5 milligrams

Furosemide 20 milligrams

Gabapentin 100 milligrams

Metformin 100 milligrams and,

. Prednisone 5 milligrams.

These unidentified residents were R5 and R4. R4
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received these six medications prescribed for R5.
R4's nurses notes noted: R4 was with low blood
pressure (not recorded). R4 was sent to
Emergency Room, received IV fluids.

The community medication policy and procedure
read:

To help reduce the risk of medication errors,
nurses are taught the "five rights of medication
administration". Also known as the "5R's", these
principles help to ensure the right drug, the right
dose, the right route, and the right patient, at the
right time.

1. Right drug: Check the label. It can be easy to
accidentally give the wrong resident the wrong
medication.

2. Right dose: double check the label to see
what does need to be given.

3. Right person: take a careful second look to
ensure that the name on the bottle matches the
resident.

These procedures were not followed and resulted
in this medication error incident.

On March 3, 2026, at 12:00 PM, E3/LPN,
explained, "l went into R5's room to give the
breathing treatment, R5 grabbed both of my
hands and tried to kiss me. | was so frightened,
and | got out of R5's room. | was blindsided!" E3
continued by saying: "After the incident, | went out
of R5's room. No, | did not give R5 medications.
Yes, | put R5's medication in my med cart, then |
prepared R4's medication. | made a mistake and
grabbed R5 medications and gave them to R4.
Yes, | did check R4's vitals and the blood
pressure was too low. R4 was sent to the
Emergency Room and was given |V (Intravenous
therapy treatment).”

A6000| Section 295.6000 Resident Rights A6000
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This Regulation is not met as evidenced by:
Type 1 Violation

Section 295.6000 Resident Rights

a)13

a) No resident shall be deprived of any rights,
benefits, or privileges guaranteed by law, the
Constitution of the State of lllinois, 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:

13) The right to be free of abuse or neglect or
financial exploitation or to refuse to perform labor.

These requirements were not met, as evidenced
by:

Based on interview and record review, the facility
failed to:
1. Conduct a thorough investigation related to:
a. R2's alleged "elopement" incident.
b. An employee (E12) to resident's (R1)
physical abuse.
2. Provide the least restrictive alternative/
interventions to R2.
3. Follow the doctor's recommendation on
February 27, 2026, to move R2 to a lower level of
care (regular unit).
4. Conduct consistent monitoring of R5's wound
on the left great toe identified on December 31,
2025, to prevent possible complication.
5. Provide a safe abuse free environment for
residents living with dementia.
These failures resulted in:
1. R2 an alert and competent resident (R2):
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A. Confinement in a locked Memory Care
Unit from August 6, 2025, to present related to a
"staff approved/consented" outdoor walk on
August 3, 2025.

B. Emotional distress. R2 verbalized by
feeling of sadness, hard to get used to, no one to
talk to (with equally cognitive functioning) and
activities that are geared towards the residents in
the unit (Memory Care Unit).

C. Delayed implementation of doctor's
recommendation to move R2 back to the regular
floor (not on a locked Memory Care Unit).

2. Rb5's wound deterioration, presence of
infection (with carbapenem-resistant infection)
and was amputated on February 5, 2026, due to
osteomyelitis (bone infection).

3. R1 was physically abused by E12 (Care
Manager) on January 31, 2026.

These failures create a substantial probability of
severe harm or death to a resident or residents.

This applies to three (R2, R5 and R1) of 7
residents reviewed in the sample.

The findings include:

i. R2 moved into the establishment on July 14,
2025, with diagnoses to include hyperlipidemia,
major depressive disorder, neurocognitive
disorder with Lewy bodies and essential
hypertension.

Cognitive notes found in R2's clinical records
show:

- R2's admission history and physical dated
July 13, 2025, recorded R2 as "alert and oriented,
with good judgement and insight. Attention and
concentration focused and appropriate."

- The initial/admission nurses notes described
R1 as alert and oriented x 3-4.
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- The Neuropsychological evaluation dated
February 27, 2026), identify R2 "does not have
evidence of memory impairment."”

On February 27, 2026, at 5:00 PM, E6/Care
Manager described R2 as, "very alert and
oriented. Can verbalize needs and do all her own
activities of daily living. "R2 doesn't need any help
from us (staff). R2 stays in the room most of the
time. No, no behavior at all. Very nice lady!"

On August 3, 2025, a reportable incident marked
as an "elopement" was sent to the Department.
The incident was documented as: At
approximately 9:30 AM, resident left the facility for
a walk to corner and back to "clear her head".
After one hour, resident had not returned to
residence. R2 did return at approximately 1:30
PM without apparent harm.

On February 27, 2026, at 4:35 PM, E2 (Resident
Care Director/RN) requested to review R2's
incident report claiming that the incident
happened quite awhile (August 3, 2025) and
hardly remember the incident. After reviewing the
notes, E2 explained, "the family agreed that R2
can go for an outside walk. Well, they really didn't
say that (go for an outside walk) but because R2
was in Assisted Living, can ambulate
independently (without any device), so R2 can do
that (outside walk), besides the when the family
come to visit, they take R1 for a walk. The
concierge (E2 was unsure who) saw R2 go out
and asked R2 to sign out. This happened after
breakfast, around 9:30 AM. At 1:30 PM, the
concierge was worried because R2 was not back
yet and informed E4 (LPN/nurse on duty)."

On March 3, 2026, at 11:46 AM, E4/LPN
described R2 as, cognitively intact, no behavior
and resides in the Assisted Living section of the
establishment. E4 stated R2 was new to the
establishment (admitted on July 14, 2025) from
home and a very independent resident. R1's
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daughters come to visit and take R2 for a walk.
E4 stated, "l do not recall the incident." E4's
nurses note was read (to E4) and E4 said, "oh
yes, now | recall! Yes, | think the Concierge, | am
not sure who (not documented in the nurse's
notes) but | think it was E5. So, the concierge
called and asked me if R2 can go for a walk. R2
was in Assisted Living so of course she can. R2 is
alert and oriented. No, | didn't ask where she is
going and how long she be gone."

On March 3, 2026, at 1:03 PM, E5/Concierge,
recalled "l only met R2 twice. After breakfast R2
came down and gave me her room key. It was
odd because we do not ask the residents to do
that (R2 was admitted on July 14, 2025). R2
asked me if she could go outside for a walk. |
alerted the Nurse (E4), E4 said 'it's okay!" | open
the front door for R2. No, | didn't ask where she
was going or what time she would be back. |
noticed that R2 had been gone for longer than
two hours, so | called E4. We found R2 in the
front gazebo sitting, | don't think we restrict them
on how long they can go out.

On February 27, 2026, at 5:50 PM, R2 explained
the incident in detail. R2 said, "after breakfast, |
just wanted to go out to clear my head.
Sometimes it's hard for me to calm myself. | get
anxious at times, so | decided I'll go for a walk. |
signed out at the lobby and told the receptionist
I'm just going for a walk and will be back. No, |
wasn't asked how long, or | was not told how long
| should be out. | was not asked where | was
going but | went across the street by the church; |
just sat there. | didn't realize they were looking for
me. No, | didn't bring my phone with me. Around
1:30 PM when | came back, they said they were
looking for me. | didn't realize | was gone for a
long time; | just lost track of my time!"

R2 continued and expressed, "they (the
Management) decided because of what | did
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(went for a walk), they transferred me from 2nd
floor (Assisted Living) to the 4th floor (locked
Memory Care Unit). No, they didn't give us other
option other than moving to a locked unit. | really
wish there were other options because | am
struggling here. It's hard to get used to this place
(4th floor), it makes me sad, but | am trying my
best! The people here are different. No one that |
can talk to, and there are not enough things to do
here. They have more activities downstairs (2nd
floor). Here the activities are geared towards
these residents. | am not there yet! So, | stay
mostly in my room."

On March 3, 2026, at 2:14 PM, E2 (Resident
Care Director/RN) with E1(Executive Director),
E2 stated, "because of R2's cognitive limitations
and emotional behaviors, anxiety and delusions,
feeling scared and the "elopement" incident, we
(management) decided to move R2 to the
secured-locked unit (Memory Care Unit). R2
needed structured and routine care from the staff.
R2 is now happier."

On February 27, 2026, a neuropsychological
evaluation was conducted. This evaluation

shows:

a. (page 5 of 6) - R2 "does not have evidence of
memory impairment.

b. Recommendations:

R2 resides on the memory disorder floor.
Memory disorder care tends to be the highest
level of care and is often needed with patients
with significant impairment in activities of daily
living or in those with safety concerns. At this
time, R2's memory is retrieval- based as
observed in those with Lewy Body dementia. Now
that hallucinations and delusions are managed
with medication.

R2 could be considered for a move to a floor
which offers a lower level of care.

On March 3, 2026, at 2:30 PM, E2 confirmed that
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R2 went for neuro evaluation "recently" (February
27, 2026) and but had not read the result of the
assessment during this interview. R2 remained in
a locked Memory Care Unit on the 4th floor. E2
stated, "I'll review the results and
recommendations then we will have a
management meeting, we want to make sure we
have time to prepare the resident too then we will
schedule a meeting with R2's family."

On February 27, 2026, at 5:40 PM, R2 stated,
"yes, | would love to go back to the 2nd floor, and
my daughters had been talking with them
(Management) since | was transferred here (in
the Memory Care Unit on August 6, 2025) to put
me back in the Assisted Living."

ii. R5 moved into the community on August 15,
2025, with diagnoses to include diabetes mellitus
type 2 with diabetic polyneuropathy. R5
ambulates with a mobility device (walker).

R5's nurses notes show the following notations
regarding R5's wounds:

1. December 31, 2025, identified two areas of
wounds:

a. Left great big toe measured at 2.0 cm length
X 2.0 cm width X0.3 cm depth, with 100% slough
and,

b. Buttocks, no specific location, description or
measurement.

2. OnJanuary 2, 2026, R5's wound on the:

a. Left great big toe was identified as
"unstageable wound".

b. Buttocks as Stage 2- measured at 2.0 cm X
1.5cm X 0.2 cm.

3. OnJanuary 2, 2026, R5's nurses notes read:
Left great toe "LOOKS REALLY BAD." There was
no assessment documented describing R5's
wound to understand and have picture of the
word use "LOOKS REALLY BAD!"

4. OnJanuary 5, 2026, R5 wound was identified
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with carbapenem-resistant infection.

R5 most recent service plan dated December 29,
2025, was presented. Under the skin section of
R5's service plan, R5's was identified with "clean
and intact skin" and an intervention for staff to
observe for and report any changes in skin. R5's
service plan was not revised to address R 5's
deteriorating wound to the left great toe and the
stage 2 on the buttocks.

5. On February 5, 2026, R5 was sent to the
hospital for hallux amputation due to presence of
osteomyelitis (a serious infection of the bone).
The presence of R5's wounds were not monitored
and documented. On March 3, 2026, at 2:40 PM,
E2 (Resident Care Director/RN) explained, the
community staff does not provide wound
treatment. The wounds are being treated by the
home health agencies, and they have their own
binder.

iii. On February 27, 2026, at 1:28 PM, E8 (Lead
Care Manager) described R1 with confusion due
to dementia, ambulating with a device (walker)
and wanders in the unit as well as entering other
resident's room. E8 stated, "most of the time R1
is sweet but can get agitated too!"

On January 31, 2026, E8/Lead Care Manager
claimed witnessing an employee (E12) physically
abusing a resident (R1).

On February 27, 2026, at 1:28 PM, E8 described
the incident and said, "R1 had a busy day that
day. R1 was walking (wandering) all over,
everywhere! R1 was very confused that day,
trying to open rooms and all! We were serving
lunch at that time when | heard R1 yelled, 'you're
hurting me, put me down!" Yes, R1 yelled this
several times. | went to see what's going on and |
saw E12 coming back from his break, coming out
from the elevator, and went to R1 who was
standing by the (nursing) station. E12 grabbed
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R1's underarm and carried R1 all the way to the
couch. I told E12 to put R1 down. E12 slam R1
into the couch. After R1 was put down
aggressively into the couch, R1 was saying 'Oh
my God!' R1 was shaking and looked pale and
kept saying 'that hurts!" E12 said, 'l had it with her
(R

E7/LPN conducted a skin assessment and
identified and documented the following: Resident
(R1) reported, 'that man grabbed my arm and
hurt me!' The following were identified:

i. Bruise on the left upper lateral arm.

ii. Bruise on the medial aspect of the left
forearm.

ii. Bruise over left elbow.

The written statement from E12 claimed the
entire incident was witnessed by the nurse (E7)
and did not intervene or assisted during the
incident and added that the nurse (E7 needs
more training!

A6010| Section 295.6010 Abuse, Neglect, and Financial
Exploitation Pr

This Regulation is not met as evidenced by:
Type 1 Violation

Section 295.6010 Abuse, Neglect, and Financial
Exploitation Prevention and Reporting
a(2),b(1-7)

a) When the establishment has a reasonable
belief that a resident has been the victim of
abuse, neglect, or financial exploitation, the
establishment shall:

2) Investigate and develop a written report
within 14 days after the initial report. The
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establishment shall send the written report to the
Department 24 hours after it is completed and
shall maintain a copy of the written report on the
premises for 12 months after the date of the
report.

b) A written report of the investigation
conducted pursuant to subsection (a)(2) shall
contain at least the following:

1) Dates, times, and description of the
alleged abuse, neglect or financial exploitation.
2) Description of any injury to the resident.
3) Description of any change in the

resident's physical, cognitive, functional, or
emotional condition.

4) Any actions taken by the licensee.

5) A list of individuals and agencies
interviewed or notified by the establishment.

6) Names of witnesses to the alleged abuse,
neglect, or financial exploitation; and

7) If the abuse, neglect, or financial

exploitation is substantial, a description of the
action to be taken by the establishment to prevent
the abuse, neglect or financial exploitation from
occurring in the future

These requirements were not met, as evidenced
by:

Based on interview and record review, the facility
failed to:

1. Conduct a thorough investigation related to
a. Anemployee (E12) to R1's incident of
physical abuse on January 31, 2026.

b. R1's incident of unwitnessed fall on
September 22, 2025.

2. ldentify the possible root cause of R1's fall
and to develop and implement specific
preventative plan of care.

3. Conduct assessment and monitoring of R5's
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wound on the left great toe.

These failures resulted in:

a. Awitness physical abuse of an employee
(E12/Care Manager) to a resident (R1) on
January 31, 2026:

(1) E12 "grabbed R1's underarm, carried R1 all
the way from the nursing station into the living
room and slam R1 into the couch."

(2) R1 was heard by the staff yelling, "you're
hurting me, put me down!" and saying, "that
hurts!" and "that man hurts me!"

(3) Upon assessment R1 was found with
multiple bruises:

iv. Bruise on the left upper lateral arm.

v. Bruise on the medial aspect of the left
forearm.

vi. Bruise over left elbow.

b. R5's wound to the left great toe identified on
January 31, 2025, deteriorated, infected
(carbapenem-resistant) and with Osteomyelitis
that leads to amputation on February 5, 2026.

c. Anunwitnessed fall on September 22, 2025,
that resulted in R1's fracture of the left clavicle.

This failure creates a substantial probability of
severe harm or death to a resident or residents.

This applies to one (R1) of one reviewed for
abuse and resident with njury.

The findings include:

I.  An employee (E12) to resident (R1) physical
abuse incident on December 31, 2025, was
submitted to the Department. This incident was
witnessed and reported by a staff/E8 (Lead Care
Manager).

On February 27, 2026, at 1:28 PM, E8 said, "R1
had a busy day that day. R1 was walking
(wandering) all over, everywhere! R1 was very
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confused that day, trying to open rooms and all!
We were serving lunch at that time when | heard
R1 yelled, 'you're hurting me, put me down!" Yes,
R1 yelled those words several times. | went to
see what's going on and | saw E12 coming back
from his break, coming out from the elevator, and
went to R1 who was standing by the (nursing)
station. E12 grabbed R1's underarm and carried
R1 all the way to the couch. | told E12 to put R1
down. E12 slams R1 into the couch aggressively.

On January 31, 2026, an initial and final report
(together in one page) was submitted to the
Department that read:

- INITIAL: Received a report on January 31,
2026, at 12:57 PM of alleged physical abuse of a
resident (unidentified on this report). Removed
alleged perpetrator (unidentified) from the
community immediately and initiated an
investigation.

- FINAL REPORT: Per statements, employee
E8 (Lead Care Manager) informed coordinator
E10 (Resident Care Coordinator) that she (E8)
overheard resident (R1) saying stop it, you're
hurting me. E8 walk over and ask the employee
(E12/Care Manager) not to do that. E8 then saw
E12 grabbed resident (R1) by the arms and
carried her(R1) into the couch in the living room
very aggressively and sat her (R1) down.

E7/LPN stated that resident(R1) told her 'A man
grab my arm and hurt me!".

The following are the written statements from the
staff obtained by the establishment, which were
presented:

- E12/ Care Manager: R1 became agitated and
began kicking the door near the care team station
(nursing station). During this time, R1 kicked me
(E12/ Care Manager), scratched me, verbally
abused me, including saying that if | had placed
her hearing aid in her ears, she would throw them
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out. There has been an ongoing issue with her
hearing aids being misplaced. To prevent further
disruption and ensure the safety of the care team
as someone was on break in the care team room,
| used minimal contact to move the resident (R1)
away from the care team room. No time did |
push her (R1) with the force, or act with
aggression. My action was solely intended to
redirect her (R1) away from the area and de-
escalate the situation. The nurse (E7) was
present during the entire incident and witnessed
the interaction. The nurse (E7) did nothing. did
not intervene or assist during the event. The
nurse needs more training.

- E8 (Lead Care Manager-1st shift): | heard the
resident (R1) screaming 'stop, you're hurting me'.
It was R1. | walked over and asked E12 not to do
that. E12 grabbed R1 by the arms and carried her
(R1) to the couch in the living room very
aggressively and sat her down into the couch

- E10 (Resident Care Coordinator): | received
a call from E8, E8 had a concern with E12
grabbing a resident (R1) and sitting the residents
(R1) in the living room chair ...R1 was in the room
with coat on and stated, 'yes, | wanted to leave
because the guy pushed her and grabbed her left
arm. Pointing to the upper and lower part of the
arm. Residents (R1) said, 'the guy picked her up
and sat her on the chair ...

- E7/LPN wrote: Resident (R1) reported, 'that
man grabbed my arm and hurt me!' Four areas of
bruising were observed as follows:

vii. Bruise on the left upper lateral arm.

viii. Bruise on the medial aspect of the left
forearm.

ix. Bruise over left elbow

X. Bruise left knee.
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This incident was not thoroughly investigated.
There was no summary or conclusion on what
interventions will be implemented to prevent
similar incidents from occurring and keep
residents safe. The community just collected
staff statements and attached to

ii. On September 22, 2025, an unwitnessed fall
incident of R1 was reported to the Department
that reads as follows:

- The initial report: Resident (R1) fell and
complaint of pain. R1 was transferred to
Emergency Room.

- The Final Report dated September 29, 2025,
read as follows: On September 22, 2025, at
approximately 8:00 PM, the resident (R1) fell.
Resident complaint of pain. Sent to the hospital.
PCP /Attending Physician and Power of Attorney
notified. R1 was diagnosed with fracture of the
left clavicle. On September 24, 2025, R1 went to
the doctor and received an order for sling for
comfort.

This was the complete investigation as
presented. There was no thorough investigation
conducted to analyze the possible root cause of
R1's unwitnessed fall. This was confirmed by E1
(Executive Director) and E2(Resident Care
Director) on February 27, 2026, at 5:00 PM.

Secton 295.7000 Resident Records

This Regulation is not met as evidenced by:
Type 1 Violation

Section 295.7000 Resident Records

a, 6,7,9 10

A6010
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a) Service delivery contracts and related
documents executed by each resident or
resident's representative shall be maintained by
the establishment from the date of execution until
three years after the date the contract is
terminated. (Section 105 of the Act)

6) Notation of assessments and evaluations
conducted pursuant to Section 295.4000.

7) The service plan, its amendments and
updates.

9) Notation of known accidents, incidents or
injuries.

10) Documentation of any significant change

in a resident's behavior or physical, cognitive, or
functional condition that would trigger an
assessment or evaluation, and action taken by
employees to address the resident's changing
needs.

These requirements were not met, as evidenced
by:

Based on interview and record review, the facility
failed to:

1. Document the specific symptoms and
behavior as observed.

2. Document accurate assessment and detailed
information as observed.

3. Document follow up assessment, monitoring
and supervision as needed.

These failures resulted in:

1. Lack of supervision, monitoring and
documentation on the progression of R5's
behavior that makes the community an unsafe
environment for residents and staff members of
being unaware, unmonitored and undocumented
residents' behavior. A. On July 12, 2025, R5
grabbed E3/LPN's hands and tried to kiss E3.

B. R5's exhibiting "numbers of other sexual
/behavioral incidents.
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C. July 18, 2025, R5 was found in a room
attempting to have "relations" with female
resident.

2. Staff are unable to explain the specific
information related to the documented notes.
a. "R5 was found in a room attempting to have
"relations" with female resident.

3. Rb5's left great toe wound (unstageable,
identified on December 31, 2025) described as
"looks really bad". This wound deteriorated,
tested positive for infection and was amputated
on February 5, 2026, due to Osteomyelitis.

These failures create a substantial probability of
severe harm in the Memory Care Unit.

This applies to one (R5) of one resident identified
with inappropriate behavior.

The findings include:

i. OnJuly12, 2025, at 14:29: 14:29, E3
documented in RS's nurses notes show:
"Resident was behavioral this morning. Relayed
to Director of Nursing. Will continue to monitor."
(this was the complete documentation of E3).
There was no further description provided of what
the behavioral symptoms were observed.

On March 3, 2026, at 12:00 PM, E3/LPN,
explained, "l went into R5's room to give the
breathing treatment, R5 grabbed both of my
hands and tried to kiss me. | was so frightened,
and | got out of R5's room. Then, | was talking to
the two care managers (unidentified) if they knew
about R5's behavior, which they do know but |
wasn't told about R5's sexual behavior! No, | had
not read or given a report about R5's sexual
aggressiveness."

There was no further documentation or follow-up
done after this incident.

B. On July 12, 2025, at 15:18, E9/LPN
documented: R5's Power of Attorney contacted
regarding aggressive/sexually suggestive
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behavior toward AM nurse on duty. This writer
spoke to Power of Attorney ONLY about THIS
day's incident. Also, the note-per-care staff in
REM (the unit) where there have been numbers
of other incidents.

C. R5 nurse's notes dated July 18, 2025, at
21:45: E9/LPN documented: resident (R5) was
attempting to have "relations" with a resident in
room 419.

On March 5, 2026, E9/LPN with E2 (Director of
Nursing), and E10 (Resident Care Coordinator) at
10:41 AM, E9 said, "l do not remember about that
incident. Yes, | documented that, but | do not
recall what happened. | have my own personal
problems!"

ii. R5 moved into the community on August 15,
2025, with diagnoses to include diabetes mellitus
type 2 with diabetic polyneuropathy. R5
ambulates with a mobility device (walker).

R5's nurses notes dated December 31, 2025,
identified two areas of wounds:

3. Left great big toe measured at 2.0 cm length
X 2.0 cm width X0.3 cm depth, with 100% slough.
4. Buttocks, no specific location, description or
measurement.

On January 2, 2026, R5's wound on the left great
big toe was identified as "unstageable wound".
Buttocks - Stage 2 measured at 2.0 cm X 1.5 cm
X 0.2 cm. R5's nurses notes read: Left great toe
"LOOKS REALLY BAD."

On January 5, 2026, R5 wound was identified
with carbapenem-resistant infection.

On February 5, 2026, R5 was sent to the hospital
for hallux amputation due to osteomyelitis.

The presence of R5's wounds were not monitored
and documented. On March 3, 2026, E2
(Resident Care Director/RN) explained, the
community staff does not provide wound
treatment. The wounds are being treated by the
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home health agencies, and they have their own
binder.
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