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Initial Comment

Complaint # 2641485 / 1L.200020
Violation cited:
295.9040 a) b)

Complaint # 2641556 / 1L200030
Violation cited:
295.9040 a) b)

Complaint # 2641557 / 1L200031
No Violation Cited

Complaint # 2641558 / 1L.200032
Violation cited:
295.9040 a) b)

Facility Reported Incident Investigation to Incident
dated 2/18/26 1L200336

Violation cited:

295.6000 13)

Complaint # 2642217 / 1L.200343
No Violation Cited

Complaint # 2642229 / IL200345
No Violation Cited

Section 295.6000 Resident Rights

This Regulation is not met as evidenced by:
Type 2 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 lllinois, or the
Constitution of the United States solely on
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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;

Based on interview and record review the facility
failed to ensure residents are free from any form
of abuse including physical abuse in the facility.
This failure resulted in R1 putting R2 in a
headlock and R1 sustaining scratches on his
chest and hands. This failure creates a
substantial probability of harm to residents in the
facility.

Findings include:

The Facility Policy Abuse, Neglect and
Exploitation Prevention and Reporting dated
5/27/25, documents, "1. Purpose: To protect
residents from abuse, neglect, and exploitation
and to establish procedure for reporting,
investigating and responding to allegations in
compliance with lllinois law and administrative
code. Scope: This policy applies to all employees,
volunteers, contractors, residents and visitors at
the facility."

R1's Progress Notes dated 2/18/26 documents,
"Staff reported that resident (R1) had been
screaming, "Wake Up" for several hours.
Whenever staff asked him what they could do for
him, he would tell them to "get the f*** out." He
stated he intended to wake the whole facility.
Resident threw himself out of his wheelchair x 3
and staff would put him back into wheelchair each
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time. Staff offered to assist resident into bed but
resident refused, offered snacks and television,
but resident refused. Staff reported a second
resident (R2) entered resident's room and tripped
and fell. Upon staff attempting to assist (R2),
resident (R1) moved forward and and put (R2)
into a headlock. Both residents struggled with
each other and staff tried to separate them, was
able to get (R1) to release his hold on (R2) and
noted to have sustained four reddened scratches
to chestand a 0.1 cm x 0.1 cm skin tear to left
posterior hand, experienced no pain, blood
pressure at baseline and range of motion within
normal limits. Alert to self and surroundings.

R2's Progress Notes dated 2/18/26 documents,
"Staff reported that at 5:00 AM (R1) stripped off
his clothing again and entered (R1's) room. (R2)
tripped and fell against the wall of (R1's) room.
When staff tried to assist (R2) up, (R1) moved
forward and put resident into a headlock. The two
residents had a physical struggle and staff was
able to separate them.(R2) denied any discomfort
ROM within normal limits for resident. No redness
or discoloration to neck. Escorted resident to his
own room and allowed staff to dress him.

On 3/5/26 at 10:25 AM, E2/Director of Wellness
stated that Z6/R2's Nurse Practitioner ordered an
emergency inpatient hospital admission for R2 on
2/18/26 and R2 was transferred to a nearby
hospital and was admitted there. E2 stated R2
was already on 15 minute safety checks and new
medications ordered a week prior due to
increasing behaviors of agitation and physical
aggression towards staff. E2 stated that around
midnight on 2/18/26, R2 was stripping his
clothing and was entering other residents' rooms
but staff redirection provide until R2 entered R1's
room and the altercation between R1 and R2
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happened. E2 stated R2 is still at the behavioral
unit of the hospital. E2 stated that R1 is verbally
and physically inappropriate towards female staff
and uses racial slurs, throwing himself out of his
wheelchair, disruptive behavior at night with intent
to wake facility up and increased safety
monitoring and new medication was ordered on
2/11/26.

A9040| Section 295.9040 Environmental Requirements A9040

This Regulation is not met as evidenced by:
Type 2 Violation

Section 295.9040 Environmental Requirements

a) The establishment shall be kept in a clean,
safe and orderly condition and in good repair.

b) The establishment shall be free of odors.

Based on observation, interview and record
review the facility failed to ensure residents'
bathrooms and toilets are clean and rooms free
of strong odors. This failure creates a substantial
probability of harm to residents in the facility.

Findings include:

During tour of the facility on 3/5/26 the following

were noted:

At 11:00 AM inside Apartment A17 - strong smell
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of urine upon entrance, sticky bedroom and
bathroom floor, clothes scattered on one side of
bathroom floor, toilet not properly flushed and
brown sediments noted floating, bed unmade.

At 12:25 PM, inside Apartment D10 bathroom -
clothes on the floor, toilet bowl! with feces, urine
and toilet paper

At 12: 35 PM inside Apartment D18 bathroom -
clothes on the floor, toilet bowl! with feces, urine
and toilet paper.

On 3/5/26 at 11:55 AM, E6/Housekeeping stated
there's always 2 housekeeping staff on duty
everyday from 6A-4P Monday thru Friday to
provide deep cleaning on each resident room
once a week. The care staff maintains the daily
general cleanliness of the rooms of the residents,
makes bed, flushes toilets., puts the dirty clothes
in the hamper provided, keeps the room tidy. If
there is feces or urine on the floor or wall, the
care staff will do preliminary clean up then notify
housekeeping to do the sanitizing.

On 3/5/26 at 2:45 PM, E2/Director of Wellness
stated that the strong smell of urine in Apartment
A17 is coming from the wheelchair cushion that
was already in the same state when R1 moved in
a month ago and housekeeping cleaned and
washed it as much as can be done and have
requested the family to replace it.

On 3/5/26 at 3:00 PM, E1/Executive Director
stated that it should be part of what care staff do:
keep toilets flushed, rooms tidy and uncluttered
when rounding.
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