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Initial Comment

Complaint Investigations:
# 1L179646-unsubstantiated

#IL181928-substantiated

Section 295.6000 Resident Rights

This Regulation is not met as evidenced by:
Level 3
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
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.

This requirement is not met as evidenced by:

Based on staff interviews and review of E2's
employee file the facility failed to ensure all
residents remain free of physical abuse.
this failure affected one of three residents
sampled residents (R1) reviewed for abuse.

Findings include:
E1 (Executive Director) stated she had gotten a

complaint from R1's family saying R1 had been
physically abused by E2 (Caregiver). E2 was
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suspended pending the outcome of the
investigation of the allegation. Staff interviewed
during the investigation of this allegation stated
E2 had been observed by staff to handle R1 in a
rough manner.
After investigating the allegation about E2
abusing R1 it was learned that E2 had been
observed to handle the resident in a rough
manner.
Review of E2's employee file shows the
employee was terminated by phone after
determining the allegation was substantiated.
AB010| Section 295.6010 Abuse, Neglect, and Financial A6010

Exploitation Pr

This Regulation is not met as evidenced by:
Level 2

Section 295.6010 Abuse, Neglect, and Financial
Exploitation Prevention and Reporting

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

c) Establishment employees and volunteers
are obligated to report abuse, neglect, or financial
exploitation of a resident to the establishment
management and to the Department.

This requirement is not met as evidenced by:

Based on interview and review of employee
record the facility staff failed to report
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observations of R1 being handled roughly by E2
(Care Partner). This failure affected one of three
residents (R1) in the sample reviewed for abuse.
This failure also created a substantial probability
of harm to residents of this facility.

Findings include:

E1 (Executive Director) stated she'd been
informed of the allegation of abuse by R1's family.
During the course of the investigation staff
interviewed stated they'd observed E2 handling
R1 roughly but hadn't reported it to
Administration.
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