Department of Health & Human Services Printed: 10/09/2026
Form Approved OMB

Centers for Medicare & Medicaid Services No. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED

. Building
145538 B. Wing 07/16/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Beecher Manor Nrsg & Rehab Ctr 1201 Dixie Highway
Beecher, IL 60401

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

Level of Harm - Actual harm
*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

Residents Affected - Few interview and record review, the facility failed to ensure a resident was free from exploitation and
sexual abuse by V5 (Maintenance Assistant).This applies to 1 resident (R1) reviewed for abuse in a

Note: The nursing home is sample of 5 residents.V5's abuse of power and manipulation resulted in mental anguish for R1.The

disputing this citation. findings include:On 7/15/26 at 11:04 AM, V7 (CNA/Certified Nurse Assistant) stated on 7/12/26

around 8:50 AM she walked into R1's room to deliver her breakfast tray and she saw V5 (Maintenance
Assistant) and R1 kissing behind R1's door. V7 said that as she walked into R1's room and looked to
her left, she saw R1 and V5's lips touching at the end of a kiss. V7 said R1's hands were on V5's
neck/shoulders and R1's back was towards V7. V7 said V5's eyes were initially closed and when the
kiss ended, as he opened his eyes. V7 stated when V5 saw V7 there, his eyes became wide and big.
V7 said she did not think R1 knew V7 saw her kissing V5 because R1's back was towards V7 and R1
is blind. V7 said she left R1's room after V5 left and V5 approached her in the hall. V7 stated V5 told
her R1 said she loved him and wanted to be with him. On 7/16/26 at 10:22 AM, V5 (Maintenance
Assistant) stated R1 would wait outside her room in the hallway for V5 in the mornings and he would
go right up to her face (because she is blind) and say something like boogey boogey and R1 would say
she knew he was there because she could feel him. V5 said R1 would do her dance moves and he
would say to her shake your booty. V5 said R1 had told him she loved him and she wanted V5 to take
her out of the facility on the weekends. V5 said he told R1 he could not sign her out of the facility
because then people would be looking at them and asking questions. V5 said he knew kissing R1 was
wrong because he is an employee of the facility and she is a resident. V5 said after V1

(Administrator) was made aware V5 was seen kissing R1, V1 spoke to him on the phone and told him
to leave the facility but he did not leave the facility right away and instead went back to check on R1
because he cares about R1. V5 said R1 kept telling him she wanted him and V5 asked R1 what she
meant by that and R1 told V5 she wanted his body. V5 said on 7/12/26, R1 told him the resident in the
adjacent room was sleeping and asked V5 to go into her room. V5 said he entered R1's room and went
behind the door and R1 followed him, hugged him, and put her mouth up towards him and he kissed
her. V5 said his hands were on R1's waist and his eyes were closed while he was kissing R1. V5 said
V7 (CNA) walked into R1's room and saw him kissing R1. V5 said V7 looked startled, and he told her
Shh because he didn't want her to say anything about what she saw. V5 said after he left R1's room,
he approached V7 and told her R1 was in love with him. V5 said he could not recall having any abuse
training and he didn't think that would pertain to him.On 7/16/26 at 12:27 PM, V4 (Maintenance
Director) said a staff member kissing a resident is sexual abuse and V5 went over the line. V4 said he
reviewed the facility camera footage on 7/13/26, the day after V5 was seen kissing R1. V4 said the
footage showed V5 and R1 in the hallway outside R1's room, then V5 walked into R1's room for a
(continued on next page)
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F 0600 moment then back out to R1 in the hall and they were face-to-face talking for a moment before they
walked back into R1's room together. V4 said V5 and R1 were together in R1's room for about 4

Level of Harm - Actual harm minutes before V7 (CNA) walked into R1's room with the breakfast tray. V4 said about 1 minute
passed before V5 walked out of R1's room looking distressed and he was noted pacing back and forth

Residents Affected - Few in the hallway. V4 said then V7 was seen leaving R1's room.On 7/16/26 at 3:58 PM, V1
(Administrator) said she is the Abuse Coordinator and a staff member kissing a resident is sexual

Note: The nursing home is abuse. V1 said she interviewed R1 and R1 told her she and V5 have had a relationship for years. V1

disputing this citation. said R1 told her their relationship did not go any further than kissing. V1 said after she talked to V5

and told him to leave the building, he should have been escorted out by the manager on duty to ensure
R1's safety.On 7/16/26 at 1:42 PM, V9 (LPN/Licensed Practical Nurse) said since the incident on
7/12/26, R1 has not been herself. V9 said R1 told her she is not okay and she and V5 are in love. V9
said on 7/12/26 R1 was crying up a storm and listening to love songs in her room. V9 said R1 told her,
This is killing me, | love him. V9 said a staff member kissing a resident is sexual abuse. On 7/16/26 at
2:05 PM, V12 (CNA) said when she came in to work on 7/13/26, R1 was in her room with the door
closed when she normally would get up early and get herself dressed and come out into the hallway to
do her stretching and yoga. V12 said now R1 is staying in her room listening to sad love songs. V12
said a staff member kissing a resident is sexual abuse.On 7/16/26 at 3:28 PM, V11 (SSD/Social
Service Director) said a staff member kissing a resident is sexual abuse. V11 said when she asked R1
what happened between her and V5, R1 told V11 she didn't want to talk about it and she was pleading
the fifth. V11 said R1 also declined to talk to her earlier that day, on 7/16/26. R1's care plan had not
been updated to include any sexual abuse concerns. V11 said she should have updated R1's care plan
to include the abuse concerns so staff are aware they should be evaluating her mental status and
making sure R1 is okay.R1's Face Sheet shows a primary diagnosis of schizophrenia and additional
diagnoses include legal blindness, heart failure, cognitive communication deficit, psychotic disorder
with hallucinations, and major depressive disorder. R1's Physician Order Sheet shows she is currently
taking a daily antipsychotic medication. R1's Minimum Data Set, dated [DATE] shows her cognition is
intact. R1's Care Plan dated 4/3/26 shows she is at risk for abuse due to her schizophrenia

diagnosis. R1's Care Plan dated 10/28/24 states the resident uses antipsychotic medications related
to schizophrenia, psychotic disorder, and depression.R1's alert note documented by V6 (Nurse
Supervisor, LPN) on 7/12/26 at 10:00 states: CNA reported to writer that she observed a staff
member kissing resident while dropping off [R1's] breakfast tray. Upon assessment, resident was

alert and oriented and willing to discuss the reported incident. Resident stated that the relationship is
her personal business and not anyone else's concern. Resident confirmed that she and the staff
member have been in love for a while and reported these feelings have existed for over one year.
While speaking with resident, staff member (V5) came back to resident's room after already being told
to leave the building and was told by writer and associate nurses he (V5) needed to leave. Once he
(V5) left, assessment was continued with resident. Resident stated that their interactions have
consisted of hugging and kissing only. Resident expressed concern that the staff member (V5) may
lose his job, stating she is worried because she won't see him anymore. R1's Health Status Progress
Note dated 7/13/26 at 2:36 PM states resident was tearful with CNA during shower.The facility's
undated policy titled, Abuse Prevention Policy states, .Definitions: Abuse: Abuse means any physical
or mental injury or sexual assault inflicted upon a resident other then by accidental means. Abuse is
the willful infliction of injury.with resulting harm, pain, or mental anguish to a resident.The term willful
in the definition of abuse means the individual must have acted deliberately, not that the individual
must have intended to inflict injury or harm. The policy defined exploitation as .taking advantage of a
resident for personal gain through the use of manipulation.
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