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Village at Victory Lakes, The 1055 East Grand Avenue
Lindenhurst, IL 60046

F 0689

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

Based on interview and record review the facility failed to ensure a resident was free from injury during a 
shower for 1 of 3 residents (R1) reviewed for falls in the sample of 3. The findings include:Findings 
Include:R1's face sheet shows she had diagnoses including artificial hip replacement surgery, difficulty 
walking, and osteoarthritis of the hip.R1's care plan initiated on 12/17/24 shows she is at risk for falls due to 
unsteady gait, balance, and decreased strength and endurance. The care plan also shows she requires 
partial to moderate assist for showers, dressing, and transfers. Interventions added on 12/18/24 to R1's care 
plan to help prevent a fall include keep personal items within easy reach and nursing staff should provide 
instructions on safety measures. R1's incident note completed by V3 (Licensed Practical Nurse) on 1/7/25 
shows that R1 had a fall in the shower room and was very upset. A witnessed fall incident form completed by 
V3 on 1/7/25 shows that R1 was lying on the floor in the shower room and had a skin tear to her right outer 
elbow and said she had hit her head and hurt her back during the fall. R1 was sent to a local community 
hospital for evaluation.R1's hospital records show on 1/7/25 she was brought through the emergency room 
and complained of head and back pain due to a fall at the facility. R1's hospital records show she received 
medical tests including X-rays of her knee, hip and spine and scans of her head with no acute findings. R1 
was discharged from the emergency room on 1/8/25 and did not return to the facility.On 10/28/25 at 10:25 
AM, V4 (Certified Nursing Assistant) said she was in the shower room with R1 when she had a fall on 1/7/25. 
V4 said she had placed R1's personal items on the top of the heater in the bathroom. V4 said R1 was still in 
the shower chair, and she was helping dry R1's legs and back off and R1 mentioned she wanted to have 
lotion put on. V4 said she turned her back to R1 and went to get her wheelchair to bring it closer to R1 and 
the next thing she knew the shower chair moved and R1 fell out onto the floor. V4 said she should have 
handed R1 the lotion or had her seated closer to the items, so she did not have to reach for them. V4 also 
said sometimes the shower chair will move and R1 was a tall lady so with her having her feet on the floor she 
thinks that maybe why the chair suddenly moved. V4 said R1 was very upset with her after this incident and 
would not let her care for her.On 10/28/25 at 11:22, V6 (Registered Nurse) said she was called to the 
bathroom to assist after R1 fell. V6 said the shower chair can still move at times depending on the resident 
position so she would not walk away from a resident or turn their back to them in the shower room.The 
facility provided Fall Prevention and Management Program policy last revised on 1/23/25 shows all staff are 
responsible to prevent resident falls and care plan interventions including personal items should be kept in 
their reach should be followed to minimize fall risk.
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