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Pittsfield Manor 610 Lowry Street
Pittsfield, IL 62363

F 0600

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33112

Based on interview, observation, and record review, the facility failed to prevent abuse of 1 of 3 residents 
(R4) reviewed for abuse in the sample of 8.

Findings include:

R4's Face Sheet, undated, documents, R4 was admitted on [DATE], and has diagnoses of Spastic 
hemiplegic cerebral palsy, Major depressive disorder, Moderate intellectual disabilities, and Anxiety disorder.

R4's Minimum Data Set, dated dated [DATE], documents R4 is severely cognitively impaired, requires 
substantial assistance from staff for transfers and toileting, and is always incontinent of bowel and bladder.

R4's Abuse Initial and Final Report,dated 9/6/24, documents, It was stated that Shift Key CNA (Certified 
Nurses Aide) (V7) was yelling at resident (R4). (V4, CNA) was coming to clock in for her shift when she 
heard (R4) yelling. (V4) immediately went to (R4's) room, where she found the CNA (V7) being verbal with 
resident, and CNAs hands were on residents arm and shoulder, left side. According to the CNA (V7) the 
resident was refusing to be changed and was being combative. It continues, Based on my investigation the 
allegations made against the CNA are founded.

On 10/3/24 at 11:10 AM, R4 stated an aide had been mean to her. She stated the aide held onto her wrist 
and shoulder and was yelling at her and it did hurt her wrist. R4 stated V4 certified Nurse Aide (CNA) came 
in and made the other aide leave the room. 

On 10/3/24 at 8:04 AM, V1, Administrator, stated she was notified an agency CNA was verbally abusing R4, 
and had their hands on her shoulder and wrist. She was told to leave the building. I did a full investigation 
and found the allegation of abuse to be true. I notified the police and her agency of the abuse. The CNA is no 
longer allowed in my building.

(continued on next page)
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145837 10/08/2024

Pittsfield Manor 610 Lowry Street
Pittsfield, IL 62363

F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 10/3/24 at 8:48 AM, CNA V4 stated, As I walked down the hall, I could hear yelling. I went to the 300 hall 
and yelling was coming from (R4's) room. I went in there and the CNA had her hand on (R4's) wrist and the 
other on her shoulder. I told the CNA to let her go. She said, I never leave anyone wet. I told her to leave. I 
got (R4) calmed down and brought her to the dining room. I then got her drinks. I then went and told the 
nurse what had happened and called (V1) and told her. The CNA was sent home.

The policy Abuse Prohibition and Reporting, dated 11/28/2019, documents, Policy: The facility actively 
prohibits resident abuse, neglect, corporal punishment, involuntary seclusion, misappropriation of property, 
injuries of unknown source, exploitation and use of any physical or chemical restraint not required to treat 
residents symptoms. Purpose: To protect residents from any kind of abuse such as verbal, mental, physical, 
including corporal punishment, involuntary seclusion, neglect, misappropriation of property exploitation and 
use of any physical or chemical restraint not required to treat residents symptoms.
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Pittsfield Manor 610 Lowry Street
Pittsfield, IL 62363

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33112

Based on interview and record review, the facility failed to investigate a fall and provide a new progressive 
fall prevention intervention in place for 1 of 3 (R1) in the sample of 8.

Findings include:

R1's Face Sheet, 10/7/24, documents R1 was admitted on [DATE], and has diagnoses of Cerebral infarction 
due to embolism of right middle cerebral artery and Hemiplegia and hemiparesis following cerebral infarction 
affecting left non-dominant side. 

R1's Minimum Data Set, dated dated [DATE], documents R1 is cognitively intact, requires supervision with 
dining, moderate assistance with bed mobility, and is dependent on staff for transfers.

R1's Nurses Note, dated 09/20/2024 07:34 PM, documents, Resident found lying on left side in dining room 
by aide at 1905. Resident stated he was reaching for a napkin and slid out of his wheelchair. Resident 
assessed by nurse. Resident A&O (alert and orientated) x4. No injuries noted at time of fall. No c/o 
(complaint of) pain or discomfort at this time. ROM WNL (range of motion within normal limits).

R1's Electronic Medical Record fails to document a fall investigation or a progressive intervention to prevent 
further falls for R1's fall on 9/20/24. 

On 10/7/24 at 10:35 AM, R1 stated he has had some falls. He stated while reaching for things, he gets to 
close to the edge of the wheelchair seat, and falls out of the wheelchair.

On 10/7/24 at 11:09 AM, V1, Administrator, stated there was not a fall investigation done, and R1 did not 
have a progressive fall intervention put into place after this fall. V1 stated the nurse did not notify 
management of the fall or put the fall into a fall event note. V1 further stated the fall policy is located in the 
Emergency Care Procedure policy.

The Emergency Care Procedure, dated 4/3/2018, fails to documents a fall investigation should be done and 
a new fall prevention intervention should be put in place.
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Pittsfield, IL 62363

F 0761

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33112

Based on interview and record review, the facility failed to secure narcotics upon delivery from pharmacy for 
4 of 4 residents (R3, R4, R5, R6) reviewed for pharmacy storage. 

Findings include:

On 10/3/24 at 8:06 AM, V1, Administrator, stated, The pharmacy delivered medications and the nurse signed 
off they were delivered. In the morning, when the nurse went to load the medication into the STAT safe, the 
Tylenol with codeine was not there. We were unable to find the medications. I don't know if they were taken 
or if they were even in the order. The nurse was immediately put on suspension. I notified the police 
department and the DEA (Drug Enforcement Agency) was notified. At the end of investigation, I did terminate 
the nurse for not following our policy of accepting delivery of medications from the pharmacy.

On 10/3/24 at 1:07 PM, V2, Director of Nurses, stated, It takes 2 nurses to load medication into the STAT 
safe. Pharmacy had delivered the medications between 12 and 1 AM. There where 2 nurses here, but one 
was agency, and she did not have a log in. The agency nurse should have called me because I could have 
got her one, but she didn't. The pharmacy delivery was locked in the medication room. In the morning, 2 
nurses loaded the medications that were present. Later, I got a notification from the pharmacy that the 
Tylenol with codeine had not been loaded yet. That is when it was discovered the Tylenol with codeine was 
delivered. The nurse said she did not review the order she signed for, and she did not take the Tylenol with 
codeine. The pharmacy says they delivered it. The nurse was terminated for not following our policy. The 
Tylenol with codeine was stock medication. No residents at this time have an order for it, but we like to have 
it on hand so if it is ordered we can give it timely.

1. R3's face Sheet, print date of 10/3/24, documents R3 was admitted on [DATE]. This Face Sheet fails to 
document R3 has an allergy to Tylenol or Codeine.

2. R4's Face Sheet, print date of 10/7/24, documents R4 was admitted on [DATE]. This Face Sheet fails to 
document R4 has an allergy to Tylenol or Codeine.

3. R5's Face Sheet, print date of 10/8/24, documents R5 was admitted on [DATE]. This Face Sheet fails to 
document R5 has an allergy to Tylenol or Codeine.

4. R6's Face Sheet, print date of 10/7/24, documents R6 was admitted on [DATE]. This Face Sheet fails to 
document R6 has an allergy to Tylenol or Codeine.

The facility supplied Codeine Allergy list, undated, fails to document R3, R4, R5 and R6 have a codeine 
allergy.

(continued on next page)
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Pittsfield Manor 610 Lowry Street
Pittsfield, IL 62363

F 0761

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

The facility reported final report, dated 8/9/24, documents, A full audit of the STAT-Safe Inventory was 
completed by (V2) and another RN (Registered Nurse) to assure that the medication had not been misplaced 
into a different drawer. All four medications carts and both med (medication) rooms were also inspected. The 
medication was not located. It continues, (V11, RN) was terminated from her position as a bedside 
Registered Nurse at (the facility) due to her not following protocols on checking in narcotics and verifying that 
they are secured.

The Pharmaceutical Procedures, dated 1/5/23, documents Purpose: 1. To provide the appropriate control of 
procurement, distribution, administration, and utilization of drugs to the facility. VII. Emergency Medication 
Supply Convenience Drug Boxes or Automated Convenience Box fails to document the procedure to accept 
medication deliveries and the procedure to load the STAT safe with medication
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Pittsfield, IL 62363

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33112

Based on interview, observation, and record review, the facility failed to wear Personal Protective Equipment 
(PPE) for 2 of 3 residents (R2, R8) reviewed for COVID in the sample of 8.

Findings include:

1. R2's Face Sheet, print date of 10/7/24, documents R2 was admitted on [DATE].

R2's Progress Note, dated 09/24/2024 09:57 AM, documents, Resident has cough with no production, nasal 
congestion, body aches, and overall fatigue. Res (resident) was covid-19 tested via rapid test and results 
were positive. POA (Power of Attorney) notified. Faxed MD (Medical Doctor) to notify and request Paxlovid 
per res request. Res placed in isolation at this time.

On 10/3/24 at 12:19 PM, V8, Certified Nurse Aide (CNA), went to R2's and R7's room with 2 lunch plates. 
The door has signage documenting a N95 mask, gown, gloves, and eye protection must be worn. There is 
an isolation cart with supplies outside the door. V8 donned a N95 mask, gloves, and a gown. V7 entered the 
room without eye protection. 

On 10/3/24 at 1:25 PM, V8 was questioned why she did not wear eye protection, V8 stated, Honestly, I 
forgot. They are not coughing or anything.

2. R8's Face Sheet, print date of 10/7/24, documents R8 was admitted on [DATE].

R8's Progress Note, dated 10/5/24, documents, Resident reports to writer that she has been dry heaving for 
the last 2 days and just doesn't feel well. CNA reports to this nurse that resident has really been coughing. 
Rapid covid test done and is positive.

On 10/7/24 at 9:29 AM, V9, Registered Nurse (RN), was observed entering R8's room. V9 was observed at 
the bedside talking with R8. V9 was only wearing a surgical mask. The door has signage documenting a N95 
mask, gown, gloves, and eye protection must be worn. There is an isolation cart with supplies outside the 
door.

On 10/7/24 at 9:31 AM, V9 was questioned why she did not don a N95, gown, gloves, or eye protection, V9 
stated, I did. I just took them off.

On 10/7/24 at 9:33 AM, V3, Infection Prevention Nurse, stated all staff should wear a gown, gown, gloves, 
eye protection, and a N95 mask while caring for covid positive resident.

The policy COVID-19, dated 8/28/23, documents, Residents with symptoms consistent with COVID-19: c. 
Contact Droplet precautions (N95 respirator) with eye protection will be initiated.

(continued on next page)
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Pittsfield Manor 610 Lowry Street
Pittsfield, IL 62363

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The policy Infection Control, dated 12/17/2029, documents, Transmission -Based Precautions: The purpose 
of isolation techniques is to protect the resident and personnel from infection and to halt the spread of the 
infectious agent. Emphasis will be placed on isolating the disease not the resident. All isolation precautions 
will fall into one of the following categories: 1. Airborne Precautions 2. Contact Precautions 3. Droplet 
Precautions. It continues, Gowns are worn by all personnel when they enter a strict isolation room and by 
those coming in direct contact with residents who require airborne, droplet, and contact (if necessary) 
precautions. It continues, Gloves, disposable in nature, will be worn unless sterile gloves are necessary.
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