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Complete Care at Margate Park 4920 North Kenmore
Chicago, IL 60640

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** Based on 
interview and record review, the facility failed to protect a resident (R2) from abuse by another resident (R1), 
in one of three residents reviewed for abuse. As a result, R2 sustained discoloration of the left eye.Findings 
include:R1 is a [AGE] year-old, originally admitted on [DATE] with medical diagnoses that include and are 
not limited to: violent behavior, schizophrenia, and schizoaffective disorder. R1 is not currently at the facility.
R2 is a [AGE] year-old, originally admitted on [DATE] with medical diagnoses that include and are not limited 
to: disorders of the brain, chronic obstructive pulmonary disease, and diabetes. On 7-19-2025 at 9:20 am, R2 
said, An incident took place several days ago. I was sitting in the dining room waiting for my lunch. (R1) 
came and told me, you are sitting in my chair. You need to move now. I got up, and (V4 - licensed practical 
nurse) came and told me: Thank you for letting R1 sit on that spot. I went to my room for a few minutes, and 
then I came out again. I was going into the dining room when (R1) came running towards me, hit me in my 
face, (R1) attacked me. I was not expecting that. I was taken off guard; we both ended up on the floor. V4 
(Licensed Practical Nurse) and V5 (Certified Nurse Assistant) were in the room and immediately removed R1 
and protected me. I went to the hospital. I had a bruise over my right eye.On 7-19-2025 at 10:00 am V4 
(Licensed Practical Nurse) said V4 was the nurse in charge when R1 was physically attacked by R2 without 
provocation. R1 was noted with a slight bruise at the right upper eyelid area. R1 and R2 were immediately 
separated, and both were sent to the hospital. R2 is back to the facility and is doing well. R1 is still at the 
hospital. We never expected that R1 was going to be physically aggressive toward others. R2 was admitted 
with a diagnosis of violent behavior. On 7-19-2025 at 11:40 am V5 (Certified Nurse Assistant), I remember 
R1, on 6-27-2025, R2 was walking back to the dining room when R1 screamed something and ran towards 
the dining room door and attacked R2 by hitting her in the face, and both residents fell to the floor. I was not 
fast enough to intervene, and both residents landed on the floor. V4 was also in the dining room. The social 
worker took R1 off the floor, and I did not see her again. No physical abuse should be taking place between 
residents. We are responsible for making sure all residents are safe.On 7-19-2025 at 10:30 am, V2 (Director 
of Nursing /RN), the incident that took place on 6-27-2025, when R1 attacked R2, was substantiated for 
abuse.After the incident, R1 was put on 1:1 and taken off the floor and sent to the hospital for evaluation with 
an involuntary petition. R2 was also sent to the hospital and came back on the same day after all diagnostic 
tests were negative. We do not want any abuse to take place. We try to prevent abuse from resident to 
resident. V2 presented policy titled: Abuse Prevention Policy dated: 10-24-2022 reads in part: The purpose 
of this policy is to assure that the facility is doing all to prevent occurrences of abuse.V2 presented: Petition 
for involuntary/Judicial admission dated 6-27-2025 reads in part: R1 started hitting R2 in the face and pulling 
R2's clothes down. R1 will benefit from an evaluation as R1 is a danger to others in the facility.
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