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Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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Aliya on 87th 2940 West 87th Street
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F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review, facility failed to follow their policy to ensure residents are free from 
physical and verbal abuse by not providing necessary care, resulting in a staff worker being physically rough 
during activities of daily living (ADL) care and being verbally abusive to one resident (R1) out of three 
residents reviewed for abuse in a sample of four.Findings include:On 12/09/2025, surveyor observed R1, R2 
and R3 share a room. On 12/09/2025 at 10:00 AM, surveyor observed R1 in his room. R1 stated that this 
past Saturday night a CNA comes into my room because apparently the light was on. She comes in and 
says, What is it that you want?. R1 replied saying, I don't like to be treated that way. The CNA then says, I 
don't have time to fool around with you. I have other patients to see. Are you going to be pushing that call 
button all night because I don't have time for you? R1 replies saying that the call button wasn't even near him 
and that he didn't push the call button. R1 stated that he told her to get the F*** out. The CNA then says, 
Don't be cursing at me. R1 stated that the CNA left and came with the nurse and the nurse says I shouldn't 
curse at the CNA. And as soon as the nurse left, the CNA says, B**** let me change you. R1 then states that 
the CNA grabbed him and pulled him. R1 stated that he told her to leave him alone. The CNA then says, 
What are you going to do now? R1 stated that the CNA grabbed his leg and threw it. R1 stated that the CNA 
began making sexual comments at him about having erectile dysfunction and how his dad should F*** his 
mom. R1 stated that he repeatedly kept asking her to leave. R1 stated that the CNA then began hitting his 
chest, stomach, arm because he wouldn't turn for her. She then grabbed his arm and turned him. R1 stated 
that he felt horrible at the incident. R1 stated that he called for help from his roommate and his roommate 
opened the curtain. R1 stated that as soon as he opened the curtain the CNA stopped and left. R1 stated 
that he doesn't know who that CNA or nurse was.On 12/09/2025 at 10:10 AM, surveyor observed R2 in his 
room. R2 was sitting on his wheelchair next to his bed. R2 stated that he witnessed V3 (Certified Nursing 
Assistant) being rough with R1. R2 stated that on the night of the incident between R1 and V3 (Certified 
Nursing Assistant), the curtain that separated his bed from R1's bed, was closed. So, the CNA didn't realize 
he was behind the curtain. R2 stated that he heard the CNA yell and curse at R1. R2 stated that R1 yelled 
his name when the CNA was being rough with him. R2 then looked over to see what was happening and he 
saw the CNA take R1's legs and throw it.On 12/09/2025 at 10:15 AM, surveyor observed R3 in his room. R3 
was laying on his bed watching TV. R3 stated that he heard yelling between the resident and CNA, but he 
didn't see what was happening. R3 stated that he tries to stay out of it. R3 stated that both V3 and R1 was 
yelling back and forth. R3 stated that he has concerns of being abused by staff members. R3 stated that he 
gets water and drinks from the staff throughout the day.On 12/09/2025 at 12:23 PM, V1 (Administrator) 
stated that he is familiar with R1. V1 stated R1 reported that the CNA was rough during ADL care during 3:00 
PM to 11:00 PM shift Saturday 12/06/2025. V1 stated that the CNA was V3 (Certified Nursing Assistant). V1 
stated that R1 didn't report it to the nurse till later. V1 stated that R1 reported the incident to V5 (Licensed 
Practical Nurse) later in the night. V1 stated that V5 (Licensed Practical Nurse) then called him around 01:30 
AM on 12/07/2025 to notify him of the incident. V1 stated that he spoke to R1 and R1 told him that the CNA 
was rude to him and rough during activities of daily living (ADL) care. During patient care, the CNA was 
rough moving his legs and body. V1 stated that he spoke to the R2. V1 stated that R2 told him that he heard 
their interaction, and when he opened the curtain, R2 saw the CNA moving R1's legs roughly. V1 stated that 
V3 is currently on suspension pending the investigation. V1 stated that he submitted the initial immediately 
has he found out of the incident. V1 stated that R1 has not made any abuse allegations in the past.On 
12/10/2025 at 1:10 PM, V2 (Director of Nurse) stated that she is familiar with R1. V2 stated she is not familiar 
with the incident specifically but something along the lines that the CNA was rude and rough. But V1 had 
reported it. V2 stated the CNA was V3 (Certified Nursing Assistant). V2 stated that V3 (Certified Nursing 
Assistant) should have stopped care, notified the nurse. Let the nurse take over the situation, or if the nurse 
wanted to switch off the patients. There should have not been any arguing to begin with. No residents should 
be abused in this facility. V2 stated that she doesn't have any reason to believe R1 is lying about the 
situation. He has not made any abuse allegations in the past.On 12/10/2025 at 2:39 PM, V3 (Certified 
Nursing Assistant) stated that he is familiar with R1. V3 stated that she was R1's CNA on 12/6/2025 from 
3:00 PM to 11:00 PM. V3 stated that she went in to change R1 and R1 was being disrespectful. V3 stated 
that she was called very horrible names. V3 stated that she let him disrespect her. V3 stated that the nurse 
stated to R1 that R1 was talking to her very disrespectfully. V3 stated that she did not yell back at the 
resident. V3 stated that she did not hit him. V3 stated that she gave him the benefit of the doubt. V3 stated 
that she couldn't see it in her nature doing that. V3 stated that she ended up cleaning him up because she 
had to. V3 stated that she still cleaned him up even if R1 didn't want her to because no other CNA was free.
On 12/10/2025 at 2:45 PM, V10 (Licensed Practical Nurse) stated that he is familiar R1. V10 stated that he 
as R1's nurse on the night R1 had an incident with V3 (Certified Nursing Assistant) on 12/6/2025 from 3:00 
PM to 11:00 PM. V10 stated that V3 informed him that R1 did not want to perform ADL care. V10 stated that 
he went to speak to R1. V10 stated that R1 was angry. R1 was calling her names. V10 stated that he told R1 
not to call R1 names. R1 did not like V3's attitude. He didn't want her. V10 stated that he asked R1 if he 
wants to switch CNAs'. R1 stated, No. As long as she does her work. There was no yelling between them. 
V10 stated that V3 ended up cleaning R1. V10 stated that R1 did not bring up to him about V3 hitting him or 
being rough during ADL care.On 12/10/2025 at 11:15 AM, V5 (Licensed Practical Nurse) stated that she is 
familiar with R1. V5 stated that there was any incident that took place between R1 and the CNA this past 
Saturday. V5 stated that when she went in to do her rounds at 11:00 PM, R1 told V5 that V3 was rude with 
him and rough changing him. V5 stated that she then called the administrator to notify him of what R1 is 
saying. V5 stated that she has no reason to believe that R1 would make this up.R1's Minimum Data Sheet 
Section C (12/5/2025) documents in part: R1 has a Brief Interview of Mental Status (BIMS) score of 12. R1 is 
cognitively intact.R2's Minimum Data Sheet Section C (10/4/2025) documents in part: R1 has a Brief 
Interview of Mental Status (BIMS) score of 12. R1 is cognitively intact.R3's Minimum Data Sheet Section C 
(10/1/2025) documents in part: R3 has a Brief Interview of Mental Status (BIMS) score of 12. R3 is 
cognitively intact.R1's care plan documents in part: On 12/06/2025, R1 expressed staff allegedly verbally and 
physically abused him. No updated interventions after incident.R1's progress note on 12/7/2025 by V5 
(Licensed Practical Nurse) documents in part: MD was notified of alleged abuse allegation and gave orders 
to follow facility protocol, Family made aware of alleged abuse.Facility's abuse policy (undated) documents in 
part: This facility affirms the right of our residents to be free from abuse, neglect, exploitation, 
misappropriation of property, deprivation of goods and services by staff or mistreatment. This facility 
therefore prohibits abuse, neglect, exploitation, misappropriation of property and mistreatment of residents. 
Abuse is the willful infliction of injury, unreasonable confinement, intimidation, or punishment with resulting 
physical harm, pain, or mental anguish to a resident. Physical abuse is the infliction of injury on a resident 
that occurs other than by accidental means and that requires medical attention (77 Ill. Adm. Code 300.330). 
Physical abuse includes hitting, slapping, pinching, kicking, and controlling behavior through corporal 
punishment. Verbal abuse is the use of oral, written, or gestured language that willfully includes disparaging 
and derogatory terms to residents or families or within hearing distance, regardless of an individual's age, 
ability to comprehend, or disability (42 CFR 483.12 Interpretive Guidelines).
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F 0677

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

Based on observations, interviews, and record reviews, facility failed to ensure activities of daily living (ADL) 
are provided for dependent residents by getting them out of bed for one (R1) out of three residents reviewed 
for ADL care in a sample of four. Findings include: On 12/09/2025 at 10:00 AM, surveyor observed R1 in his 
room. Surveyor did not see R1's wheelchair in his room or near his room. R1 was lying in bed still with his 
night gown on. R1 stated that he wants to get out of bed, but they won't put him in his wheelchair. R1 stated 
that he doesn't know where his wheelchair is.On 12/10/2025 at 10:30 AM, surveyor again observed R1 lying 
in bed with the same night gown on. R1 stated that he wants to get out of bed, but no one has gotten him up.
R1's Minimum Data Sheet Section C (12/5/2025) documents in part: R1 has a Brief Interview of Mental 
Status (BIMS) score of 12. R1 is cognitively intact.On 12/10/2025 at 11:15 AM, V5 (Licensed Practical 
Nurse) stated that she is familiar with R1. V5 stated that R1 can get out of bed but he usually refuses to get 
out of bed.On 12/10/2025 at 11:58 AM, V7 (Restorative Nurse) stated that she is familiar with R1. V7 stated 
that R1 has poor trunk control. V7 stated that R1 has weakness on one side so he has a Geri chair. V7 
stated that R1 does have a Geri chair, and it was in a storage room near his room. They are getting him up 
right now. V7 stated that all residents should be getting up unless they refuse. V7 stated that any care or 
order that they carry out they are expected to document it in the residents' plan of care.On 12/10/2025 at 
12:10 PM, V9 (Assistant Director of Nurse) stated that she is familiar with R1. V9 stated that the expectation 
is to get up the residents. But the residents have right to say no. The CNA will notify the nurse and social 
worker if the resident refuses to get up out of bed. V9 stated that the nurse will do education on importance 
of getting up out of bed so they don't develop wounds. Any time a resident refuse to get up out of bed, there 
is supposed to be documentation of resident's decision and education provided. V9 stated that R1 usually 
refuses getting out of bed.On 12/10/2025 at 1:10 PM, V2 (Director of Nurse) stated that she is familiar with 
R1. V2 stated that the expectation is to get up all the residents out of bed. V2 stated that the residents have 
right to say no. V2 stated that when a resident refuses to get up then the CNA will notify the nurse and social 
worker, and they will do education on importance of getting up out of bed, so they don't develop wounds. Any 
time a resident refuse to get up out of bed, there is supposed to be documentation of resident's decision and 
education provided.Reviewed R1's progress notes from 12/05/2025 to 12/09/2025. No documentation of 
resident refusal or education on the importance of getting out of bed, provided.Reviewed R1's Bed Transfer 
care POC from 11/12/2025 to 12/11/2025. No documentation of refusal for getting out of bed, on 11/16/2025, 
11/18/2025, 11/26/2026, 11/27/2025, 11/29/2025, 11/30/2025, 12/2/2025, 12/3/2025, 12/4/2025, 12/7/2025, 
12/8/2025, 12/9/2025 and 12/10/2025.Facility did not provide any policies specific to the importance of 
getting residents out of bed.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record reviews, facility failed to follow their policy to ensure residents are free from accidents 
and hazards by planning for preventative strategies and facilitate as safe as an environment as possible for 
one (R4) out of three residents reviewed accidents and hazards in a sample of four. This failure resulted in 
R1 sustaining an acute subdural hematoma to the left frontotemporal region of her head.Finding include:R4's 
Minimum Data Sheet Section C (12/8/2025) documents in part: R4 has a Brief Interview of Mental Status 
(BIMS) of 10. R4 is mildly cognitively intact.R4's Facesheet documents in part: R4 has a medical diagnosis of 
cerebrovascular disease, delirium due to known physiological condition, difficulty in walking and unspecified 
lack of coordination.Per R4's Facesheet R4 was admitted to facility on 11/6/2025.R4's fall risk assessment 
on 11/7/2025 documents in part: R4 scored a fall risk assessment of 23. 10 or above is high fall risk.On 
12/11/2025 at 11:16 AM, V11 (Falls Coordinator/Licensed Practical Nurse) stated that she is familiar R4. Fall 
risk assessments are quarterly and post fall. V11 stated that the initial assessment is completed upon 
admission. If they score above 10, they are a high fall risk, and if they are below a 10, then we put standard 
fall precautions in place. V11 stated that R4 did not fall on 12/8/2025 but instead had a seizure overnight.On 
12/11/2025 at 11:18 AM, V7 (Restorative Nurse) stated that R4 was a high fall risk. High fall risk 
interventions include floor mats in place, increased rounding, high staff supervised area such as dining room 
during activities because the expectation is to monitor them frequently. V7 stated that herself and V11 
investigate all falls that take place. V7 stated that R4 fell on [DATE]. V7 stated that V7 was found sitting in 
front of her wheelchair in her bedroom. V7 stated that the incident happened at noon. V7 stated that activities 
go on during the day. This was an unwitnessed fall. V7 stated that R4's nurse on 11/29/2025 was V16 
(Licensed Practical Nurse). We redirected her to use her wheelchair. She was a high fall risk upon 
admission. V7 stated that R4 went out on the 11/29 and came on the 12/6. She was added to the fall star 
program which was the added intervention after R4 came back to the facility. V7 stated that R4 did not fall on 
12/8/2025, but instead had a seizure where she slouched in her wheelchair.On 12/11/2025 at 12:59 PM, V14 
(Licensed Practical Nurse) stated that she is familiar with R4. V14 stated that she was R4's nurse the night 
she was sent out on 12/8/2025. V14 stated that she doesn't remember R4 having floor mats or seizure 
preventative bed bolsters. On 12/8/2025 around 9:30 PM, R4 had a seizure in the cafeteria. She was in the 
wheelchair when she had the seizure. She fell into her chair. The CNA told her that R4 was slumped over in 
her chair. R4 stayed in the wheelchair. We took her out of her chair and moved her into the Geri chair so she 
doesn't keep slumping over. V14 stated that she notified the doctor about R4's uncontrolled tremors. V14 
stated that the doctors were suspecting seizures, so they told her to just monitor R4 through the night. Her 
vitals were normal.On 12/11/2025 at 2:00 PM, V2 (Director of Nursing) stated that she is familiar R4. V2 
stated that on 11/29/2025, R4 did not fall in her room but instead fell in the dining room during lunch hours. 
V2 stated that R4 was being monitored by a CNA but that CNA was asked to help feed a resident. As she 
went to feed another resident, she took her eyes off R4 and in that moment R4 had fallen. V2 stated that V16 
was R4's nurse that day R4 had fallen. V2 stated that as that CNA went to feed that other resident, another 
staff member or the nurse should have monitored R4 in the dining room. The nurse was at her medication 
cart in the hallway.On 12/12/2025 at 12:25 PM, V17 (Certified Nursing Assistant) stated that she was not 
R4's CNA on 11/29/2025 when fell in the dining room. V17 stated that she was in the dining room cutting up 
another resident's food. V17 stated that it was her assigned task that day to monitor the residents in the 
dining room. V17 stated that as she was cutting up another resident's food, she heard another resident say 
R4 is standing up. V17 stated that she was the only staff in the dining room at that time. V17 stated that by 
the time she got to R4, she had already fallen.On 12/12/2025 at 12:28 PM, V18 (Nurse Practitioner) stated 
that she was R4's nurse practitioner. V18 stated that she had already left the facility when R4 had fallen. V18 
stated that she was notified of the fall after she left. V18 stated that she did not see R4 when she was 
readmitted in the facility. V18 stated R4 came back with hospital records. V18 stated that from R4's hospital 
record, it looks like R4 had an acute subdural hematoma overlying left frontotemporal region. V18 stated that 
it looks like they ordered a repeat Computed Tomography (CT) scan of the head, and they usually do that 
when they see something small. V18 stated that the hospital did document that it was acute subdural 
hematoma, but she is not hundred percent sure that it resulted from the fall. V18 stated that signs and 
symptoms of subdural hematoma can be change in mental status, not responding physical or verbal stimuli, 
involuntary muscle movement, also patients can have seizure depending on where the subdural is. V18 R4 
was sent out on 12/9/2025 because R4 did have a change in mental status. V8 stated that she assessed R4. 
R4 was breathing and had a pulse but was not responsive to stimuli. V18 stated that when did a sternal rub 
then R4 responded by pushing her hand away. V18 stated that subdural hematomas are typically causes 
from some sort of injury. There are some cases where subdual hematomas can be spontaneous, but they 
are usually from sort of injury.R4's fall care plan does not contain appropriate interventions for someone who 
is a high fall risk. R4's care plan documents in part: Keep room free of clutter. Round at a minimum of 2 
hours.Per R4's risk management report on 11/29/2025, R4 fell on [DATE] in the dining room. V16's 
statement states that R4 fell while attempting to get up out of her wheelchair without assistance after multiple 
attempts of redirection had been given. R4 requires extensive staff assist with all transfer and uses a 
wheelchair for mobility. R4 observed on floor in dining room. Written statement by R5 quotes, I was sitting in 
the back eating my lunch. I looked over and she was leaning on the side of her wheelchair again after the 
CNA helped her to scoot back. Next thing I know is she was on the floor. Mild swelling noted to bilateral 
sides of face.R4's hospital record on 11/29/2025 documents in part: Diagnosis, acute subdural hematoma 
overlying left frontotemporal region, right eye hematoma. Plan repeat Computed Tomography (CT) of head 
scan at 6 hours.Facility's fall prevention policy (07/2025) documents in part: This facility is committed to 
maximizing each resident's physical, mental and psychosocial well-being. The facility will identify and 
evaluate those residents at risk for falls, plan for preventative strategies, and facilitate as safe an 
environment as possible. Residents at risk for falls will have fall risk identified on the interim plan of care with 
interventions implemented to minimize fall risk. A score of 10 or greater indicates the resident is at high risk 
for falls.
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