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Goldwater Care Clinton 1 Park Lane West
Clinton, IL 61727

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** Based on
observation, interview, and record review, the facility failed to exercise reasonable care in propelling
a resident in a shower chair, causing a resident's foot to contact the wall. This failure affects one
resident (R2) out of three reviewed for incidents on the sample list of five. Findings include: R2's
Census Detail dated 6/4/26 documents R2 was admitted to the facility 12/5/25. R2's Medical
Diagnoses list dated 6/3/26 includes Multiple Sclerosis, Major Recurrent Depression, and
Polyneuropathy. R2's most recent completed Minimum Data Set, dated [DATE] documents R2 is
cognitively intact, dependent upon staff for showers, and transfers into and out of the shower. On
6/3/26 at 11:05 AM, R2 was seated in a wheelchair, fully dressed in street clothing and loose fitting
shoes. R2 was well groomed and odor-free. On 6/3/26 at 11:05 AM, R2 stated a Certified Nursing
Assistant (CNA)(later identified as V4) had given her a shower and was propelling her out of the
shower room on a shower chair. R2 stated the CNA had banged her foot on the wall on the way out of
the shower room. R2 stated the CNA called for the nurse (V5) to come look at R2's toe. R2 stated V5
called the Nurse Practitioner (V10) to come look at R2's toe. R2 stated she did not feel anything at
first because of her Multiple Sclerosis and Neuropathy, but with all of these people looking at her toe,
she decided to look at her toe also. R2 stated she saw her toenail was off and began to feel sick and
her toe started hurting. R2 stated she did request to go to the hospital to have the doctor look at her
toe but the hospital sent her back to the facility with no concerns. R2 stated the CNA (V4) had been
terminated due to the incident. V4 did not return a phone call with a message left requesting an
interview. On 6/3/26 at 12:06 PM, V1, Administrator, stated V4 no longer worked at the facility
because V4 had resigned. V1 confirmed the incident did occur as described by R2. On 6/3/26 at 1:14
PM, V5, Licensed Practical Nurse, stated the CNA (V4) came to get her to come look at R2's toe. V5
stated when she arrived to R2, the right big toenail was basically off but still partially connected. V5
stated she asked V10 to come look at R2's toe and V10 said it was ok to go ahead and remove the
toenail the rest of the way, which V5 stated she did. V5 stated at first R2 said she wasn't having any
pain, but then she looked at her toe and kind of freaked out. V5 stated that was when R2 started
requesting to go to the hospital despite V5 and V10 telling R2 there was no medical necessity to go to
the hospital. V5 stated V10 gave the order to have R2 sent to the emergency room for evaluation. V5
stated R2 was brought back to the facility in less than two hours with no new orders or concerns. The
facility's Final Report dated 4/23/26 documents R2 reported the incident on 4/22/26 and the CNA
(V4) was suspended at that time pending the outcome of the facility investigation.
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