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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33760

Based on observation, interview, and record review the facility failed to notify a resident of a change of her 
medication to 1 of 3 residents (R1) reviewed for notification in the sample of 3.

The findings include:

R1's facility assessment dated [DATE] show R1 has no cognitive impairment. 

On 11/12/24 at 9:20 AM, R1 was sitting in her wheelchair with dressing on both of her lower legs. R1 said 
she always have pain due to chronic wounds since 2018. R1 said her choice of pain medication was Norco. 
Norco takes the edge off. R1 said around the first week of November was when she noticed some trembling 
after taking her pain medications. R1 said early morning (around three in the morning) she would ask for her 
pain medication and after taking her pain medication then she gets the trembling feeling again. R1 said she 
thought the nurse was substituting her Norco to extra strength Tylenol since they are both white and 
elongated in shaped. Finally, she asked the nurse-was she really being given Norco? That was when she 
was told the order was to give her Extra Strength Tylenol at 3AM. R1 said no one notified her of the order of 
extra strength Tylenol instead of Norco. I was probably having withdrawals from the Norco. R1 said she told 
the Director of Nursing she does not like to take Tylenol at all. R1 said she was told the issue will be taken 
care of. 

R1's November Medication Administration Record that was printed on 11/12/24 documents an order for 
acetaminophen (generic Tylenol) extra strength 500mg tablet (2) every 6 hours starting 10/30/24 and 
discontinued on 11/5/24.

On 11/12/2024 at 10:00 AM, V2 (Director of Nursing) said R1 was not made aware of her being put on 
Tylenol extra strength every 6 hours given routinely at 9AM, 3PM, 9PM and 3AM. V2 said R1 should have 
been notified of any of her medication changes. V2 said she discontinued R1's Tylenol order on 11/5/24 per 
R1's request and just kept R1 on Norco as needed (PRN). 

On 11/12/2024 at 1:00 PM, V3 (Nurse Practitioner) said nurses were requesting for R1 to have a Tylenol 
order for her breakthrough pain. V3 said she did not tell R1 of the new order of Tylenol, she thought the 
nurses would do that.
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146136 2

02/11/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

146136 11/12/2024

Radford Green 960 Audubon Way
Lincolnshire, IL 60069

F 0580

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The facility policy under Resident's rights show, Federal and state laws guarantee certain basic rights to all 
residents of this facility. These rights include the resident's right to: O. be notified of her medical condition 
and of any changes in her condition. p. be informed of and participate in her .treatment. 
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