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A 000 Initial Comment A 000

Original investigation of FRI IL 188473.

VIOLATION 295.6000 a) 1)

A6000 Section 295.6000 Resident Rights AB000

This Regulation is not met as evidenced by:
Section 295.6000 Resident Rights

a) No resident shall be deprived of any rights,
benefits, or privileges guaranteed by law, the
Constitution of the State of lllinois, or the
Constitution of the United States solely on
account of his or her status as a resident of an
establishment, nor shall a resident forfeit any of
the following rights:

1) The right to live in an environment that
promotes and supports each resident's dignity,
individuality, independence, self-determination,
privacy, and choice and to be treated with
consideration and respect;

VIOLATION

Based on record review and interviews, the
establishment failed prevent rough treatment for
one of three sampled residents. (R1)

Findings include:

On 4/5/25 at 9:15 A.M., E1 (Executive Director)
stated that on the morning of 3/3/25, E3 (CNA)
came to E1 and informed E1 that R1 had
accused E5 of being rough with her. E3 had told
E1 that R1 had said that E5 had roughly lifted
R1's arms up to high and also threw R1 into the
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bed. E1 stated that she immediately started an
investigation and called E5 and told her she was
suspended pending the investigation. E1 stated
that they concluded through their investigation
that the inappropriate rough behavior did occur
and E5 was terminated from employment.

On 4/5/25 at 10:00 A.M., R1 stated that E5 did
treat her roughly but it was a while ago. R1 stated
that E5 was assisting her to bed and wasn't being
very nice that night. R1 stated that E5 was jerking
her arms up to high and hurt her shoulder. R1
said E5 then kind of threw her into her bed, which
hurt R1's hip. R1 said that she does not feel that
ES was trying to hurt her on purpose but she
shouldn't be so rough with elderly people. R1 said
that she had X-rays done but no fractures were
noted.

On 3/5/25 at 10:34 A.M., E3 (CNA) stated that the
morning of 3/3/25, she had noticed that R1 was in
pain. E3 stated that she asked R1 if she had
fallen or something. R1 told E3 that E5 had
handled her roughly, by pulling her arms up too
high and then kind of threw R1 into her bed. This
hurt R1's shoulder and hip. E3 stated that she
immediately reported this to E1.

Establishment Incident Timeline reads:

3/3/25
* (R1) made complaint of employee (E5) being
rough with her.
*Employee (E5) Suspended.
*Investigation started. Employees interviewed.
3/4/25
*Investigation continued.
Interviewed employees
Interviewed residents
3/5/25
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*Investigation continued

Finished interviewing employees
*Investigation documents sent to HR and RDO
for review
*Spoke to (E5) over phone; She was yelling
stating she was coming to the building, reminded
her she was suspended and that investigation is
underway.
3/6/25
*Discussion with HR
3/7/25
*Discussion with HR on investigation and
recommendation of termination of employment
(E3)
3/10/25
*Employee (E5) terminated.
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