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STATE OF ILLINOIS
DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF VIOLATIONSAND PLAN OF CORRECTION

TAYLOR HOUSE 0035030
Facility Name [.D. Number
3021 TAYLOR AVENUE

SPRINGFIELD, IL 62703

Date of Survey: 5/18/04

Complaint Investigation
Asaresult of a survey conducted by representative(s) of the Department, it has been determined the
following violations occurred. Pleaserespond to each violation. The response must include specific actions

which have been or will be taken to correct each violation. The date by which each violation will be
corrected must also be provided. Formsareto be submitted with the original signature.

IMPORTANT NOTICE: THE STATE AGENCY IS REQUESTING DISCLOSURE OF INFORMATION THAT ISNECESSARY TO
ACCOMPLISH THE STATUTORY PURPOSE AS OUTLINED UNDER PUBLIC ACT 83-1530. DISCLOSURE
OF THISINFORMATION ISMANDATORY. THE FORM HAS BEEN APPROVED BY THE FORMS
MANAGEMENT CENTER.

"A" VIOLATION(S):

350.620a) Thefacility shall have written policies and procedures governing all services
provided by thefacility
which shall be formulated with theinvolvement of the administrator. The policies
shall be available to the staff, residents, and the public. Thesewritten policies shall
be followed in operating the facility and shall bereviewed at least annually.

350.810a) Sufficient staff in numbersand qualifications shall be on duty all hours of each day
to provide
services that meet the total needs of the residents.

350.1060a) Thefacility shall provide training and habilitation servicesto facilitate the
intellectual, sensorimotor,
and effective development of each resident in the facility.

350.1230d)3) Direct care personnel shall betrained in, but not limited to, first aid for accident or
illness.
350.2730c)5) Hot water available to residents at shower, bathing, and handwashing facilities shall

not exceed 110



degrees Fahrenheit.
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350.3240a) An owner, licensee, administrator, employee, or agent of a facility shall not abuse or

neglect aresident. (Section 2-107 of the Act)
These REGULATIONS are not met as evidenced by:

Based on aobservation, interview, and record verification, the facility neglected to
take necessary measuresto keep clients of the facility from harm when they failed to
implement their policy to prevent neglect when R1 received hot water burnsand
when they neglected to take stepsto protect 15 of 15 remaining clients (R's2 - 16) to
prevent potential further hot water injury when they:

1) Neglected to implement their system proceduresfor water temperature
monitoring as per their policy prior to and following the 4-18-04 incident when R1
was burned.

2) Neglected to implement their policy for medical emergency procedure when R1
was found with hot water burnson her lower body.

3) Neglected to ensure sufficient direct care staff in the facility on the evening of
4-18-04 to supervise and manage the needs of the clients.

4) Neglected to provide programming or service objectivesfor residents deemed
incapable of mixing hot and cold water to a safetemperature.

5) Neglected to ensure staff weretrained in implementing the policy and procedure
for monitoring water temperatures.

Thesefailuresresulted in R1 receiving first and second degree hot water burnsthat
resulted in an emergency hospitalization dueto the burnsfrom 4-18-04 until 4-25-04
when R1 died at the hospital.

Findingsinclude:

Per R1's cover sheet, 1-14-04 Individual Service Plan (ISP) and physician order
sheet, R1 was a 62 year old female with a diagnosis of Severe Mental Retardation
(theteam felt the |Q waslessthan 36), and a Broad | ndependence score of 2 years7
months; Typell Diabetes Méllitus;Congestive Heart Failure; Hyperlipidemia;
Intraocular LensImplant; Osteoarthritisright knee; History of benign ovarian cy<t;
Hemorrhoids; Dorsal Kyphosis; Affective Psychosis, Depression; Hiatal Hernia; and
Coronary Artery Disease.
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350.620a) Per the ISP, R1 had a Broad | ndependence Scor e of 2 years 7 months. The cognitive
350.810a) assessment done 2-15-00 showed a full scale 1 Q of 36 on therevised WAISR,
although
350.1060a) the" CST" (interdisciplinary team) " believesthat [R1's] 1Q islessthan 36...R1's
abilities
350.1230d)3) have failed somewhat dueto her declining health."
350.2730c)5)
350.3240a) Review of the | SP and assessments show that R1 was" pleasantly confused" ,
according
(Cont’d.) to nursing assessments, and " must be closely supervised dueto poor judgement.”

- The Social Services/ Guardianship section stateq R1] did not recognize a
stranger, will scrounge through the garbage or go outside with no jacket on if the
weather iscool.

Additionally the social service section stated she liked attention from othersand did
not independently occupy her leisuretime. The social services section stated that R1
must be closely supervised dueto her poor judgement and needed verbal promptsto
close the bathroom door or bedroom door when undressing. R1 served asher own
guardian.

- TheLesure section of the | SP statesthat " [R1] needs constant supervision when
out in the community as she exhibitsinappropriate behavior around others."

- The Motor Skills area statesthat, " She had difficulty following verbal

instructions.”

- The Communication area statesthat, " Her speech was difficult to under stand if
the topic was not known...[R1] had limited responsesto questions and comments, she
was not able to maintain a conversation past social greetings...[R1] demonstrated
knowledge of eventsand activitieswithin her environment... could follow ssimple
directionsand routines..."

- The Functional Skills section states at times R1 defecates or urinates on hersdlf, is
ableto start her bath water and clean her salf, but requires assistance with regulating
the water temperature. She needs assistance with washing off and thoroughly
toweling off. "[R1] requires extensive support.”

- The Cognitive Skills section stated that " an 1Q of 36 isthe lowest measurable score
given on the WAIS-R. Inreality, [R1's] 1Q ismuch lower than can be accurately



measured...has difficulty identifying her own name from other names' and cannot
recognize lettersand isnot able to pick a particular soda.
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350.620a) R1received first and second degree burnson her feet, buttocks, and legs on the
evening
350.810a) of 4-18-04 when she independently unclothed herself after 3 residents(R's 2, 3, and
4)
350.1060a) assisted her in coming to the bathroom, running hot bathwater and bathing her
based on
350.1230d)3) facility incident report and staff and client interviews.
350.2730c)5)
350.3240a) According tothe GP-15report (report of incident) written by E4, between 8 - 8:15
PM
(Cont’d.) on 4-18-04, R1'sclothing was put in R2 and R4's bedroom and adjoining bathroom

(Room 1 according to facility diagram) on achair [in preparation] to give R1 a bath
after [E4 gave] R16 a bath. E4 wroteshesaw R1in theliving room. E4 wrotethat
shewent to get R16 off of thetoilet to put her [R16] "in chair" [wheelchair],
answer ed the phone, and pushed R16 into her room (room 7 per the diagram).
When E4 came out of the dining room, R4 was in the hallway and said ," that girl
needs help out of tub." Per thereport, when E4 got to theroom, R1wasin the
bathtub. Her skin wasred and therewas no water in thetub. Per thereport, R's 2,
3, and 4 wereall in the bathroom with R1 and R1 was laying on her left sideand
could not get out [of tub]. E4 saw that R1'sfeet had blistered and she had burnson
both feet, the back of her left leg, her left buttock cheek and on theinside of her
right thigh.

Thefinal report by the emergency department of the hospital dated 4-18-04 at 9:00
PM statesthat R1 was seen at 8:33 PM. The presenting problem was" Major burn"
with the occurrence noted as" a few minutesprior to arrival". Thelocation of the
burnswere noted to be on her " back, abdomen, right hand, left hand, right leg, left
leg, right foot and theleft foot. Quality; blistersand erythema. The degree of
severity ismoderate...Prior skin problems; negative. Risk factors; negative. The



location wher e the accident occurred was at group home."

Other symptoms noted were moder ate erythema and moder ate pain. Morphine
Sulfate (MS) 6 mg was given. The examination of the skin showed blisters,
circumferential burn, first degree burns20% and 2nd degree burns15%. The
impression and plan stated, " Burn, major, Diagnosis of burn and burn of the
abdominal wall; Second degree burn of the back; Burn of the hand; Blisterswith
epidermal lossdueto burn (second degree) of foot."

Her condition waslisted as" stable but guarded".
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350.620a) R1'shospital expiration flow sheet stated that she died at 6:55 PM on 4-25-04.

350.810a)

350.1060a) Phone interview with Z1, physician on 4-29-04 at 2:45 PM indicated that R1 died
from

350.1230d)3) multi organ system failurein the burn unit of the hospital on 4-25-04. Per Z1, R1's
heart

350.2730c)5) had 1/3 of thefunction of a normal person‘'sheart. She said that when R1 went into
renal

350.3240a) failure and had to undergo renal dialysis at the hospital, that it could have been
caused by

(Cont'd.) the cardiac condition, but that the condition could have been exacerbated by her

burnson her body. Shesaid it was difficult to do fluid replacement for burnswith
someone with a compromised cardiac condition dueto possibility of overloading the
heart.

Z1 said when she spoke with the facility director, she questioned how R1 could have
gotten burned and was not informed that the skin was off of her feet. Z1 said that the
facility told her that her burnswere not that bad. Z1 said shedid not tend to R1's
medical care while shewasin the hospital.

Z3, physician, said per phoneinterview on 5-4-04 at 11:35 AM that he saw R1in the
hospital, that she had 1st and 2nd degree burns and was tended to by the plastic
surgeon in the hospital burn unit and her chronic medical conditionswere
exacerbated by her burns.



Z2, physician, said per phoneinterview on 5-4-04 at 12:20 PM that she saw R1in the
burn unit of the hospital and worked on the sidelineswith the physiciansin the burn
unit.

She said that renal failureis common for those with burns and was exacer bated by
R1's congestive heart failure.

She said that reading some of the physician progress notes, shethought R1 had 1st
and 2nd degree burnson 37 % of her body and that some of the burnswere bad
enough and not healing so that skin grafting was considered. Shethought that the
back of her thighsand feet were being considered as sites needing grafting.

Z2 said that R1 had started to go into multi system failureprior to Thursday, 4-22-
04. 72 said shefelt that the burnscontributed to R1'sdeath. Z2 said that R1's
medical condition had been stable prior to her receiving burnsfrom hot water at the
facility. Z2 said in interview on 5-11-04 at 9:58 AM per phoneregarding transferring
R1 to the hospital per car with dippersand clothing, that one would haveto worry
about clothing and shoes/ dippers sticking to the burns and therisk of infection.
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350.620a) Z9, physician, said per phoneinterview on 5-11-04 at 8:40 AM that hecared for R1's

350.810a) cardiac condition in the hospital and he had not seen her prior to hospitalization. He
said

350.1060a) that hedid not feel that R1 had a heart attack - that there wasno blocked artery in
the

350.1230d)3) heart, but that rather her heart problemswere dueto sever e cardio-myopathy and

35.2730c)5) congestive heart failure (CHF). Z9 said that there was more of afluid build-up
(CHF) and

350.3240a) that her heart was a sever e underlying medical problem when seen in the hospital

(Cont’'d.) following R1'sburns.

Z9 said R1's heart condition wor sened from the stress of the burn injury.

1. Water temperatureswere not monitored in client bathrooms according to facility
policy prior to and following the 4-18-04 incident when R1 wasburned. Thefacility
failed to follow it's Hot Water Policy (of 10-01-84 / revised 10-19-88) that states, " Hot
water availableto residentsat shower, bathing, and hand washing facilities shall not



exceed 110 degrees F. and the procedurethat states, " Hot water outlets shall be
monitored in residents bathrooms onetime weekly."

l.a. Thefacility neglected to monitor hot water in resident shower / tub / bathrooms
prior to 4-18-04 when R1 was burned with hot water.

Prior to R1'shot water burns, the facility maintenance per son weekly checked only 4
water outletsin thefacility [onereading for men'swing, one reading for woman's
wing, staff bathroom and kitchen] according to the water temperaturelog (form GA-
26 of

11-02) and verified by interview with E5, maintenance person on 4-27-04.

The most recent hot water check prior to R1's burn was documented on thelog on
4-16-04.

Thelog stated the kitchen and men's (unspecified bathroom on wing) and the
women's (unspecified bathroom on wing) and staff bathroom water temperatures
wer e checked.

The note at the margin of the 4-16-04 date on the log stated " turned down" .Thereis
no indication what was turned down or to what degreeit wasturned down.

E5 said during an interview on 4-27-04 at 12:10 PM that the notation " turned down"
meant that heturned the hot water heater down and did not specify to what degree
thewater heater wasturned down.
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350.620a) E5 stated on 4-27-04 that only one bathtub water outlet was checked on each wing at
350.810a) ;gfthest end from the hot water heater onetime per week. E5 acknowledged that
350.1060a) \t/\r/]:rr:S client shower / tub rooms, the kitchen and staff bathroom (for atotal of 7
350.1230d)3) agc??\?vc;er) but he only checked 4 areas (water outlets) of the building.
350.2730c)5)
350.3240a) E5 said that he started maintenance for the building on October 2003 and thiswas
(Cont’d.) EZV\Yvas taught to check hot water temperatures and he was not awar e of a facility

hot water policy.



E5 said hewas not told to check every bathroom / shower room accessible to clients.
Per interview with E2 on 4-27-04, the mixer valve had been replaced last year.

1.b. Following R1's hot water burn of 4-18-04, the facility neglected to follow itsHot
Water Policy (of 10-01-84 / revised 10-19-88.)

1.b.1. Following R1'sburn on the evening of 4-18-04, thereis no evidence the water
temperature was checked by facility staff.

Increased monitoring of the water temperature was not initiated until 7 AM on 4-19-
04, according to the water temperaturelog. 7 of 7 areas checked exceeded 110
degreesF:

Staff bathroom - - 120 degrees

Room 1 bathroom - 120 degr ees (bathroom where R1 was burned the previous
evening)

Room 2 bathroom - 120 degrees

Room 3 bathroom - 120 degrees

Room 4 bathroom - 115 degrees

Room 5 bathroom - 115 degrees

Kitchen - 115 degrees

Per thefacility diagram, E5 showed surveyor on 4-27-04 that bathroom where R1
received the hot water burnswaslocated in room 1.

E5 stated in his 4-27-04 interview that the mixer valve was adjusted by the plumber
on

4-19-04, who then showed E5 how to adjust the mixer valve. The mixer valve was
determined to be faulty and wasordered. It wasnot installed until 4-29-04 dueto

thevalve not being in stock, according to ES5.
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350.620a) Per the water temperature log, the water temperatureswere not checked again until
3PM
350.810a) on 4-19-04 when some of the bathrooms continued to exceed 110 degrees F:
350.1060a) Staff bathroom - 111 degrees

350.1230d)3)

Room 1 bathroom - 112 degrees



350.2730c)5) Room 2 bathroom - 111 degrees

350.3240a) Room 3 bathroom - 111 degrees

(Cont’d.)
Following R1'sburn of 4-18-04 and prior to 4-27-04, per interview with E5, he
checked the hot water with athermometer twicea day around 7 AM and 3 PM
Monday through Friday and E2 checked the hot water sometimes.

On Saturday and Sunday (4-24-04 and 4-25-04), documentation on the water
temperaturelog showsthat only one [unidentified] water outlet in the facility was
checked on each day by the Qualified Mental Retardation Professional (QMRP),
E2, which was documented asfollows:

4-24-04 check wasat 8 AM and 5:15 PM.

4-25-04 check was 10:30 AM and 7:45 PM.

Per interview with E2 on 5-4-04 at 10:30 AM only one water outlet was checked in a
resident bathroom at the far end on one hall. The mixer valve had not been replaced
at thistime.

Per observation of the facility on 4-27-04, there are 2 wingsfor client bedrooms and
bathrooms. Thefloor plan for client roomsisan "L" shape. Thewater outlet
checked by E2 was at thefar end on one side of the" L".

The hot water continued to be poorly regulated prior to the replacement of the
mixer valve on 4-29-04 as evidenced by documentation on the temperaturelog of the
following water temperatures on 4-27-04 at 6:45 AM:

Staff bathroom - 111 degrees

Room 4 bathroom - 115 degrees

Room 5 bathroom - 114 degrees

Kitchen - 115 degrees
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350.620a) "Turned down" iswritten in themargin of thelog next to this date/time.
350.810a)
350.1060a) Thelog hasnotes of turned up or down on the following dates/ timesfollowing R1's

350.1230d)3) burn on 4-18-04:



350.2730c)5)
350.3240a)
(Cont’d.)

4-22-04 - 6:30 AM turned up
4-27-04 - 6:45 AM turned down
4-27-04 - 3:00 PM turned up
4-28-04 - 6:45 AM turned down

Thereisno documentation if the mixer valve or water heater wasturned up or down
or to what degreethe adjustment was made.

1.b.2. Thereisno evidencethefacility immediatdy ensured the safety of clients2 to
16 whowereat risk for burnsafter R1'shot water burn on the evening of 4-18-04.

Based on aobservation of clientsat the facility and verified by E4 and E8, R's2 - 15
ambulateindependently. Only R16 isin an wheelchair and needs staff assist for
toileting and mobility.

After 8 PM on 4-18-04 clients had independent accessto hot water in sinks and tubs
and wereat risk to receive burnsuntil the water no longer exceeded 110 degreesF.
Thereisno evidence that the facility checked the temperature of the water or
prevented accessto outletswith hot water until 7:00 AM on 4-19-04 (approximately
11 hours after the burn occurred) when the water temperatur es checked by the
maintenance person showed all water sources checked exceeded 110 degr ees.

After R1wasburned on the evening of 4-18-04, direct care staff who worked, E4
and E8 per interview on 4-27-04, did not check the water temperaturesor secure
bathroomsto prevent possible burnsto other clients (R's2-16) who remained at the
facility after R1 wastaken to the hospital with first and second degree hot water
burns.

2. Thefacility failed to follow its Policy No. 5.57 for Physical Injury and IlIness
related to Abuse and Neglect by failing to implement the policy for medical
emer gencies.

Page 10 of 18

STATE OF ILLINOIS
DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF VIOLATIONS AND PLAN OF CORRECTION

TAYLOR HOUSE 0035030

Facility Name

[.D. Number

350.620a)

Thepolicy states, " Individuals served by the agency shall receive timely and



350.810a)
350.1060a)
350.1230d)3)
350.2730c)5)

350.3240a)
(Cont'd.)

effective

medical servicefor physical injuriesand illnesses' and defines neglect as ," Failure
to

provide ...services necessary to avoid physical harm, mental anguish..." with the
pur pose

being to " provide guidance to staff in securing timely and effective medical service
for

individuals'.

Staff failed to call 911 when R1 wasburned in the bathtub on the evening of 4-18-
04.

Per interview with E4 on 4-27-04 at 4:50 PM, E4 was giving R16 a shower in the
bathroom adjoining her bedroom on 4-18-04. R16 needed total assistance for
bathing, dressing and transferring. E4 said that she could not find a disposable
diaper for R16. E4 looked in R16'sand R1's bedroom, linen closet and laundry
room. E4 said shefinally found adiaper in thelaundry room. During thistime, E4
asked R2to " keep an eyeon R16" who was on thetoilet while E4 looked for a
diaper. Per E4, R16 isatotal transfer and will try to get up on her own and has
fallen in the past.

Per E4, R2 wasvisiting R3 in her bedroom wherethey had visual accessto R16's
adjoining toilet / shower room.

E4 said that she asked R2 for permission to usethetub in R2'sbathroom to give R1
atub bath since R1 only had a shower in her adjoining bathroom and R1 preferred
atub bath.

E4 said shewas also trying to get thingsready for R1's bath.

E4 said when shewaslooking for a diaper, answering the phone and preparing
thingsfor R1'sbath, she did not know where E8 was - that maybe hewasin the
kitchen preparing snacks. E4 said that while she was going through the building, she
saw R1in theliving room on the sofa adeep with her head on R10's shoulder.

After answering the phonein thedining room, E4 said that R4 wasin the hall and
told her, " That girl needs help out of thetub." E4 said shedid not know what girl
R4 wastalking about.

Per E4'sinterview, E4 said that when she got to the bathroom, R's 2, 3, 4 werein the
bathroom of Room #1 (R2 and R4'sroom).
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350.620a) E4 found that R1 wasin the tub with no water. R1 normally turned onto her knees
350.810a) E)?r?i‘ thetub. Per E4, R1wason her left side and she saw that R1's hip wasa little
350.1060a) \rlve?]en E4 asked what she was doing there, she said that she did not know. E4 said
350.1230d)3) :Rt]ftcould not roll over and get up asshenormally did. E4 put towelsin the bottom
350.2730c)5) '?rf]etub and got into thetub to help R1 up. At that time she saw a " piece of skin on
350.3240a) Ioefu:?‘root, then | saw skin off of her feet...Skin (yellow substance) wasin tub, skin was
(Cont'd.) thin, just didn't think - [it] looked liketoilet paper."

E4 was not aware 3 clients had helped R1 into the bathroom / tub. E4 said that the
staff monitorsall clients with accessto water but admitted that thiswas not possible
if a staff wasbusy in a bathroom with another client. E4 did not know wherethe
other direct care staff co-worker, E8, wasduring thetimeR's2, 3, and 4 were
putting R1 in the bathtub.

E4 said that R1 can get in and out of the tub, dressand undress and wash her own
hair. Per E4, R1 needed numerous promptsto undress, but enjoyed taking a bath.

Per E4, shecalled for E8 when shefound R1 in the bathtub and he assisted her to
get R1 on the edge of thetub. E8 said in his4-27-04 interview that on 4-18-04, he
went to the bathroom after R2 and R3 told him that E4 needed hishelp in R4's
bathroom.

E8 said he had just stepped outside to smoke a cigar ette when the clients called for
hishelp.

Per E8, therewas no water in thetub, but towelsin thetub, " maybe to soak up
water" . E8 saw R1in R4'sbathroom sitting undressed on the side of the tub with
her feet on thefloor. Shewaspink from thewaist town. E8 said hetold E4to get a
robe[for R1] and he sprayed R1 with cold water. E8 indicated that he thought you
should put cold on aburn. Heasked E4 if they should call 911. Per E8, E4 told him
that they do not usually call 911.

E4 and E8 stated they put dipperson R1'sfeet (with skin off of her feet) , put arobe
on her, walked her to acar, "then [E4] took her in [her] car to ER." E4 said that
when they arrived at the hospital, she picked her up and put her in awheelchair to
gointothe ER. E4 said that R1 never complained of pain until shewasin the burn
unit - then she " could hear her holler”.
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350.620a) E4 said in her 4-27-04 interview that she panicked. She called E2 at home, told her
350.810a) vlv1;2tpened and told E2 that she [E4] wastaking R1 to the hospital and hung up. E4
350.1060a) Starl:gt she probably did not give E2 a chanceto respond or givedirections. E4 said
350.1230a)3) tgﬁ was not called.
350.2730c)5)
350.3240a) E4 said that she only called 911 onetime since she started work at the facility (12-8-
(Cont’d.) ?Joer employeeroster) when aclient had a seizure. Shesaid that usually the staff

took clientstothe emergency room by themselves. E4 said afterwards she wastold
to call 911.

E4 said that she thought it took about 10 - 15 minutesto take R1 to the emergency
room.

With R1's medically compromised diagnosis of diabetes and congestive heart failure,
therewasthe potential that R1 could have had a medical emergency in the car due
to the burnsto her body and could have suffered additional discomfort from
walking on burned feet, having dipperson the burned feet, having clothing on and
sitting on a burned buttocks and legsin the car rideto the hospital.

Thefacility policy for physical injury statesthat staff on duty should take
appropriate action consistent with thefollowing: " If theindividual must be taken to
the emergency room, Notify the local ambulance [911] serviceto transfer unless
directed otherwise by QMRP or administrator" .

3. Thefacility neglected to ensurethat therewas sufficient direct care staff to meet
clients needswhen:

a. Onedirect carestaff (E4) wasleft alonewith 15 clientsaround thetime R1 was
burned when 1 of 2 direct care staff (E8) on duty left to take oneclient to the store;
b. One(new) staff (E8) wasleft alonewith 15 clientswhen 1 of 2 direct care staff on
duty (E4) left to take R1 to the emergency room and stayed at the hospital until 1:30
AM, when shereturned to the facility to work the night shift



c. 5clientsstated they helped staff by assisting in other clients' care or monitoring to
prevent falls.
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350.620a) 3.a. E8 said per interview on 4-27-04 at 3:30 PM that he " wasn't here for most of it
350.810a) incident of 4-18-04 when R1 got burned]. E8 said " it was after supper and...the cook
350.1060a) wasgone. Took aresident, R12, to [name of agrocery store] for asoda." Per E8,
R12
350.1230d)3) wanted to get a soda, so hetook her by herself in the van to the grocery storeto buy a
350.2730c)5) soda.
350.3240a)
(Cont'd.) When E8 got back to the facility, he went to the back of the facility for a cigarette

when R2 and R3 called him to help E4 with R1.

Per time records (punch sheets) for 4-18-04 when R1 was burned, after 7 PM when
thetimerecordsindicatethat E7, the cook, left for the day, the only direct care staff
on duty were E4 and E8. E4 was an experienced, trained staff.

E8 started at the facility on 2-17-04 and had not completed all of histraining,
according to E8.

During the time E8 was away from the facility, E4 was bathing R16 and attempting
tofind a diaper for R16 in various places through the building. Shewasalso trying
to get thingsready for R1'sbath. E4 said that R16 was not to be left alone and she
asked a client (R2) to watch R16 while shewason thetoilet. Per E4, R2 was visiting
R3in her bedroom wherethey had visual accessto R16's adjoining toilet / shower
room.

E4 was not awar e 3 clientswer e helping R1 into the bathroom / tub. E4 said that the
staff monitorsall clientswith accessto water but admitted that thiswas not possible
if a staff wasbusy in a bathroom with another client.

3.b. E8 wasleft alonewith clientsfrom approximately 8 - 8:15 PM on 4-18-04 until
1:35 AM 4-19-04 while E4 was at the hospital with R1.



Per employeeroster, E8 started work at the facility asa direct support person (DSP)
/ hab tech on 2-17-04.

Per the schedule, 2 direct care staff wereto be at the facility until 10:30 PM. When
E4 stayed at the hospital, no replacement staff was sent to work with E8. E2,
QMRP, was natified by phone by E4 that she wastaking R1 to the hospital about 8 -
8:15 PM per theincident report. Thereisno evidence other staff wascalled in to
work with R8. Since E4 was scheduled to work a double shift (evenings and nights),
E8 stayed at thefacility on his evening shift until 1:35 AM 4-19-04 when he said E4
returned to thefacility to work the night shift.
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350.620a) 3.c. R's2, 3,4,8, and 12 stated they helped staff out with other clients:

350.810a)

350.1060a) During an interview with R2 on 4-28-04 at 3:12 PM in her bedroom, she said that if

350.1230d)3) water was hot, shewould turn down thewater. She said that she helped the staff out
and

350.2730c)5) put R1in the bathroom (on 4-18-04). She said nobody asked her to do this. R2 said
that she

350.3240a) asked R1if shewasready for her bath - " comewith me". Per R2, shethought R4
put the

(Cont’d.) water in thetub.

R4 isa 60 year old female with an adaptive score of 3 years4 months and moderate
level of functioning per resident roster. Also per resident roster, E2 indicated R4
needed assistance with bathing.

R1 wasin the bathroom of R2 and R4'sroom to take her bath.

Per R2, R1 said the water was hot when she got into thetub. R2 did not state how
much water wasin thetub when R1 got in, but said during the bath the water was
up to her waist and pointed to the waist on her own body.

R2 said again, that the water was" very hot" and did not know why it was not cool
water.

R2 said that R3 washed her (R1), and R2 took the water out of thetub - the water
"was hot". R2then said that she asked R4 to get E4 and then waited for E4. This
correspondswith E4's account that R4 came to get her help.



R2 said that she accidentally helped staff out.

Per interview with R3 on 4-28-04 at 3 PM in her bedroom, she said that R1 was her
roommate and shewould help put her shoeson in themorning. R3 said that R1
could take her clothes off by herself and liked to use the bathtub in R2's bedroom
sincetherewasa [roll in] shower in their (R1 and R3's) bedroom.

R3 said that R4 turned the water on in thetub for R1 and it "washot". " washed
her back and water wasvery hot. | turn my water down if hot." R3 said that E4
helped get R1 out of thetub.
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350.620a) When asked if clientswere ever asked to help staff with other clients, R2 said in the
350.810a) 4-28-04 interview that E4 asked her to watch R16 for a minute.
350.1060a)
350.1230d)3) R3 said in interview on 5-5-04 at 2:20 PM that she was asked to watch another client
350.2730c)5) [R16 when shewas on thetoilet] only " that onetime" (referringto when R1wasin
tub
350.3240a) and got burned in the 4-18-04 incident).
(Cont'd.)

R8, a verbal male who functionsin the moderate level of functioning per resident
roster, said in interview on 5-5-04 at 2:25 PM that onetime E11 asked him to watch
R16 in her wheedlchair in theliving room so shewould not get up. Hesaid that he
would have called staff if R16 wasfalling and he would have helped her if she got

up.

R12, a verbal female with a mild leve of functioning per resident roster, said in
interview on 5-5-04 at 3:39 PM that no staff asked her to watch clients, but shetakes
it upon hersdf to watch R16, her roommate, if sheison thetoilet alone since one
time shewastrying to put her diaper in the waste basket and leaned over and fell on
thefloor of the bathroom and hurt her shoulder. A written progressnoteon a GP-
15 form dated

4-10-04 at 3:03 PM stated that R16 attempted to get off (toilet) alone and fell hitting
her right shoulder and right side of her head on the sink cabinet. The notewas



written by E11.

Per E4 and per R16'srecord, shewas admitted to the facility on 3-12-04. Z5 stated
in phoneinterview on 5-4-04 at 3:07 PM that R16 wastransferred from her previous
placement dueto increased falls and insufficient staff to monitor to prevent falls.

Theinitial health and history assessment for R16 written 3-12-04 statesthat R16isa
high risk for falls.

Theadmission summary written by the social work consultant statesthat R16 had
falls from her wheelchair when shewould try to retrieve an item out of her reach
and was very dependent in the area of taileting.

Progress notes verified that R16 was at risk for falls per documentation that R16 fell
at the workshop on 4-5-04 and at the facility 4-10-04.

4. Thefacility neglected to provide programming or service objectivesfor residents
deemed incapable of mixing hot and cold water to a safetemperature.
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350.620a) R1 wasburned in a bathtub with hot water when R's 2, 3, and 4 put her in the
bathtub

350.810a) and bathed her.

350.1060a)

350.1230d)3) R's2 and 3 stated that the water was" very hot" , but thereisno evidence they
cooled the

350.2730c)5) water, immediately called staff to assist with the hot water or immediately took steps
to

350.3240a) prevent injury to R1.

(Cont’d.)

Per resident roster given by E2, R's2 and 3 aretotally independent in bathing,
including regulating hot water temperature. Although R2 and 3 were deemed
independent in regulating water temper ature, they made no attempt to cool the bath
water for R1 when they stated the water was" very hot."

Per interview with E2 on 4-27-04 at 2:40 PM, the assessment tool used to determine
if clientscan regulate water temperatureisthe SIB (Scales of Independent Behavior)
assessment.

E2 stated no client isin a training program to regulate water temperature.



a. R2isa 29 year old female with an adaptive behavior score of 8 years,1 month
(per SIB) and mild level of functioning per resident roster. R2 failed to cool hot
water in R1'sbath water on 4-18-04. Sheisin notraining program to regulate
water temperature.

b. R4isa60 year old female with an adaptive score of 3 years4 months and
moderate level of functioning per resident roster. Also per resident roster, E2
indicated R4 needed assistance with bathing.

Based on interview with R2 and R3, R4 put very hot water in R1's bathwater for her
bath in which R1 received first and second degree burns. R4 isin no training
program to regulate water temperature.

c. R3isa39year old female with an adaptive behavior score of 6 years 8 month and
moder ate leve of functioning per resident roster. R3 washed R1 while she sat in hot
water in the bathtub. R3isin notraining program to regulate water temperature.
Although the roster deemed the clientswere independent in regulating hot and cold
water. They did not practice these skillswhen hot water was used when they bathed
another client.

5. Thefacility neglected to ensure staff weretrained in implementing the policy and
procedureto monitor water temperatures.
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350.620a) Staff werenot retrained asto how to accurately check water temperature with a
350.810a) thermometer prior to client usefor bathing or hand washing until 4-27-04 when the
350.1060a) complaint investigation wasinitiated related to theincident of 4-18-04 when R1
350.1230d)3) received first and second degree burnsdueto bathingin hot water.
350.2730c)5)
350.3240a) E2 said ininterview on 4-27-04 at 2:40 PM that direct care staff do not document
hot

(Cont'd.) water temperatures, that the maintenance person and herself checked and

documented the hot water.

Per " In-Service Education / M eeting Report" dated 4-19-04 and signed by E2 asthe
instructor, training was given the day after R1'sburn. E2, however, stated not all
staff weretrained at the sametime: Staff wereinstructed asthey cameto work
from 4-19-04 to 4-20-04.



Theinstructions state: " Staff will under stand that no resident can take a bath until
staff checkswater temp. Have resident also check water temp with staff so resident
under stands what proper water temp should feel like. If staff feelswater ishot to
touch then staff will takethe thermometer and check for exact water temp."

E2 said theinservice did not train staff specifically in how to use a thermometer and
that direct care staff do not document water temperatures.

Per E2's 4-27-04 interview, staff weretold to put their hand under the water in the
bath to seeif it wastoo hot and then clientswereto put their hand under the water
to check for comfort. The hot water temperature checked on 3 of 17 checksfrom 4-
19-04 to 4-27-04 exceeded 110 F degreesat 7 of 7 hot water outlets checked. There
were 12 water outletsin thefacility that clients has accessto. Thewater mixer valve
was not replaced until

4-29-04 (when the part was available). No thermometer swere used by direct care
staff to ensure the hot water did not exceed 110 degr ees.

E4 and E8 both said in their 4-27-04 interview that they wereto check hot water
with their hand.

Nether staff could say wherethefacility thermometer was located to check hot
water. E4 thought shewould use a cooking thermometer to check water tempsiif it
felt too hot.

Neither E4 or E8 said they could feel the difference between 110 and 112 degrees.
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350.620a) E8, who's start date was 2-17-04, according to the employeeroster, said he learned
the

350.810a) usage of athermometer for hot water in histraining class.

350.1060a) E6, direct care staff, said that sheworked at the facility for 15 yearsand knew the

350.1230d)3) thermometer was on the door at thefront (time clock closet) and could probably tell
by

350.2730c)5) her hand if the water temper ature was above 110 degr ees.

350.3240a)

(Cont'd.) El verified that thethermometer wasin an envelope on a bulletin board under some

paperson theinside of thetime clock closet. The envelope was labeled as
thermometer with a yellow highlighter and was difficult to easily read and find



among other paperson the bulletin board.

Direct care staff were not instructed to check water temperatureswith a
thermometer until 4-27-04.

Illinois Department of Public Health Institutional Health and Safety Section
Technical Procedure#9 dated May 1, 1989 titled " Thermal Burn Hazards" stated
that time/ temperaturesrequired to produce full-thickness (second and third

degree) scald burnsin the elderly can occur at 3 minutesat 124 degrees F. The notice
stated that burnsto elderly may be especially serious and could possibly result in
death dueto a decreasein the skin thickness which allows the burn to penetrate to
deeper layersof tissue, and duetoimpaired cardiovascular function and other
biological impairments. (R1 had impairments of Congestive Heart Failure and
Diabetes.)

(A)
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