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STATE OF ILLINOIS 

DEPARTMENT OF PUBLIC HEALTH 
STATEMENT OF VIOLATIONS 

  
Emerald Park Health Care Center 

Facility Name 
0040816 

I.D. Number 
 

As a result of a survey conducted by representative(s) of the Department, it has been determined the following violations 
occurred.  Please respond 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.  Forms are to be 
submitted with the original signature. 
 
IMPORTANT NOTICE:        THE STATE AGENCY IS REQUESTING DISCLOSURE OF INFORMATION THAT IS NECESSARY TO ACCOMPLISH THE  

STATUTORY PURPOSE AS OUTLINED UNDER PUBLIC ACT 83-1530.  DISCLOSURE OF THIS INFORMATION IS MANDATORY.  THE 
FORM HAS BEEN APPROVED BY THE FORMS MANAGEMENT CENTER. 

 
"A" VIOLATION(S): 

 
300.1210 a) 
300.1210 b) 3) 
300.1210 b) 6) 
300.1220 b) 2) 
300.3220 g) 
300.3220 g) 2) B) iv) 
300.3240 a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The facility must provide the necessary care and services to attain or maintain the highest 
practicable physical, mental, and psychosocial well-being of the resident, in accordance with each 
resident’s comprehensive assessment and plan of care.   Adequate and properly supervised 
nursing care and personal care shall be provided to each resident to meet the total nursing and 
personal care needs of the resident. 

Personal Care, as defined in section 300.330 is assistance with meals, dressing, 
movement, bathing or other personal needs or maintenance, or general supervision and 
oversight of the physical and mental well-being of an individual who is incapable of 
maintaining a private, independent residence or who is incapable of managing his 
person, whether or not a guardian has been appointed for such individual (Section 1-120 
of the Act). 
 

General nursing care shall include at a minimum the following and shall be practiced on a 24-
hour, seven day a week basis: 

Objective observations of changes in a resident’s condition, including mental and 
emotional changes, as a means for analyzing and determining care required and the need 
for further medical evaluation and treatment shall be made by nursing staff and recorded 
in the resident’s medical record. 

 
All necessary precautions shall be taken to assure that the residents’ environment remains as free 
of accident hazards as possible.  All nursing personnel shall evaluate residents to see that each 
resident receives adequate supervision and assistance to prevent accidents.   
 
The DON shall supervise and oversee the nursing services of the facility, including: 

Overseeing the comprehensive assessment of the resident’s needs, which include 
medically defined conditions and medical functional status, sensory and physical 
impairments, nutritional status and requirements, psychosocial status, discharge potential, 
dental condition, activities potential, rehabilitation potential, cognitive status and drug 
therapy. 

 
 
 

 
9125 South Pulaski  Evergreen Park, IL 60805 
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Every woman resident of child-bearing age shall receive routine obstetrical and gynecological 
evaluations as well as necessary pre-natal care.  In addition, women residents should be referred 
immediately for diagnosis whenever pregnancy is suspected. 
 
“Routine gynecological evaluations” shall include, as a minimum, the following annual updates 
that include additional laboratory tests, such as screening for sexually transmitted disease, should 
be performed as warranted by the history, physical findings, and risk factors. 
 
An owner, licensee, administrator, employee or agent of a facility shall not abuse or neglect a 
resident.   
 
These regulations are not met based on observations, facility and hospital record reviews, staff 
interviews, interviews of others, review of facility policy and procedures, and review of R2’s plan 
of care from which it was determined that the facility: 
1. Neglected one resident (R2) by: 

a. Failing to provide necessary care and services to a resident who was engaging in 
sexual activity with multiple partners in exchange for favors and cigarettes.  The 
facility was aware that R2 was unable to make safe choices and should have realized 
her risk for sexual abuse or exploitation by others. 

b. Failed to supervise, monitor and assess one resident in the facility, (R2), who 
exhibited unsafe sexual behaviors with multiple partners and had diagnoses including 
Venereal Warts. 

c. Failed to monitor R2 for possible pregnancy and, once pregnant, failed to identify the 
condition, provide pre-natal care and treat R2's medical conditions appropriately. 

2. Failed to counsel R2’s known sexual partners, (R6, R7, & R12) and protect them from the 
possibility of acquiring sexually transmitted diseases to which they were exposed. 
3. Failed to modify the risk behaviors and/or evaluate the sexual activity of these four residents 
and any other residents known to be sexually active in order to protect all the residents from 
harm. 
 
Findings include: 
 
Review of R2's clinical record reveals that R2 was admitted to the facility in 1997 with Schizo-
Affective Disorder and Diabetes Mellitus and Hypertension.  A consult sheet from a hospital 
admission found in the nursing home record indicated the facility was aware that R2 had multiple 
genital warts, a sexually transmitted disease (STD).  R2s’ assessment revealed cognitive 
impairment with psychotic behaviors.  R2 would solicit minor favors from males in the facility in 
exchange for sex.  R2 had documented poor decision-making skills.  The clinical notes also 
reveal that the facility has known of these behaviors, that R2 had sexually transmitted diseases, 
that R2 was having sex with other residents, and that all assessments of R2 indicated R2 was 
cognitively impaired and unable to make safe decisions about her sexuality since R2’s admission.  
 
According to the progress notes dated February 2003 and written by Z1, R2s’ attending 
physician, R2 had a diagnosis of known genital warts.  R2 did not have a medical follow-up for 
this STD until 12/15/03 because of R2's ongoing mental status and non-compliance.  The 
physician changed R2's STD diagnosis to multiple vulva warts and noted a large abdominal mass 
during this exam.   
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R2 was admitted to a hospital on 12/22/03 after an abdominal sonogram for this ‘mass’ found a 
viable fetus estimated at 32 weeks of gestation.  Facility staff was unaware that R2 was pregnant.  
R2s’ hospitalization, at an acute-care hospital, included diagnoses of multiple genital warts, 
urogenital trichomoniasis, Diabetic Ketoacidosis and a mental disorder: ante-partum with 
psychosis.  R2 required treatment in a medical intensive care unit to control her diabetes and high 
blood pressure.  After treatment of these acute, life-threatening medical conditions, R2 was 
placed on a psychiatric unit for close monitoring of her medical condition and for behavioral 
supervision until delivery. 
 
Observations of R2 on 1/29/04 at 10:45AM and on 1/30/04, surveyor observed R2 in her hospital 
room, on a locked psychiatric unit, under close supervision.  Surveyor was unable to interview 
R2 because of her severe cognitive impairment.  R2 denies that she is pregnant, does not 
understand the impact of her pregnancy, does not have the cognitive ability to recall or name the 
father of her unborn child, and could not express any history when asked about sexual behavior 
or contacts.  R2 stood up and started to undress in front of the surveyor. 
 
During interview with Z3, on 1/29/04 at 11:00AM, Z3 told surveyor R2 “is a very sick lady.”  Z3 
further stated “R2 needs continued hospitalization to control her diabetes and needs to be closely 
supervised with her pregnancy . . . (R2) is cognitively impaired and definitely unable to make any 
decisions for herself as well as for an unborn child.”  R2 will remain in the acute-care setting 
until the termination of her pregnancy.  R2 “continues to be at risk for DKA and hypertensive 
crisis and is presently unable to fully understand anything that has happened to her.”  Z3 was also 
very concerned about the resident once the psychotropic medications are resumed after 
pregnancy.   
 
R2's nursing home record revealed that R2 was on medications to control psychiatric symptoms.  
The resident assessment tool completed on 11/18/03 showed that R2's cognitive skills were poor; 
decision making was moderately impaired and that R2 has socially disruptive behaviors such as 
screaming and self abusive actions along with sexual behaviors. 
 
R2's care plan did not address socially inappropriate behavior until prompted by surveyor.  
Facility provided a care plan for sexual acting out dated 8/26/03.  The care plan indicates that 
staff is to provide diversion and activities, give positive feedback, and provide counseling. 
Nursing notes reviewed and show on 12/17/03 that R2’s pregnancy was found during an exam to 
evaluate her venereal warts at a hospital.  On 12/22/03, at 32 weeks gestation, orders were 
received to discontinue R2’s psychotropic drugs and R2 began receiving necessary pre-natal care. 
Facility was not aware that R2 was pregnant until this date.  The review of the medical chart for 
R2 revealed that there was no intervention or physical assessment of R2's odor, drainage, or 
menstrual periods.  
 
Surveyor interviewed E1, E2, E3, E4, E5, E6 and E8; all these staff members admitted to 
surveyor that they were aware that R2 was sexually active with multiple partners.  All these staff 
described R2 as being cognitively impaired, unable to provide self-care, and needing frequent, 
constant redirection.  They knew that R2 was at risk for others taking advantage of her due to her 
known behavior of trading sex for favors.  They denied that the facility had any program in place 
to monitor, protect and prevent sexual activity that might be harmful to a resident.   
 
During an interview with E3, (staff nurse), on 12/26/03 at 12:30PM on the second floor, E3 told 
surveyor he knew R2 "was sexually active with at least 3 men on the floor but never thought of 
her becoming pregnant."  E3 told surveyor R2 has frequently had sexual relations with R6, R7, 
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and R12.  E3 denied that staff had done any counseling with R2 or her partners regarding the 
risks of unprotected sex.  Staff did not attempt to intervene or assess safety of R2 or her partners 
when they knew R2’s cognitive status was impaired. 
 
During interview with E2, on 12/26/03 at 12:45PM on the second floor, E2 identified R6, R7 and 
R12 as R2’s sexual partners.  E2 stated that R2 goes into these residents’ rooms and staff has 
caught R2 in their beds on several occasions.  E2 denied any attempts to counsel and program for 
this behavior.  
 
During interview with E6, on 12/30/03 at 2:30PM on the second floor, E6 told surveyor R2 has 
had "sex with different men", that E6 was also aware R2 has a STD, and that R2's STD was 
untreated.  E6 stated it is the responsibility of the social workers to teach and implement safe sex 
among the residents.  E6 further stated that the facility did not program for safe sexual behaviors.  
 
E1, E3, and E6 were aware that R2 had recurrent STDs.  Facility did not assess R2, or any of her 
known partners.  Facility has a large census of mentally ill residents and their shower schedule is 
flexible, based on staff prompts and then left up to each resident.  Staff failed to observe R2 
during her personal care regimen and therefore failed to notice the outward physical changes of 
pregnancy. 
 
During a phone interview with Z2, on 12/26/03, Z2 told surveyor R2 is not capable of making 
any medical decisions regarding her care and treatment.  R2 is  "psychotic and does not have the 
knowledge or understands the consequences to having unprotected sex usually done for favors 
and definitely cannot cognitively understand what harm she is causing to herself or her multiple 
sexual partners."  Z2 indicated that during February 2003 he was so concerned about R2's mental 
status and poor decision-making skills, and sexual behaviors, as well as R2s’ refusal to treat the 
genital warts, that he had requested guardianship be started in order to make medical decisions in 
R2's favor. 
 
A review of R2's clinical record revealed that guardianship referral forms were started for R2 on 
2/5/03 but the process was never completed by the facility.  Facility does not have any evidence 
of re-applying for guardianship to help protect R2 and help make medical decisions the physician 
recommended.  During a phone interview on 1/28/04, Z4 told surveyor the facility informed him 
that the court denied R2's guardianship.  The facility did not provide evidence of this and nothing 
was found in the clinical records.  
 
Interviews with E6, E2 and E3, on 12/30/03 at 2:45PM on the second floor, revealed that facility 
has no programs to teach and train residents who are sexually active about safe sex practices.  All 
three staff members told surveyor there are many residents residing in the facility having sexual 
relations with each other; that “about 20 of 85 residents on the second floor” and “about 10 of 75 
residents on the first floor” are sexually active.  Staff denied attempts to supervise, teach, redirect, 
and monitor to prevent sexual exploitation of residents unable to make safe and appropriate 
decisions. 
 
During interview with E7, on 12/30/03 at 3:00PM on the second floor, E7 told surveyor he has 
only been at that facility for about 2 months, and that he just recently started a new admission 
policy about safe sexual practices in the facility.  However, none of the staff members 
interviewed by the surveyor knew about this new policy including E6, E2, E3 and E4. 

“A” 
 


