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Dear Mr. Constantino,
 
I would like to share a story with you, my father passed away in 1999 leaving his wife of 49 years.  In

2015, mom was diagnosed with dementia but was able to live in her house until April 15th, 2020,
when she had a stroke and was taken to the hospital.  From there she went to Marian Joy for rehab
and then to Willowcrest in Sandwich, IL.  The care there was substandard to say the least.  Due to
Covid restraints we were not allowed to move mom to the DCNH until May of 2021. This has been a
blessing and we have been more than satisfied with her care. 
 
Why am I telling you this? Because every resident in the DCNH has a similar story, these are our
mothers, fathers, grandparents, aunts and uncles, sisters, and brothers.  Our number one goal is and
should always be, the care and safety of our loved ones. The thought of selling the facility to DeKalb
Holdings LLC, with their one-star ratings, is terrifying.  We as loved ones feel helpless, we put our
loved ones in what we thought was a safe and caring facility only to be told that will now be sold and
for what, 8.1 million dollars. 
 
I am attaching just one of the many tags that upset me because it was a clear sign of abuse and hits
close to home.  My mother needs help eating and the thought of having her tied by the neck with a
bed sheet (F600) to a chair is horrific.  Please, I beg you, do not give Dekalb Healthcare Holding, LLC
their CON.
 
Nickie Marsh
 
 
Nickie Marsh
Accounting Manager

225 Smith Road, St. Charles, IL 60174
Direct: 630-485-5883 | Fax: 630-485-5884
Nickie.marsh@ipmg.com | www.IPMG.com
Check out our new website!
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F 000
 


 


Complaint Investigation
 


#2394307/IL160206 - F557, F600 cited
 


Facility Reported Incident of 5/16/23 #IL160100 -
 


No findings
 


Facility Reported Incident of 5/24/23 #IL160516 -
 


No findings
 


Facility Reported Incident of 5/20/23 #IL160519 -
 


No findings
 


F 557
 


SS=D
 


Based on observation, interview, and record review
 


the facility failed to maintain dignity for one
 


(R1) of five residents reviewed for dignity in the
 


sample of six.
 


Findings include:
 


On 5/31/23 at 12:20 PM R1 is in the hall in a
 


geriatric recliner across from the nursing
 


station. V24 (CNA-Certified Nursing Assistant) is
 


feeding resident while standing next to her. V25
 


is not facing the resident. When the resident
 


loses food from her mouth V25 is scooping the food
 


from the resident's chin to her mouth. Food has
 


spilled on the resident's shirt as she was not
 


provided a clothing protector.
 


On 5/31/23 at 12:22 PM V25 was asked if she should
 


be feeding a resident while standing over them.
 


V25 said, I'm still learning. Now that I know I
 


will sit down.
 







On 5/31/23 at 12:25 PM V2 (Assistant
 


Administrator) was asked if staff should be
 


standing and scooping food from their chin back
 


into their mouth. V2 replied, she should not be
 


standing, we should be wiping the food off her
 


chin.
 


         


LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE         (X6) DATE


Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other safeguards provide sufficient protection to the
patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the
above findings and plans of correction are disclosable 14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to
continued program participation.
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On 6/1/23 at 10:50 AM V3-Director of Nursing said
 


the staff should be seated while feeding
 


residents. They should clean their mouth with a
 


towel.
 


R1's MDS (Minimum Data Set), dated 5/3/23,
 


indicates that R1 is totally dependent on the
 


assistance of one person for eating.
 


R1's Care Plan indicates that R1 has a self care
 


deficit and requires assistance. Provide
 


assistance with ADLs (Activities of Daily Living)
 


as required per the resident's need dependence:
 


eating, transferring, bed mobility, bathing,
 


dressing, personal and ambulation.
 


Policy: Activities of Daily Living-undated
 


Purpose
 


To preserve ADL (Activities of Daily Living)
 


function, promote independence, and increase
 


self-esteem and dignity.
 


General examples
 


Speak face to face where the resident can see you.
 


F 600
 


SS=D
 


Based on interview and record review, the facility
 


failed to protect a resident from physical and
 


mental abuse (using the reasonable person concept)
 


by being tied up with a sheet to a geriatric
 


chair. This failure applied to one (R1) of three
 


residents reviewed for abuse in the sample of six.
 







Findings include:
 


A complaint was reported to the Illinois
 


Department of Public Health that on 5/23/23 that
 


V8 (RN-Registered) tied a sheet around R1's neck.
 


On 5/31/23 at 11:35 AM V5 (Hospice CNA) said I
 


came in around 7:00 on the morning of 5/23/23. I
 


found (R1) in the geriatric chair (recliner) with
 


a lot of blankets. There was a flat sheet tied
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around her neck, it was double knots. The knots
 


were on the side by her shoulder. I could get one
 


hand under the sheet. I went and told the nurse
 


(V8-RN-Registered Nurse). She told me that she put
 


it there to keep the patient from moving and
 


trying to get out of the geriatric chair. I sent a
 


(face-to-face call mobile application) to V6-Case
 


Manager Hospice so somebody else could see it. I
 


called the Hospice nurse (V7). She told me that I
 


needed to report it. I asked (V8) for the Abuse
 


Coordinator's phone number. She did not give it to
 


me but somebody else gave it to me without the
 


nurse knowing. I called and did not get an answer.
 


I talked to the (V4-Assistant Director of Nursing)
 


in an office on the second floor. I told the
 


(V3-Director of Nursing), (V4-ADON) and the
 


administrator (V1) about 10:35 that morning.
 


On 5/31/23 at 12:20 and 2:00 PM R1 was observed in
 


the geriatric wheelchair across from the nursing
 


station. R1 was alert but she did not respond
 


verbally.
 


On 5/31/23 at 4:25 PM V6 (Case Manager Hospice)
 


said I saw (R1) on a (face-to-face call mobile
 


application) from V5 on 5/23/23. I saw the sheet
 


tied around (R1's) neck. (R1) was lethargic and
 


unresponsive. That was her baseline from my visit
 


with her the day before. I'm (R1's) Case Manager
 


and V5 reports to me. It was reported to (V7) our
 


manager.
 







On 6/1/23 at 9:28 AM V8 (RN-Registered Nurse) said
 


we moved (R1) by the nursing station because she
 


was not sleeping and kept moving. We didn't want
 


her to have another fall. We never put any ties on
 


her. I heard (V5 Hospice CNA) talking to another
 


nurse. I think it was (V17-Licensed Practical
 


Nurse). (V5) said that there was a tie on (R1). I
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told her there was a sheet on her that was not
 


tied. It was cold, (R1) kept moving and the sheet
 


kept falling off of her. I tied the sheet so it
 


wouldn't fall. I tied the corners of the sheet to
 


the foot part of the geriatric chair. She moved
 


and the sheet moved but it didn't fall to the
 


floor. She moves a lot. She has no safety
 


consciousness. She will fall from her bed. We put
 


her in the hall so that we could watch her.
 


On 6/7/23 at 12:00 PM V3 (Director of Nursing)
 


said it is not acceptable to tie anything to
 


geriatric chair or chair that the resident is
 


sitting in. (R1) probably couldn't untie anything,
 


she could move around and possibly get something
 


off of her.
 


On 6/9/23 V1 (Administrator) said the CNA
 


(Certified Nursing Assistant) from hospice (V5)-)
 


reported that (R1) had a sheet tied around her
 


neck. I asked her was the sheet tied like a noose,
 


like a scarf. (V5) said that it was tied around
 


her neck with a knot. She did say that it was
 


loose. The nurse (V8-Registered Nurse) denied it.
 


I reported it because tying a sheet around anyone
 


would be abuse.
 


R1's MDS (Minimum Data Set) dated 5/3/23
 


indicates that R1 needs extensive assistance of
 


one person for bed mobility.
 


R1's Care Plan indicates that R1 is at risk for
 


abuse as evidenced by risk factors of poor impulse
 







control, aggression, and history of making false
 


allegations.
 


Policy
 


Abuse Prevention Program Facility Policy and
 


Procedure reviewed 1/4/18
 


Willful, as used in this definition of abuse,
 


means the individual must have acted deliberately,
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not that the individual must have intended to
 


inflict injury or harm.
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From: Nancy Dashner
To: Constantino, Mike
Subject: [External] DeKalb County Nursing Home
Date: Tuesday, September 5, 2023 10:03:55 AM

I am a long time resident of DeKalb County. Our nursing home always has been supported with our taxes and has
always provided quality care.  Purchasing company’s record does not reflect the kind of care DeKalb County’s
citizens expect and deserve.   Please   VOTE NO    to this sale.

Sent from my iPhone

mailto:dekalbdash@frontier.com
mailto:Mike.Constantino@Illinois.gov



