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Annual Licensure and Certification Survey

Resurrection Life Center is in compliance with the
Sheltered Care Facility Code (77 lllinois
Administrative Code 330) for this survey.

Validation survey for Subpart U: Alzheimer unit
Resurrection Life Center is in substantial
compliance with Subpart U, 77 lllinois
Administrative Code 300.7000.
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ss=pD | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
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prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the
facility failed to notify the State Agency, both
immediately and within five working days of the
incident and failed to thoroughly investigate, an
allegation of staff to resident abuse involving one
of three residents (R25) in the supplemental
sample reviewed for Abuse/Neglect.

Findings include:

On 12/20/12 at 11:00pm a review of the facility's
files on reported abuse showed an allegation
reported by R25 on 4/9/12 at 10:30pm. The
facility only interviewed the resident, the Certified
Nurses Assistant (CNA) and the Registered
Nurse (RN) on duty at the time. No other staff or
residents were interviewed. The facility's only
corrective action was to reassign the CNA to
another resident. The facility did not suspend the
CNA per their protocol or report the allegation to
the State Agency.

On 12/20/12 at 3:40pm E1 (Administrator) stated,
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"we did not report it to the state." E1 continued to
state, "We investigated the allegation and
determined it was unsubstantiated.”

The facility's policy, "Reporting and Investigation
of Abuse, Neglect and /or Misappropriation of
resident property" dated 12/29/11 states, "B.
Administration Responsibilities: 1. The
Administrator/design, on becoming aware of
alleged abuse, neglect and/or misappropriation of
a resident's property, shall report the matter
immediately by telephone to the following a) the
resident's representative b) regional office of the
lllinois Department of Public Health (utilize the
Hot Line on weekends/holidays) c) resident
physician d) local ombudsman e) local police
department (if sexual or physical abuse) f)
Provena Senior Services Risk Manager 2. In
addition to the phone call, a preliminary report
must be faxed to the Regional Office of the lllinois
Department of Public Health with factual details
available at the time of the notification." None of
these were done by the administrator.
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