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Based upon implementation of the acceptable
PaC, the facility was deemed to be in compliance
on 01/07/16, as alleged.
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Foo
F 000 INITIAL COMMENTS F Q00! casgons reti segaton o compaonees o
1the cilod doficlencies. Nolhing In this plan of
An Abbreviated Survey Investigating Complaint tho mm;m of :.:mt::",.m
#CY24078 was conducted on 12/01/16 through statuas, rogulalions of standard of case, This plan
12/03/18, Complaint #KKY24079 was of comaction Is ta demansirata compBance of 1ho
substantialad with deﬂclencl:fs clied at the '“r: ;’:’U&":,“‘ L G L
highest Scopa and Severity of a *D", - . ansel
F 226 483.13(c) DEVELOPAMPLMENT F228] " e moean
88=0 | ABUBE/NEGLECT, ETC POLICIES What comraciive lcﬂonw: b:u u:canq::lr for
these residonts found to be atfective ]
Thae faclity must davelop and Implamant written daficient practiea? o
policies and procedures that prohiblt m:m ;m%‘;;‘ﬁ weta
mistreatment, neglect, and abusa of residents notified of the avent on 13/2/18,
and misappropriation of resident property. Rosident ¥1 was asaassec [or the kfurles
Including bruising om11/2/15. No further injury was
noled, Injury investigaiion was lhon immetdiataly
Dirgcior . e tion of
:I‘.ll;lul: ﬁ;ﬂdod?n':u‘lma und :-‘::'
This REQUIREMENT is not met a8 evidenced determined that tha Injury wes sustalnad trom
H rosident's watch, Tha ragidenl had immediate
Based on Interview, ratord raview, and raview of s T o Seat
the facllity's Resident incident Report and the M e Ty o i o8 o
Abusa Folicy, It was determined the facllity failed the potontial 1o bo wffocted by o same deficient
fo Implement :ha fau%ﬂlty‘;: pol|loy related :‘o practica? »
reporling an allegation of an Injury of unknown Al gher roskient's in the canier wire asses
origin to lhe appropriale Stala agencles, e e o e D et
The findings Include: :;m",,’im' vl m::-:::; m
utllizing & woekly skin Ingpocton notad from on
Record review ravaaled tha fachily admilted unknown source wil be invesligatod imemodiaicly
Resident#1 on 01/0515 with dlagnoses of
Dementia, Alzhelmer's Disaase, and a history of
faling. Review of the quarterdy Minimum Data
Set "MDS) assessmend, dated 11/08M5, revsaled
the facility assessed Resident #1's cognition as
severely Impalrad with a Brial Interview of Mental
Siatus (BIMS) ecore of six (8) indicating the
resldent was not interviewable.,
Review of the fachity’'s Abuse and Neglect Policy,
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olher safeguards provide suillclent protaction to tha pallents, (Saa Inskuctions.)

{ollovéng the date ¢f survay whathor of niod a plan of comection Is provided,
days fdfiowing the dala esa documants are made avalable (o the facilty,
program participation,

Excapt o nursing homes, tha lindings stated abova are disdosable 89 days
For nursing homes,

If deficlancies are cited, 3n approved plan of cutreciion I8 requisils lo continued

tha abava findlngs and plans of correclion are disclosakbla 14

FORM ChS.25682(0293) Praviaus Versions Obsclete

Evant 1D: PESY11

Fauiity ID: 100508

If continualion sheet Paga 1 of 2



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTER ICAID SERVI

PRINTED: 127162013

BTATENENT OF DEFICIERGIES 1) PRO
RAETENENT oF Derc xn nvm&wsurmswcugk it:) MULTIPLE CONSTRUGTION
185229 B.WING
NANME GF PROVIDER OR SUFFLIER BYREET ADDRESS, CITY, STAIE, ZIF GORE
DIVERSICARE OF GLASGOW oLl il

GLASGOW, KV 421414

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUBT BE PRECEDED BY FULL.
REGULATORY OR LSC IDENTIFYING INFORMATION)

25

D
PREFN
TAG

PROVIOER'S PLAN OF CORRECTION
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F 226{ Confinued From page 1

daled 0301/14, revealed ihe facity should
Immadiately report to the State agency a viclalion
of mistreatment, neglect, and abuse to Include
Injuries of an unknown source, :

Review of tha facillty's Resident Incldent Report
for Resldent #1, dated 11/02/15 at 7:58 Al,
revealed the resident’s daughter informed the
nurse of bilateral bruises {o the resident's lowar
arms. Tha physiclan and the resident’s daughter
ware nolified of the Incident; and the Incidant was
Investigated by the faciilty but they falled to notify

the State Survey Agency regarding the Injury of
unknaown origln, i/

Intarview with the Director of Nursing {DON), on
12/08/16 al 7:55 AM, revealed Resident #1's
injury of unknawn origin was not reported to the
Slate Survay Aganoy because the factitys
Invesligation determined the injury could havs
beeri caused hy the rasident's walch.

F 228

F226 Contincned.

us par lhe center's sbuse poficy by tho
Administreior sndlor DNS. Any injurias elier tha
investigation is compleled that are stifl deisrmined
ta be sourco urknown will have natification of the
013 per the contor's abusa policy.

What maasures will ba put Into placa or sysiomsic
changes made 1o onawo e delicent practics wil
not ocow?

In-servico educalion was provided by DNS, ADNS,
and QA Nurse 1y sll conter team members an iha
Diveriscare abuse polly, which included the CM8 (Ref: SAC-0500)
dafindion of Injury of unhnown origin; and reporting
aliaged viciations lo the canter Agminisirstor
amifar Directar of Nursing Servica [mmadiately,
beginning 1272143 sad concluding bn 1416,

All center newly hirod foam mambam witt also
carplate abuza policy tratning which will be
repeated no lase than annually, The
adminisiraler und Dineclor of Nursing Service havg
begn rg-vducaied an tequicemants of reporting

1o the sppropriate agencies as per tha Diversicars
Abuse Poficy (¥1/2014}, by the Regional Director
of Clnical Opesalions 0n12/22/15. The ONS
snd/or ADNS wil ba responalble for monitoring
1ha skin Inspostion reporta weekly lo ensuro thers
are no unidentified injries from the unknown
smpce,

Fiow witl tha faciny menor performanca ta ensus
solilicne aro sustained?

To maintain caniinved compliance the admini-
stralor sndior DNS complets ie CEM Atuse
Frahibiion Review. Findlngs of the review will ka
raviewed at the eanters manthly QAPI meeting,
which ls allended by the center's Admindstralor,
DINB, Medical Diveclor and olher center
depsrimant leadorship leam members. Thess
indings wil be reviswsd monthly for 3 tmonths and
than quarigrly for 8 manihs with any sddiional
Intarventions or supgasiions that ha AP toam
recommands, to mainiain conlinued compiancs,

Date of Comoction: s

O CAS-2507(02.498) Provious Varsions Obisolsts

Evanl i0; PESYY

Faciity (0; 100509

W continuation shael Page 2 0f 2




