A
" 8 breeen i
[

5 _ . " | - : ' PRINTED: +i06/2014
| DEPARTMENT OF FEartH avn HUMAN SERVICES s R aoara01s
| _CENTERS FOR M EDICARE 8 MEDICAID SERVICES — e __OMBHND, 0838-0397
i STATEMENT OF BEFICIENCIES s PROVICERS UPRLIERML S, 2 MULTIPLE CONSTRULTION . {X3) DAY SURVEY } -
’ AMELAN OF CORRECTION  ° DENTIFICATION NUBIBESR; A BUL NG N COMPLETED [
i : ¢ f
! 185332 B. wWitg e 1042312014
AME OF PRGBS SUPPLIER T ‘ T

m?é?mf‘ermmzrfs& GIFY, STATE, 2 GOrE
185 RODGERS PARK

GRAND HAVEN NURSING HOmE
NTHIANA, 105
- e [ ZYTHIANA, KY 4031 e

o SUMMARY STAYENENT OF DECIGH e ; PROVIDER'S PLAN OF CORRESTION P
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED By FULL it OPRERIX {EACH CORRECTIVE ACTION SHOU D B . COMPLETION
WS . REGULATORY OR L8C IOENTIEYING MEORMATION,) L TG CROSS-REFERENCED TO ThE: APPROPRIATE ¢ bare

: _ ; DEFICIENGY) i
MWMMMW-WU%%MW%WMMMMMNW%
H f - - _ i
. . - i Iy .
F 000" INITIAL COMMENTS F oo, .
; ! ¢ Preparation ang execution of this plan of

ioeorrection  does ot constinte an

. An Abbreviated Suveywes conductad op ; {| admission of pp agreement by {he

1023114 10 in vestigate KY#0p0z2a00 and

! ! ~ v, Provider of the fry, of the facts alleged
Eiiiﬁig?ﬁhﬂ?il;d I;gf??gggﬁ 5222‘;3‘,; s ; . } Or conclusions set foreh n the statement
'substantisted it deflclonicies cited. | of deflcioncy. Fhis Play of Correction is

F 226 483.13(0c) DEVELOPAMPLMENS © Foog | Togay® Md exeouted solely bocause
=031 ABUSE/NE ETCPOLIG - ; i Fe era’ and  State Faw require i
58 Sz ABUSENEGLECT ETGPOLICIES : + ] Comipliance has been and will be achieved
; The faclity must devsio and mpfomont wiittey [ no Jater shan the Jast completion date

; policios and pmcedurasﬁha‘% {}m{gébii ; ! ;defmf:‘ed It the P()C.'. Complisnce will be

' mistreatiment, negleet, and abuse of regidents | | mamtained as provided gy e Plan of

i 3

i
Fand missppropriation of resiclent properly. | Comestion.  Fajye ¢ dispute o
j . I challenge (he alleged deficiencies below is
_; , i B0l an admission that the alleged facks
: ' oecmrred as presented i the statements,

! This REQUIREMENT s no met as avidenced
: hy

i Based on recorg review, inlerview and reviey of . .

 the facility's poficy, i was determined the faciity . ; { )i o236 ) Demg,:;_f;{mpzemmg

j falled to have an effeciive systom 1 place to " Abuse/Negleot. Tiia Polivies
onstire policy and procadires wers implernented PR T

i refalod to abuse for ons (1) of five (5} sam pled L Targeted Resideris

i remdente; (ff:?sxde;‘;fd#’zél"lf? fa{:;Hflg ;aﬂed;p ! ¢ ! Resident # way Interviowed by the Social

 Sstre staff reported allegations o asusedng i 1 Services Direotor on 1071572014 residont

T bt s

| timely mannor par (e fachiy's frolicy. ! ¢ stated he did not think the huese spoke mean

. , ; (pfo him. Whep asked If regident felf
I : i
; The findings include ( ; | lhreafoned or soapsd at any fime, resident
H ; Hy 32

i IXeview of the facilly's poiicy, e "Apyse ) | Stated ‘N~ o

| Investigation” undated, revealed it was the poficy o SRN&“*C‘W&‘I 1 m-service on 107 1572014

- OF e facllty to Investigate any allagation ! © i Tegarding Abuss Prevention,  Timely

frvolving abuse of mistreatment of rosidenis, | Reporting, and Costopmer Service by the RN,
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| supervisor, Director of Mursing, Sccisd Services
tand Administrator. Further review revealed the
treporting of actual or suspectsd physical, verhal,
i ar mentai abuse, neglect, misappropriation of
“resident sroperty or involuniary seclusion of &
“resident should be reported immediatety.

. Review of the facility's Iraining on ahuse, ilffod ;
. "Resident Abuse” dated 10/02/14, revealed all
* staff were educated on sbuse. Further review
' revealed the education given includad the

; Taollity's policy refated to abuse. Continued
 review revealed the education directed stal fo
“report allegations of ablse to the Direet

I Supervisor immediately.

f
. Review of the faciliiy's investigation, revealad
' State Reglstered Nursing Assistant {SRNAY#2
“had been working with Licensed Practicat Nurse _
i (LPN}#1 the evenlng of 10714414 and feit LPN #1
. had been inappropriate in her convarsations with ;
' Resident #2. Confinued review revesiod SRNA #2 :
“overheard LPN #1 yelf at Resident #2 around :
£ 8:30 PM on 10/14/14. Cordinued review revealed |
; SRMNA#Z did not report this to the faciity
suparvisor or adrinistration unil 10/1 514 around |
1230 P, ’
H H
i nterview with SRNA#2, on 10/23/14 af 6:50 PM, |

. Teveaied she overheard LPN #1 yelling at

" Resident #2 on 10/14/14 around 8:30 PM.

P Further interview revealed she atfempled o cail

i the Assistant Director of Nurses (ADON) to repor |

; the allegation; however, her call phone died and i

“she did not report the aflagation untit 10/45/14,

' Further interview revealed she did not repoit the

i allegation of verbal abuse to the facility supervisor!
~ en duly "because the nurses don't listen to you™, |

. SRNA {2 stated she should have reported the |

| Jdentification of the Other Residents

5 On 10/16/2014, Residents that reside on the
200 hall were interviewed by the Social
Services Director utilizing the facility’s

it “Review Questions to Solicit Resident

.. Concerns”. No concems wers identified

|| during this review.

i Svstemic Changes .

All facility staff were reinserviced on
10/15/2614  through  10/2472014 on  the
Ui facility Abuse Policies and Procsduges
i mcluding,  inunediate reporting  of  any
i | allegations of abnse, Post-testing  was
¢ [ completed 1o validate  cdneation
; | comprehension. A copy of the policy is
posted at the murse’s station as an additional
.| reminder to staff,

- Monitoring
I Post-testing of employees will be completed
| monthly. Facility tool, “Review Questions fo
i Solicit  Resident Concerns™  will  he

ﬁceinpieicd for all residents monthly by
| facility management staff Al resulis of the
. 1post testing and facility ool results will be
© ireferred fo the Quality Assurance (QA)
' |committee for recommendations and follow-
i up.
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incident to the charge mirse or adiministration fhe ;

i‘ night of the incident,

C8i24 PM, revealed the incident was reporied to

thet on 10/15/14 around 2:30 P, Further review

trevealed the facllity's policy and her expactation
- was for staff to report any allegation of zhuse
s immediaiely 1o the on duty supervisor or

// “Interview with the Adm iistrator, on H/23/14 ot
! ; adralnistration. Furthar Interview revealed the

facllity had provided ahuse tratning for aif staff on o
. 10/02/14 and repeated the trafning for alf SRNA's

fon 10/15/14 and 10/16/14.
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