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S0000
This visit was for the investigation of one S0000
State licensure complaint.
Complaint Number: IN00094129
Unsubstantiated: Deficiencies unrelated
to the allegations are cited.
Facility #: 005074
Survey Dates: 02-02-12
Surveyor: Billie Jo Fritch RN, BSN,
MBA
Public Health Nurse Surveyor
QA: claughlin 02/21/12
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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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S0322 410 1AC 15-1.4-1
GOVERNING BOARD
410 1AC 15-1.4-1(c)(6)(H)
(c) The governing board is responsible
for managing the hospital. The
governing board shall do the
following:
(6) Require that the chief executive
officer develops policies and programs
for the following:
(H) Requiring all services to have
policies and procedures that are
updated as needed and reviewed at
least triennially.
Based on document review and interview, S0322 CORRECTIVE ACTION PLAN 02/17/2012
the facility failed to follow their fgf f_"_mp'ai"é 'N°°‘Z?41i9 ;
. . eficiency: Corrective Action
estabhshed an.d approved policy related to to be Taken: Prevention of
complaints/grievances for 1 of 1 (P#1) Future Deficiencies:
patient complaints reviewed. Responsible Parties: Target
Date: Status effective Date of
Findings included: Submission of POC:
S 322 Revise Policy and
) . ) Procedure 40-13 “Patient
1. Review of the facility complaint log on Grievance/Complaint Procedure”
2-2-12 indicated the patient representative to address: -Definitions of
of P#1 had filed a complaint/grievance on csmplaint and grievance
3-18-11 at 1515 hours with staff member ' ocumen'tanon requirements,
and -Quality Assurance process
B#9 by phone. Education will be provided for
2. Review of facility documents on Patient Relations Coordinators
2-2-12 lacked evidence that the complaint and Griev?nce Committee
. . members for Policy and
from the patient rep.resentatlve of P#l had Procedure 40-13 Review of P&P
been treated as a grievance/complaint and and documentation requirements
that the facility followed their policy for the completion of follow-up will
related to complaints/grievances. be provided in weekly meetings
3. Review of facility policy titled through March 15, 2012 Patient
’ Yy policy Relations Manager P&P revisions
PATIENT GRIEVANCE/COMPLAINT completed by February 28, 2012
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PROCEDURE on 2-2-12 indicated the Final Policy approval by Board
following: Quality Committee March 23,
i § Lot Lwri 2012 meeting P&P effective
Grievance: A formal or informal written March 26, 2012 Education of
or verbal complaint that is made to the Patient Relations staff regarding
hospital by a patient, or the patient's process changes and review
representative, when a patient issue process by MarlcT 115_'_ 2%12 Draft
revisions completed To be
cannot be re'solved promptly by staff completed by March 23, 2012 To
present. Patient complaints that cannot be be effective March 26, 2012
resolved promptly by staff present and Initiated February 29, 2012
that are referred to the Patient Relations S 322 Incorporatg ongoing review
D Hospital M of all new complaints/grievances
epa?rtment or. osplFa anagement are into weekly Grievance — Hold list
considered Patient grievances. Deaconess meetings to assure appropriate
Hospital's Manager of Patient Relations application of definitions and
will monitor the review of Patient foIIowI—u.pi Rev(;ew.of all new i
. . complaints and grievances will be
Grievances, 'coorfilnatG.: efforts to analyze initiated beginning with February
and resolve identified issues, and 29, 2012. All complaints which
facilitate the process to ensure that the are resolved at the time of the
patient or patient's representative receives com.plalntfbﬁ staff a;/atltlable will
. . . . receive a follow-up letter
a vx.lrltten response to 1Qent1ﬁed Pa'tl.ent acknowledging receipt and
Grievances. The hospital will facilitate a resolution of their complaint.
written response to the patient or patient's Patient Relations Manager
representative within seven (7) days from ::gtt')rijadryFZ% 20122'\é|a£%q21’ 2012
. . . nitiated February 29,
the date qf recelpt of a Patient Grievance. Initiated with complaints received
4. Interviews with B#5 and B#6 on as of March 1, 2012
2-2-12 at 1430 hours confirmed the Deficiency: Corrective Action
facility has documentation that a to be Taken: Prevention of
complaint was conveyed by phone call by Future Df"f'c'enc'?S:
h . ) £ PH o Responsible Parties: Target
the patient representative o to sta Date: Status effective Date of
member B#9 on 3-18-11 at 1515 hours Submission of POC:
and the complaint was documented by S322 Adherence to completing
staff member B#9; B#5 and B#6 investigation, documentation,
confirmed this complaint was not treated resolution, and follow-up with
. . . patients in accordance with
as a complaint/grievance and did not hospital policy Documentation
follow the facility's policy PATIENT audits for 20 random closed
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GRIEVANCE/COMPLAINT complaints/ grievances per
. . . "o 0 i 1
PROCEDURE,; there was no investigation mqnth. ,A’, .compl?lnts. meeting
. h laint filed by th . policy definition - % grievances
1nto the complaint filed by the patient's meeting policy definition - % with
representative or written response appropriate documentation and
provided to the patient's representative as issues are addressed within
required by facility policy; the policy tlmellngs Patient Relations
4 . ¢ . h lai Manager Audit tool developed by
ocumentation of recerving the complaint February 29, 2012. Audits to
was filed as a "FYI". begin March 2012 with monthly
audits with initial goal of 90%
compliance February 29, 2012 To
begin for March 2012
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