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F 000 INITIAL COMMENTS F 000. ’
An Abbreviated Survey (KYH#23798, KY#23804, Submisstan of this Plan of Carrection does not |
and KY#23805) was conducted on 09/16/15 i constitute admission or agreement by the provider l
thraugh 09/17/15. KY#23804 and KY#23805 of the truth or the facts alleged or conclusions set i
were unsubstantialed with no deficient practice , forth in the Statement of Deficiencies. The Plan
identified. KY#23798 was substanliated wilh | }Of Correction is submitted solely because it is ;
deficient practice identified at the highest Scope required by the provision of federal and state law. |
and Severity of a "D". :
F 151 483.10(a)(1)&(2) RIGHT TO EXERCISE RIGHTS F 151 F 151 483,10(a)(1)&(2) Right to Exercise V10715
§8=D - FREE OF REPRISAL Rights- Free of Reprisal ;

| The resident has the right to exercise his or her
| rights as a resident of the facility and as a citizen
" or resident of the United States.

The resident has the right to be free of
interference, coercion, discrimination, and reprisal
from the facility in exercising his or her rights.

This REQUIREMENT is not mel as evidenced
by:

' Based on abservation, interview, record review,

| and review of the facilily's policy/pracedure, it was
determined the facllity failed to ensure the rights
of ona (1) resident in the selected sample of three
(3) residents {Resident #1), related to a dinner
meal tray not being served to the resident upon
hisfher request. A family member of Resident
#1's roommate had brought restaurant food in to
the facllity for Resideni #1, and when the dinner
trays arrived, Licensed Practical Nurse (LPN) #3
withhald the resident's meal tray in an attempt to
follow a prescribed diet order for Resident #1.

Tha findings include:

Review of the facility's policy and procedure, titled

Corrective Measures for Resident[s] identified :
in the deficlency i

Resldent #1 was offered a tray from facility by
SRNA on the night of 9/2/15 when she told SRNA
that she did not get a tray and that she wanted one.

LPN #3 was placed on immediate investigative
leave on the date of %/3/15.

'

; How Other Resident|s] Who May Have Been

Affected by this Pracdce were Identifjed |
Charge nurses on duty verified all other residents
had received their supper tray on the night of
9/2/15.

Measures Implemented/ Systems Altered to
Prevent Re-occurence

| Licensed nurse and nurse aides were educated by |

the staff development coordinator regarding

offering a resident a tray even If food was brought
in from the outside. Also, al! staff were educated
on resident rights. All education began on 9/3/15.

JUPPLIER REPRESENTATIVE'S SIGNATURE

RORATORY DIRECTOR'S CR PROVIDEF

fafeguards provide sulfficient prolectaon lo the patients . {See Instructions.) Except for nursing homas, the findings stated above are disclosabla 90 days
g the date of survey whether or not a plan of correction Is provided. For nursing homes, the ebave findings and plans of correctlon are disclasable 14
ollowing tha dals these documenis are mada avalable to the faclity. If deficiencies are cited, an approved plan of correction i3 requisite to continued
program participatian.
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F 151 ! Continued From page 1 t £ 151 LPN #3 received indlvidual education regarding !
*Rights of Nursing Home Residents”, (nol dated), resident rights to include the right to refuse
revealed "Our residents have the right to be ' Pmm‘l”i‘:": diet. LPN #3 ia;seu lrece:ngi‘l educfatlz:t
treated with respect and dignity and to make on providing a tray ta “:5 " a thmg bye:lss::o:
, choices about how they want lo live their lives and . food has been brought in for them .
! raceive care".
Record review revealed the facility admitted i iMnnitnriug Measures to Maintain On-geing

Resident #1 on 02/16/12 with diagnoses which
Included Hypertension, Diabetes Mallitus Typa I,
! Hyperlipidemia, Arthritis, Cerebrovascular
; Accident, Anxiety, Deprassion, Neuropathy,

| Compliance

The Activities Director will ask residents at
monthly Resident Council Meeting if meal choices

Insamnia, and Obesity. are being honored by staff x3 months. Random

| interviews will be conducted with at least 10% of
Review of the annual Minimum Data Set (MDS) fresidents by Social Service Director weekly x 4
assessment, dated 03/27/15, revealed Resident ‘weeks ta ensure rights and meal setvice choices are|
#1 had a Brief interview Mental Status (BIMS) being honored. All started education willbe |
score of fifteen {15), indicating the resident was included In new hire orientation. Findings will be *

reported to Quality Assurance Committee by
Iaﬂ\dmlnlsu-au:ral Monthly QA. The Quality
Assurance commitiee consists of Medical Director,
[NHA, DON, Sactal service director, Stalf educator,
Unit Managers (3 total), Admisslons coordinater,
Iand MDS nurses,

capable of making daily decislions.

04/01/15, revealed Resident #1 was at risk for
altered nutrition risk related to Congastive Heart
Failure, Diabetes, Hypertension, and Obesity. An
approach was to provide a Low Concentrated
Sweets (LCSYNo Added Salt (NAS) diet with no

| fried foods, as ordered by the physician.

‘ Review of the Comprehensive Care Plan, dated

- Review of the Physiclan's orders, dated 09/01
through 09/30/15, revealed an order for a
LCS/NAS diat with thin liquids.

Review of the facility's investigation report, dated
09/02/185, revealed the resident reported an
allegation of not recelving his/her dinner meal tray | i
because "the nurse was jealous” of him/her

getting outside food brought in by another

resident's family.

i Observation and interview with Resident #1, on
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F 151 Continued From page 2 F 151

1 09M16/15 at 7:00 AM, revealed him/her sleaping f
| while sitting up in a whesl chair in histher room, !
i He/she awakened when the surveyor knocked on
the door and he/she began to speak about the !
09/0215 alleged occurrence. Interview with i
Resident #1 ravealed a resident's family member
had brought him/her some food from a restaurant
| and he/she ate the food. The resident stated
! he/she went to sleep aflerward, The resident
revealed he/she woke up around 8:00 PM and
realized he/she had not received a dinner tray. 5
The resident stated hefshe asked the Cerlified £
| Nurse Aide (CNA) who came in the room about
hisfher dinner tray. The resident stated the CNA
told him/her it was sent back to the kitchan per
LPN #3's instruction, because he/she had already
eaten food that was brought in to him/her.
Further interview with Resident #1, on 09/17/15 at
7:13 AM, revealed he/she did not think LPN #3 i
was atternpting to follow a diet order. He/she
revealed LPN #3 had closed the door to histher
room, and he/she was unable to open the door ]
easily related to a stroke. The resident revealed
hefshe was unsure if the door was that difficult to
open, or if he/she had gotien stronger because
hefshe was able to open the door now.

Interview with LPN #3, on 09/17/15 at 3:23 PM, [
revealed sha withheld Resident #1's fray on the
evening of 09/02/15, because Resident #1 had ‘
received food from an outside source, and the
! physician had ordered restrictions on the .
resident's diet related to histher heart condition ; t
and obesity. LPN #3 slated she was altempting to ’
|
I

follow the prescribed diet order. She revealed
Resident #1 had been to the cardiologist and had
several stints placed in lo his/her heart, and

; following a prescribed LCS/NAS diet was in

| hisfher best interest. She revealed she made an
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F 151 ' Continued From page 3 F 151 :
" errorin Judgment by withholding the dinner tray
| as it was Resident #1's right to be served 8 dinner
tray.
Interview with the Registered Dietitian {RD), on
I 09/17M15 at 9;15 AM, revealed Resldent #1's diet
order was prescribed by the physiclan because
he wanted the rosident to lose weight; however, :
| withholding the resident's dinner lray was a !
I violation of the resldent's rights. '
* |nterview with the Director of Nursing (DON), on
| 09/17/15 at 4:35 PM, revealed Resident #1 had .
 the right to have his/er meal tray regardiess of !
i hisher diet, i
5 Interview with the Administrator, on 09/17/5 at
| 4:20 PM, revealed she expecled resident rights to
be practiced and LPN #3 should have given
i Resident #1 his/her meal tray.
F 282 | 483.20(k}(3)(ii) SERVICES BY QUALIFIED F 282| F 282 483.20 (k)(3)(li) Services by Qualified
ss=0 PERSONS/PER CARE PLAN Persons/Per Care Plan 10/7/15
Tha services pravided or arranged by the facility Carrective Measures for Residentfs] identified
must be provided by qualified persons in - in the Deficiency
accordance with each resident's written plan of
- . Resident #1 was offered a tray by facility when
: resident #1 made SRNA aware that she didn"t
: teceive a ray and wanted one,
:;l:is REQUIREMENT is not met as evidenced How Other Residentfs] Who May Have Been :

Affi
Based on interview, record review, and review of ected by this Practice were Identified

the facility's Standards of Praclice, it was | An audir of all residents with dietary refusals were

determined the facility failed to ensure the care ' ceviewed. No issues were noted with resident

plan was followad for one (1) resldent In the choices not being honored.

selecled sample of threa (3) residents {Resident

#1), related to not allowing the resident to make

his/her own decisions. On 09/02/15, Resident ! |
b
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F 282 Continued From page 4
#1's meal tray was withheld bacause the resident
- had food brought in to the facility from an outside
source; however, an approach on the cara plan,

' dated 04/07/15, revealed Resident #1 was able to
make daily decisions regarding meals.

" The findings include:

| Raview of the facifity's Standards of Practice
{Clinical Nursing Skills, Basic to Advanced Skills,
Sixth Edition), not dated, revesaled "Care plans
are written guidelines for client care that all health
care workers use to deliver individualized cara".

| Record review revealed the facility admitted
Resident #1 on 02/18/12 with diagnoses which

“included Hypertension, Diabeles Mellitus Type |1,

i Hypenipidemia, Arthritis, Cerebrovascular

| Accident, Anxiety, Depression, Neuropathy,

. Insomnia, and Obesily.

| Review of the annual Minimum Data Set (MDS)
assessment, dated 03/27/15, revealed Resident

| #1 had a Brlef Interview Mental Stalus (BIMS)

| score of fifteen (15), indicating the resident was

| capable of making daily decisions.

Review of the Comprehensiva Care Plan, dated
04/07/15, revealed Resident #1 was alert and
| oriented, able to make his/her neads known, and
| make daily decisions regarding his/her care. An
approach on the care plan revealed Resident #1
made daily decisions regarding meals.

| Interview with the Director of Nursing {DON),

| dated 09/17/15 at 4:35 PM, revealed the care

| pian should have been followed and the resident

| should have been allowed to have a meal lray as
he/she so desired.

!

i Prevent Reoccurence

education was initiated on 9/3/15.

. Compliance

QA.

F 282 Measures Implemented/Systems Altered ta

All staff were educated by siaff development
| coordinator regarding resident rights starting on
, | 8NS5, Also, all nursing staff were educated
regarding following a residents care plan. This

. Monitoring Measures to Maintai

The Acuvities Director will ask residents at
monthly Resident Council Meeting If meal choices
are being honored by staff x3-months. The 55D
will randomly interview residents to ensure meal
|preferences are being honored weekly x 4 weeks. !
At least 10% of resident population will be
interviewed. Findings will be reported to Quality
Assurance Committee by Administrator at Monthly

n On-going
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- Interview with the Administrator, on 09117/15 at
4:20 PM, revealad she expected staff to follow |
the care pian and allow the resident the right fo |
make his/her own decisions. 1
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