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: : DEFICIENCY) :
F 000 INITIAL COMMENTS | F 000
5 : *“This Plan of Correction is prepared
- An abbreviated survey was initiated on 11/08/12 | and submitted as required by law, By
' and concluded on 11/13/12 to investigate | Submitting this Plan of C: i
- KY19327 and KY19329. The Division of Health | | Owent o orrection,
! Care unsubstantiated the allegations for KY19327 | wenton Manor Care and
- and KY19329. However, an unrelated deficiency i Rehabilitation Center does not admit
» f 21883? fged.DIGNlTYAND RESPECT OF I thz}t the deficiency listed on this form
F 241, 483.15(a) : | exist, nor does the Center admit to any

=0 | INDIVIDUALITY )
S8=0, ; | Statements, findings, facts, or

conclusions that form the basis for the

 The facility must promote care for residents in a

. manner and in an environment that maintains or alleged deficiency. The Center

. énhances each resident's dignity and respect in reserves the right to chalj :

' full recognition of his or her individuality. ,f ; oo e in legal
| | and/or rfsgulatory or administrative

| | ‘ | proceedings the deficiency,

. This REQUIREMENT s not met as evidenced statements, facts, and conclusions that
by: s fo

I by ’ form the basis for the deficiency.”

. Based on observation, interview, and review of
i the facllity's policy, it was determined the facllity
i staff failed to obtain permission of a resident i
, before entering their room and conducting a

! Inventory of the residents perscnal belongings | ! . .

: with the resident present for one (1) of six (6) P L Res.ldent #2 was discharged from
- sampled residents. Housekeeping staff were - the facility on 11/17/ 12.

. observed to enter the room of Resident #2 to ;

; perform an inventory of all personal items without 2. : . . .

; the permission or witness of the resident. The Socx'al Services Director will

g review the mventory of personal

belongings brocess with current residents

| athRes1dent Council meeting on 12/4/12.

Record review of the facility's policy regarding | Discussion will include- residents will be
Resident Rights for the State of Kentucky, 5 asked for their permission and may be
undated, revealed each resident was to be present in room if they choose during

treated with conslderation, respect, and full : ) '
_recognition of histher dignity and individuality, | inventory of their personal belongings.
; Including privacy for the resident. { i |

1 | l |
LABORAT DIRECTOD/SZOR PWER/SUPPUER REPRESENTATIVE'S SIGNATURE ) TITLE ”-m/ {XB) DATE
K ts o Minnghale . s

X A

An}"daficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is datermined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
of correction is provided. For nursing homes, the above findings and plans of co igp_gfeﬁdi‘sigi?gable 14

foliowing the date of survay whether or not a plan
days following the date these documents are made available to the facilty. If deficiencies are cited, an approved plan of corr?cﬂo guisi

program particlpation,

' The findings include:
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F 241 } Continued From page 1 ;f F 241
S e Dt g, i o
; p n en f housekeepi i . :
. with three (3) other housekeepers and performed | | . enter er Op;mguwﬂ! f}? ere eldu.c“lt?d on
| an inventory of the residents personal items in | ¢ progecure of completing inventory
; the room and the closet. Resident #2 was not | ‘ of personal belongxggs after receiving
! present in the room during the inventory and was ; permission from resident or responsible
| observed in the facility hallway self-propeliing in a : party by Administrator, Director of
 Wheelchair at the time of the inventory. ; Nursing Services or Assistant Director of
| i . .
| Interview, on 11/13/12 at 9:45 AM, with 4 I\;""S‘rtl.g Seri‘;;".es }’y 12/8/12. Re-
+ Housekeeper #1 in the room of Resident #2 with ecucation will include that resident or
| three (3) additional housekeepers revealed she r r espons1bl<? party may be in the room
| was performing an audit of the resident's ! during the inventory if they choose.
! personal items in the room and in the resident's | ,
| closet. Housekeeper #1 stated the three (3) ! !
, additional housekeepers in the resident's room . : ,
! were recently hired, and she was demonstrating 4. %enter Apml?assadors will meet with
| the personal items audit for the new staff, j  residents within 72 hours of .
i Housekeeper #1 stated Resident #2 was i admission/readmission to validate the
- self-propelling In the hall while the audit was i personal item inventory has been
completed. Housekeeper #1 stated that Resident completed with resident's/responsible
#2 was not aware the audit was being performed | arty permissi
- in his/her absence from the room, and stated she & sit}; P ertaimnoniogesuuf ofA;nbassad;)r
i should have obtained permission from Resident P 1§ 10 inventory of persona
| #2 to perform the audit, belongings will be reviewed at the
j monthly performance improvement
- Interview, on 11/13/12 at 10:31 AM, with the committee meeting to determine further
, Nursing Schedule Coordinator revealed review and recommendations,
i Housakeeper #1 consulted her about the proper
- procedure to perform a resident audit of personal L1
| belongings, after the audit was completed earlier. ' 3. Compliance date 12/9/12
| The Nursing Schedule Coordinator stated that |
| Housekeeper #1 should have obtained : ; '
' permission from Resident #2 to perform the audit § |
| prior to beginning the audit. The Nursing ; |
i Schedule Coordinator stated Resident #2 had the | i
 right to refuse the audit and the right to privacy.
; f'
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F 241! Continued From page 2 |
| Interview, on 11/13/12 at 10:45 AM, with the i

! Director of Housekeeping revealed he was not |
~aware if housekeeping staff were trained to obtain ’
 resident consent before performing an inventory |

i of resident personal items, but said the !

- housekeeping staff should obtain resident ;

i consent prior to performing an inventory of |

; resident personal items. |

/ Interview, on 11/13/12 at 11:05 AM, with Certified i

| Nursing Assistant (CNA) #1 revealed she was '
i aware each resident had the right to privacy of |
! their personal belongings, and stated staff were ,
i prohibited from entering a resident room without i
| the permission of the resident. CNA #1 stated it |
i would be disrespectful to search and inventory a i
resident room without obtaining resident consent. ’

_ Interview, on 11/13/12 at 2:30 PM, with the ‘
. Assistant Director of Nursing (ADON) revealed i
! staff were trained to obtain resident parmission (
| before entering a resident's room, and stated staff!
. should not perform an inventory of resident

| belongings without the resident's consent, J

Hnterview, on 11/13/12 at 2:58 PM, with the ;
I Director of Nursing Services (DNS) revealed staff |
. were trained to obtain permission of the resident
{ prior to entering the resident room for any reason.
* The DNS stated failure of staff to obtain resident !
i cansent to perform an audit of personal items
| would not be consistent with the facility's policy |
 for Resident Rights and would represent g dignity
i issue,

I

|

'

|

F 241
E
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