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F 000 | INITIAL COMMENTS F 000
An abbrevialed survey investigating #KY21059 Submission of this Plan of Correction does not
was conducted on 12/12/13 through 12/13/13 to constitute admission or agreement by the provider
determine the facilily's compliance with Federal of the truth or the facts alleged or cpnclusions set
requirements. #KY21059 was substantiated with forth in the Statement of Deficiencies. The Plan
deficiencies ciled of Convection is submitted solely because it is \\g)
' i tl ision of federal and state law.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR Fggs| TR R pTOeIDn O e IR,
$5=D | HIGHEST WELL BEING ! [\
[ F300 483.25 PROVIDE CARE/SERVICES FOR 12/26713
i Each resident must receive and the facility must HIGHEST WELL BEING ‘

| provide the necessary care and services to attain
| or maintain the highest practicable physical,
. menlal, and psychosocial well-being, in

1tis the normal practice of Bradford heights |
Health and Rehab Center to promote care and |

accordance with the comprehensive assessment services in a manner and in an environment that
and plan of care. enhances each residents highest level of well
i being.

|
: Corrective Measures for Resident Identified in

| This REQUIREMENT is not mel as evidenced e deficiency:

by: Director of Nursing notified dialysis center of
t Based on observation, interview, record review, need for resident #1 to receive a snack while at
' and review of the facility's policy/procedure it was dialysis on 12/13/2013.
* determined the facility failed to ensure the A staff member (SRNA) will travel to dialysis
 nutritional needs of one (1) of three (3) residents center on treatment days to feed snack provided

by facility dietary department to resident #1
beginning on the date of 12/14/2013.
Dietary department at facility notified on

were met (Resident #1).

The findings include: 12/13/2013 of need to provide snack while
resident Is at dialysis.

Review of the facllity's policy/pracedure for Resident #1 care plan was reviewed and updated

hemodialysis, last revised on 04/17/13, revealed to reflect nutrition that will be provided while

resident #1 is at dialysfs on 12/13/13,

I
[
l
communication will be maintained between the - |
Nurse aide data sheet and tray card was also ’

facility and the hemadialysis service provider. updated on 12/13/13,
Review of Hemodialysis Clinical Practice
Guidelines, dated 02/25/08, revealed facility to
send meal with resident, if indicated.

| |

LABORATORY DIRECTOR'S G;/FzOWDERfSUPPLIER REPRESENTATIVE'S SIGNATURE TILE (X6) DATE

o, Honbra. Advryimitraton - s

other safeguards plgvide sufficion! protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the dale of survay whather or nol a plan of correclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foillowing the dale these documents are made available 1o the facllity. If deficiencies are cited, an approved plan of comrection is requisite 1o continued
program parlicipalion.
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1. Record review revealed Resident #1 was

' admitted to the facility 11/24/12 with a diagnasis

l of End Stage Renal Diseass (ESRD), Renal
Dialysis, Dementia, and Diabetos Mellitus {DM).
Review of the Minimum Data Set (MDS)

i assessment, daled 12/09/13, revealed the

Il resident was receiving dialysis while a resident.

| Review of Resident #1's Comprehensive Care
Plan for Nutritional Risk related to ESRD, daled

1 09/30/13, revealed there was no Interventions 1o
address the nulritional needs of the resident while
i al dialysis three days a week,

| Qbservation of Resident #1, on 12/12/13 at 10:00
AM, revealed Emergency Medical Technician
(EMT} #1, and EMT #2 present to transport
Resident #1 1o dialysis, EMT #1 stated he has
been transperting Resident #1 since hefshe has

! lived in the facility and has always fet the slaff

| finish feeding the resident when he arrived early.
Interview on 12/12/13 at 1:26 PM with State
Regislerad Nurse Alde (SRNA) #3, revealed
Resldent #1 did not receive an early lunch {ray
before transport to dialysis this mormning. SRNA
#3 stated the tray usually comes out about 10:00
AM and she feeds Resident #1 before the
ambulance arrives around 10:30 AM. She stated
today's meal trays were late and Resident #1 did
not get his/her breakfast fray until 8:00 AM znd
the lunch tray was not received prior to transport
io dialysis.

Review of the August through December 2013
Meal and Fluid Detall Report revealed the staff
had indicated Resident #1 was oul of the facility
for lunch meals on Dialysis days and marked a
"0 for Inlake,
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F 309 | Continued From page 1 F 309 How other residents who may have been (cont)

affected by this practice were identified:

Residents in curvent population (receiving |
dialysis) were assessed by DON and unit I
managers on 12/13/2013 for nutritional needs of
tesidents while at dalysis center,

Snacks will be provided to residents to 1ake with
them at treatment center.

SRNA will assist and/or feed snack as indicated
and wil] enter amount consumed into kiosk upon
return back to facility.

Dietary department notified of process
12/13/2013 by director of nursing services,

Care plans and nurse aide data sheets of residents
receiving dialysis reviewed and revised by unit
managers on 12/13/2013.

Measures Implemented or Systems Altered o
Prevent Re-occurence;

160% re-education with al] nurse and nursing
assistants regarding meal consumption
documentation in kiosk immediately after
resident has consumed thefr meal was initiated by
unit manager and director of nursing on
12/12/2013. 100% education on ensuring all
dialysis cesidents receive an early lunch before
treatment and a snack while at treatment was
Injtated on 12/12/2013 also, Education was
completed on 12/20/2013,

Daily monitoring of meal consumption of
diabetic, and/or dialysis, and/or dependent
residents for & days times one week. If no issues
are dentifed, monitaring will be reduced to
weekly monitoring of all datbetic and dependent
resideins x4 weeks, If not issues are identified,
manitoring will reduce 1o monthly x4 months.
The monitoring will be completed by DON or
unit manager beginning 12/13/2013 and ending
5/24/2013,

The monitering list will be updated with new
admisslons or change In status by DON or unit
manager.
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Interview on 12/13/13 at 3:45 PM with Cook #1
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revealed tray cards used by the Kitchen instruct
slaff to provide early trays and or sack lunches if
needed. [n addition, there was 2 list postad in the
kitcherrof the residents on dialysis and which

| days sack lunches or early meals should be

|i served. She sialed the early breakfast tray was
on floor by 6:45 AM and the eariy lunch tray was
an the fioor by 10:15 AM.

IMerviews, with Staie Registered Nurse Aide
| (SRNA}#1, SRNA #2. and SRNA#3 on 12/12/13
at 1:26 PM, 1:40 PM, and 1:53 PM respectively,
revealed it has been thejr praclice {o feed early
lunch meals to Resident #1. The SRNAs siatad
Resident #1 usually received his/her unch tray
around 10:00 AM and the ambulance would
arrive around 10:30 AM 1o transporl the resident
| 0 dialysis,

| interview on 12/12/13 at 2:45 PM with Licensed

i Practical Nurse {LPN) #3, revealed Resident #1

I| usually returned to the facility about 4:00 PM and
| dinner was served about 5:00 PM,

|

| Interview, on 12/13/13 a1 8:40 AM with Director of
f Nursing (DON), reveated the facility's practice has
If been for Resident #1 to gel an early breakfast

| @nd early lungh prior 1o leaving the facility to goto
| dialysis because he could not feed himsalf.

i
|
!

Monitgring measures to maintain on-going
cofplainge:

Findings of monitoring will hge brought 16 the
quatity assurance ineeting monthly x 6 months
for review and development of action planto
ensure Rutritional needs of diabetie and

dependent dialysis residents a

e met,
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