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Level of harm - Minimal
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Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication,
 and to exercise his or her rights.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on the facilty policy review, medical record review, observation and interview, the facility failed to treat 1 (#1)
 of 24 residents with dignity during the noon meal on 9/14/2020 related to a Licensed Practical Nurse(LPN) standing while
 assisting Resident #1 with her meal. The findings include: Review of the facility policy Assistance with Meals, dated
 6/27/18, showed .Residents who cannot feed themselves will be fed with attention to safety, comfort and dignity, for
 example: Not standing over residents while assisting them with meals . Review of the medical record showed Resident #1 was
 admitted to the facility on [DATE] and re-admitted on [DATE] with [DIAGNOSES REDACTED]. Review of the Quarterly
Minimum
 Data Set (MDS), dated [DATE], showed Resident #1 had a Brief Interview Memory Score of 13, indicating the resident was
 cognitively intact. Continued review showed Resident #1 required supervision with eating with a 1 person physical assist.
 Observation of Resident #1 on 9/14/2020 at 12:36 PM showed LPN #1 stood to assist Resident #1 with her meal. During an
 interview on 9/14/2020 at 5:08 PM, LPN #1 confirmed she was standing while assisting Resident #1 with the noon meal. During an
interview on 9/14/2020 at 7:30 PM, the Administrator confirmed LPN #1 was to sit while assisting residents with their
 meals.
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