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the address and phone number of the resident's
legai rapresentative ot interested family mamber,

This REQUIREMENT s hot met as evidanced
: by:
Based an shservation, inlerviews ang record

the physician of a significant change in condition
and the polential need to alter treatmant for one
resident (#1), In the selected sample of elght,
related to the delerioration of a prassure sore,
! Resident #1's Stage 1V prassure sara continued
i {o show slgns of not healing, continued to have
exudate (fluid forced out of tissuos or capillaries
because of inflammation or injury) and began
showing signs and sym ntoms of infaction
(purulent exudate, swalling, induration or
erylhema, increasing paln or tendarness around
the site or delayed wound healing). The facility
1 lransferred Rosident #1 to ihe hospltal on
: 03/21/10 and the resident was admitled with a
diagnosis of Sacroillac Decubitug (prossure sora)
and Sepsis (severe infeclion). :
Findings include:

Areview of the facilily's Physician/Legal
Represenlativa Nolification palicy and procedure,
daled 08/08, revealed the facility would

* Immediately nolify the physician when thers was
“aneed to alter treatment significantly or (o

, comrmence a new form of treatment. A review of
[ the facility's Skin Care Management Protocol,
dated 02/08, revealed the physician should be
contacted if & clean pressura sore Is not healing |
or continues fo produce exudate afler 2-3 weeks.
Tha physictan should he notified if the resident
has any symploms of bacteremla (bacteria in the
bloodl), sepsis (severa Infection) and ostaomyelilis

review it was determined the facilty falled to notiy

F 187

(X3}

{EACH CORRELTIVE ACTION SHOULD Bs + COMPLETION
CROSS-REFERENCED YO THE APPROFRIATE bATE
DEFICIENGY) :
Criteriad:  The CQI indjcator

for the monitoring of physician
notification of changes wil] be
utilized monthly X 2 months and
then every six months as per the
established CQI calendar under the
supervision of the ADON,
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(bone infection).

Arecord review revealed Rasident #1 was
admitted io the facility on 03/17/09 with diagnoses
; to include Chronic Renal Failure and Congestive
Hoarl Fallure, A review of the woekly pressure
Sare asdessment, conducled by the Direotor of
Nursing (DON), dated 01/13/4 0, revealed a Stage
Il pressure sore measuring 1,0 centimeler (om.) x
0.5 em. x 0.1 was Identified on Resident #1's
coceyx. On 01/25/10, the pressure sore
assessment revealed |he wound bagan having
purutent (thick yellow, green or brown) drainage,

! A teview of the wound nurse evaluafion, dated
*02/01/10, revealed the wound measured 1.30 em.
. X 1.20 cm, and she was unable lo determine tha

depth. There was moderate exudate with ;
Sefosanguinaus (composad of serum and blood) i
drainage. Review of the February 2010 ;
assessments (02/08/10, 02/15/10, 02/22/10 and ,
02/28/10) revealed the wound gradually Increased
in size (2.00 em. X 1.00 om). On 02/15/10, the
wound assessment documentation revealed the
wound had a foul edor and purulent or

! serosanguineous dralnage, The wound was
-Identified as 78 % necrotic (dead) tissue and 25

- % beefyred lissue, On 03/01/10, the wound was
assessed as 2.0 cm. x 1.00 cm, with no
Improvement and serosanguinous drainaga
conlinued, with a moderale amount of exudale.

The DON documented the bone under the wound |
was palpable (capabls of being touched andfor
fell). Further reviews of the March 2010 .
assessments ( 03/108/10, 03/12/10 and 03/18/10)
revealed the wound gradually increasad in size
(3.0 x 1.5 em. with a depth of 1.5 em) and was
@ssessed as having a foul odor with sanguineous

i (bloody) dralnage. The wound bed was described
i as red, yollow-grey and gradually completely grey.
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The surrounding skin color ranged from red and
frritated lo dark and dull with thick edges. The
Nursing Progress Noles, revealed the facillty
notified the wound nurse of the condition of the
wound on 03/08/90 and on 03/18/10 and she
Identified the wound was not Improving and had
incroased {0 3.0 em X 1,5 cm X 4.6¢m. Record
review revealed while the physiclan had recelved !
requests for changes in treatment, there was no
documented evidence thal the facility hotified the
! physician of ihe worsening condition of the wound
; from 01/28/10 until 03724710,

Areview of the Nurse's Notes, dated 03/18/10,
revealed ihe resident requestad to stay In bed, At -
8:00 PM, the resident was assassed with an
elavated temperature of 00,1 degress, On
03/19/10 at 8,00 PM, the resident was Assossad
as lethargic. On 03/20/0 at 1:00 AM, the
resident was assessed as lethargic, only
responding by opening hisfher eyes. On 03/21/10
al 7:30 PM, the resident waa assessed as having
! his/her eyes wide open, untesponsive with a :
“lemperature of 99.8 degrees. The physiclan was
notified on 03/21/10 at 8:45 PM, when the
resident continued to be non-verbal with staff and
the resident's temperature increased to 101.9
degrees. After physician nofification, the resident
was tranaferred to the emergency room.

An intarview with the Director of Nursing (DON),
on 04/07/10 at 10:00 AM and 3:15 PM revealed |
she conducted and documenied the weekly skin
assessmenls. When the wound nurse made her
monthly visit or the DON updated the wound
nurse by phone regarding the condition of the
pressure sorg, the wound nurse mads a

recommendation for changes in treatmont, She
} foxed the recommendation to the physician,

F 157
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followed with a call to Ihe office nurse. She
informed the office nurse of the recommendation
and Jaler (he office nurse wouid cafl back and
inform the DON the physician approved the

! recommendation. The DON staled she did not

[ notify or consult with the physician regarding the
delerioration of the residant's pressure sore. She
slated "I must have jus{ missed it when il came fo
making the physician aware of the continued i
decline in condition and slgn and symploms of
infection of ihe wound",

: A review of lhe Emergency Department Flow

i Shee!, daled 03/21/10 at 9:58 PM, revealed (ha
emergency room Registared Nurse (RN)
described the resident's pressure sore as 4 cm. x
2 em greenish Stage IV pressure sore on the ;
coccyx wilh purulent odorous dralnage. Areview |
of the consultant physictan's hospital discharge
summary, dated 03/29/10, revealed he examined
the wound and it had a foul odor, had hlack
eschar (a lhick covering of dead lissue) with
some necrolic tissue with surrounding induration
{ralsed and hardened) and was fender to touch.
Awound culture revealed Proteus Mirabifis and 5
E-coli (bacteria). Morrem (antibiolic) was given ‘
intravenously to treat the infection, The wound
was dabrided and a wound vac was put in place.
The resident was discharged with a diagnosis of
Sacrolllac Decubitus {pressure sore) with Sepsis. -

An observatlon of facility’s assessment of
- Resident #1's pressure sore treatment, on
. 04/07/10 at 9:30 AM, revealsd the rasident had a
Stage IV pressure sore to the coccyx. The wound
L measured 4.5 ¢cm, x 2.0 cm. with a depth of 2.5 |
cm. There was tunneling at 6:00 measuring 3 :
em. The wound bed was grey and the bone was i
exposed. There was purulent drainage, There

FORM CMS-2567(02-09) Provious Verslons Obsclale Evant 10: DY5311 Facliity 1D; 100082 If continuelion sheet Page 5 of 25







B2 ps5/11/2018 15:83 5868893 PAGE 81

aa
Bm
DEPARTMENT OF HEALTH AND HUMAN SERVICES ' R aasi2010
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO., 0938-0391
STATEMENT OF DERIGIENGIES X1} PROVIDER/SUPPLIERY : : '
AND PLAN OF CORRRGTION &y IEENTIHCA%N buma%q’? () MOLTIPLE CONSTRUCTION O omparen
‘ A BUILDING
185226 8. WiNG 04/08/2010
NAME OF PROV!UER OR SUPFLIER STREET ADDRESS. CITY, STATE, ZIP CODE

2501 OLD HARTFORD RD.

CARMEL HOME
‘ OWENSBORO, KY 42303
(X410 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION |
PREFIX {EACH DEFICIENCY MUST 8B PRECEDED BY FULL PREFIX | {EACH CORRELTIVE ACTION SHOULD BE f COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG ¢ GROSS.-REFERENCED TQ THE APPROFRIATE | bATE
i' OEFICIENCY} :
2801 Continued From page 6 : 8 : 3
Pag : . Fas for the monitoring of wound I
A review of the faclity's undated Development of j care plans will be utilized monthly
a Care Plan policy and procedure, revealed the X2 months and then quarterly as
care plan will ba reviewed/revised as par the RAJ per the established CQT calendar
manual with significant changes and changes in ol ;
orders as received by the Minimum Dala Set under the supervision of the ADON. i M
¢ (MDS) Coordinator, The updates/changes will ba Lo\ L
| made as soon as possible. The MDS 9
Coordinator will have quickfe care plans ready for; ’zﬁk
immediate Implementation afler making them :
resident specific (infections, wounds etc.). :
Arecord review ravealed Resldent #1 was
admitted {o the facillty on 03/17/00 with diagnoses

fo include Chronic Renal Failure and Congestive
Heart Failure.

A review of the annual MDS assessment and

Resident Assessment Protacol (RAP), daled

02/16/10, revealed the resident acquired a Stage
Il gressure sore. Areview of the Comprehensive
Care Plan for the Stage Il area o cocoyx, :
originally dated 01/13/10 was updaled on :
03/08/10, only to indicate the Stage N had ;
progressed to a Stage IV pressure sore. The
care planh did nol include goals or interventions to j |
; address the polential for or acluat infection 1o the
wound. t

A review of the wound nurse evaluation, dated
03/01/10, revealed the wound exhibited signs and
symploms of infections as manifested by a
serosanguinous (serum and blood) drainage and :
afoul odor, The freatment was revised by the :
wound nurse, but no revislons were rnade to the |
care plan. A review of the weekly pressure sore |
records, dated 03/08/10, 03/12/40 and 03/18/10, |
tovealed the wound size gradually increased to

3.0 x 1.5 cm. with a depth of 1.8 cm, continued 1o i
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have a foul odor and the wound bed was red,
yellow-grey and gradually turned com pletely grey.
The surrounding skin colar went from red and
irritated to dark and dult with thick edges, No
revisions were mada on the care plan to address

slgns of infaction and lack of haaling.

Areview of the nurse's notes, dated 03/21/10,
revealed the resldent was sent to the @mergenoy
room due 16 having a temperature of 101 2
dsgrees (normal 98.6), was lethargle and was not
responding lo stafi. Awound culture was ordered
at the hospital and revesled Proteus Mirabillis and
E-coli {(bacteria). Merram (antibiotic) was given
Intravenously to ireal the infection, The wound
required debridement and application of a wound -
vag, The resldent was discharged with a ;
dlagnosis of Sacrolliac Decublius {pressura sore)
with Sepsis. However, a review of the care plan
revealed no goals and or inlerventions had been
developed to address the wound infection, the
debridement and wound vac.

+ An interview with the MDS Coordinalor/Assistant
Director of Nursing (ADONY), on 04/08/10 af 10:15 f
AM, ravealed the faclilty addressed the potential
for infection of a wound If Iterventions included
nursing assessments on a weekly basis, She
stated onca an infection has been idenlified, the
care plan is revised. She receives copy of the
physician's order for the antibiotic and it indicales
the reason for the antibiotic. Since an antibiatic
was naver ordarad for Residen! #1, she was not
aware the pressure sore showed signs and
syrploms of an infaction and the care plan
needed to be revised.

An observatiun of Resident #1's pressure sore
treatment by faciiity nursing staff, on 04/07/10 al

]
F 280;
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9:30 AM, revealed idenlification of a Stage IV
pressure sore o the cocoyx. The wound
measured 4.5 cm, x 2.0 ¢m. with a depth of 2,5
om. There was (unneling at 6;00 measuring 3
cm. The wound bed was grey and the hone was
texposed. There was puruient {yellow, green or
- brown) drainage, bul no odor, The surrounding
skin color was red and Irritated. The wound
edges were thickened. A wound vac was applied
fo the wound,
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282

$5=D | PERSONS/PER CARE PLAN

"The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each rasldent's writlen plan of
care,

This REQUIREMENT s not me! as evidenced
by:

Based on interview and record review, it was
~detarmined the facility falted to ensure care was
provided by qualifiad pargons for one resldent
{#2), in the selecled sampled of sight, in
accordance with the restdent's written plan of
care. While providing care for Resldont #2 on
08/017/08, a Certified Nurse Aide (CNA) #1 rolled
(he resident too close to the edge of the bed and
the resident slid off the bed onto the floor, hitling
hisfher haad on the floor, According 1o the care
plan, there were supposed to be wo staff {0
provide care for this resident. Flndings Include:

Arecord review revealed Resident #2 was :
admilted to the facility on 08/02/07 with diagnoses
to Includa Diabetes Type I, Dementia, Arthritls,
Osleoporosis, Hypartension, Dysphagia, History
of Heart Disease and Alzheimers Disease with

Criteria 1:  Resident #2 receives
the assistance of 2 staff with
{ransfers and bed mobility in
accordance with the care plan.

. Criteria2:  Resident care plans
were reviewed by the ADON and

MDS Coordinator to verify that they ;
correctly identified the number of |
support staff necded for (ransfers
and bed mobility,

Criteria 3:- - Nursing staff in-
service education was completed on |
April 12, 2010, on the provision of !
transfer and bed mobility assistance
for residents in accordance with the

FORM CMS-2867(02-2%) Provious Varstons Obsolets Event 1D:DYS3 (1
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Anxtety/Depression,

Areview of an annual Minimum Data Set (MDS},
; dated €6/01/09, and a quarlerly MDS, dated _
02/08/10, revealed the resident required
extensive assistance with bed mobliity,

A review of the CNA care plan record, dated ;
08/09, revealed the resident requirad tolal o
assistanco of two staff for most of hisfher
activilies of daily living (ADLs) to include bed
- mobility and transfer. :

Further review of the comprehensive care plan
'ADL Funelion deficlls," dated D8/24/09, revealed _
the staff was to provide assistance and support
appropriate to the residen{s neads ansuring the
highest ievst of funclion while malnlaining the
safoty of the resident and Ihe staff.

P Areview of the nurses' notes, dated 09/01/09,
revealed the residen! rolled out of bed landing on
his/her lefi sida, A slight conlusion was noted lo
the back side of the resident's head. i
An interview with the Assistant Diractor of Nursing
(ADON), on 04/05/10 al 1:00 PM, revealed she
invesligated this incident and indicaled (hat the
care plan was nol followed by CNA #1. She
revealed CNA#1 parformed care for this resident
and was aware that the resident required
assistance of wo staff. CNA #1 pushed the call
light for asslstance; however, she did not wait for
 help fo arrive to complete the care, As g result,
the resident was rolled oo clase to the edge of
the bed and fell to the floor hilting his/her head.

Altempts to interview CNA #1 during the survey
process ware unsuccessful,

{X4) 1D ) | FROVIDER'S PLAN OF CORRECGTION o
PREFIX {EACH DEFIZIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE ! COMALETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ' OATE
) . LEFICIENCY)
L
F 282 | Continued From page 9 F 282

care plan as provided by the
ADQN/dcsignee.

Criterin 4t The CQI indicator
for the monitoring of
implementation of care plan
interventions will be utilized
monthly X 2, and then quarterly as
per the established CQI ealendar,
under the supervision of the
Director of Nursing.
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wound progressively worsened and began

exhibithg signs and symptoms of infection. On

unresponsive and had an elevaled temporature,
. The facility transferred the resident to the hospital

- and the rosidont was admilted with a diagnosis of
. @ wound infeclion wilh Sepsis (severe Infoction

| that had spread).

Findings include:

A revlew of the facility's Skin Care Managament
Protocoi, dated 02/08, revealed waekly pressure

03/21/10, the resident became lethargic,

sore assessments shall be done until healad,

Prograss shail be monitored daily. If no progress

. is demonstraled in two weeks, reavalustion of the .
plan of care and adherence to the plan of care willi

{ be done. if al anytime, deterioration is noted,
reevaluation needs to occur. The phystcian whl

be contacted If a clean pressure sore is not
healing or continues 1o produce exudate after 2-3
weeks. A topleal or systemic antiblotic may be
warranted. The antiblolic should be effective

«2gainst gram negative, gram-positive and
anaerobic organisms, The physician will be

. notifled if the resident has any symploms of

i bacteremia (bacteria In the blaod), Sepsls {severe!

. Infection) and osteormyelilis (bone Infection).

. Appropriate systemic antiblotic therapy will ba

Instituted.

Areview of tha facilily's undated Development of
a Care Plan policy and procedure, rovealed the

care plan will be reviewedfrevised ag per tha RAI
rmanual with signifloant changes and changes in |
otders as received by the Minimum Data Set {
{MDS) Coordinator. The updales/changes will be
made as saonh as possible. The MDS
Coordinator will have quickie care plans ready for
immedtate implementation after making them

(X3} 10 SUMMARY STATEMENT OF DERIGIENGIES G PROVIDER'S PLAN OF CORRECTION {%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COLPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION} TAG CROS8.REFERENCED TO THE APPROPRIATE PATE
i DEFICIENCY) ‘
T
F 314 Continued From page 11 - 314;

ADON to determine that the ,
comprehensive care plans reflect the |
monitoring of wounds for

signs/symptoms of infection

Criteria 3:  .Facility RN*s and
I.PN’s have received in-service
education on May 10, 2010, on the
need 1o fmmediately inform the i
physician of declines in wound
status including but not limited to
signs/symptoms of infection., and to
document this notification in the
nurses’ notes and 24 hour shift
report, as provided by the Nursing
: Consultant. !
- The ADON has

: _

Received in-scrvice education from
the Nursing Consuitant May 10,
2010 on the need to address
monitoring wounds for
signs/symptoms of infection on the
comprehensive care plan

Criteria4:  -The CQI indicator
for the monitoring of physician
notification of changes will be
utilized monthly X 2 months and .
then every six months as per the
established CQI calendar under the
supervision of the ADON.

-The CQ) indicator for
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Fat4 i Continued From page 12 [
resident specific {infeclions, wounds ete.), !

Arecord review revealed Resident #1 was
admitled to the facility on 03/17/09 with dlagnoses
to Include Congestive Heart Failure and Chronic

; Renal Fallure. On 01/13/10, the resident wds

| essassed as having acquired a Stage il pressure
sore. Raview of the care plan dated 01/1310
revealed z goal for resolution of {he pressure sore

by 03/10/10, Interventions included cleansing the
wound with Normol Saline, application of !
Purachel and cover with foam and fegadarm, a
pressure dislribution matiress, turn and reposition
every two hours per clock schedule, high protein
* supplements and multivilarin wilh Zinc. Raview
; of the care plap daled 02/15/10 included an
Intervention for the nurse to assess the resident's
skin an admission, weekly and 25 needad,

A review of the weekly pressura sore

assessment, conducled by the Director of
Nursing (DON), dated 01/13/10, revealed a Stage
It pressure sore measuring 1.0 centimeter (cm.) x
0.5 em. % 0.1 was identifled on Res|dent #1 s
eoceyx. On 01/25M0, the pressure sora
assessment revealed the wound began having
purulent (thick yellow, green or brown} drainage.
A review of the wound nurse eveluation, dated
02/01/10, revealed the wound measured 1.30 em.
x 1.20 em. and she was unable to determine the
depth. There was moderate exudate with
Serosanguinous {composed of serum and blood)

drainage. Review of the February 2010 .
assessments (02/08/10, 02/15/10, 02/22/10 and {
02/28/10) revealed the wound gradually increased ;
in size (2.00 em. x 1.00 cm). On 02/15/1 0, the

‘ wound assessmant documentalion revealed the |
- wound had & foul odor and purulent or !
 serosanguineous drainage. The wound was ,

F 31

4 P
the monitoring of wound care plans

. will be utilized monthly X 2 months
. and then quarterly as per the ;
established CQ{ calendar under the |

supervision of the ADON M
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F314; Conlinued From page 13 l

ldenlified as 75 % necrolic (dead) tssue and 25 .
%% beefy red lissue. On 03/01/10, the wound was
assessed as 2.0 ¢m. x 1,00 ¢m. with no
Improvement and serosanguinous dralnage
continued, with 2 modsrate amount of exudata.
The DON documented the bene under the wound
was palpable (capable of being touched and/or
felt). Further reviews of the March 2010 !
assessmenls { 03/08/40, 03/12/10 and 03/18/10)
revealed the wound gradually increased in size
(8.0 x 1.6 om. with a depih of 1.5 om) and was
assessed as having a foul odor with sanguineous
(bloody) drainage. The wound bed was described
as red, yellow-grey and gradually complelely gray.
The surreunding skin eolor ranged from red and
irrltated 1o dark and dull with thick edges, The
Nursing Progress Notes, revealed the facilily

‘ notifled 1he wound nurse of the condition of the
wound on 03/08/10 and on 03/18/10 and she
identified the wound was net improving and had
increased to 3.0 em X 1.5 cm X 1,8cm. Record
review revealed while the physician had received
requests for changes in freatment, there was no
documented avidence that the facility notified the
+ physictan of the worsening condition of the wound ;
; from 01/28/10 unth 03/21/10.

Araview of the Nurse's Notes, dated 03/18/10,
revealed the resident requested o stay In bed. At
8:00 PM, the resident was assessed with an
elevated temperaiure of 100.1 dagrees. On-

: 03/19/10 at 6:00 PM, the resident was assessed

. as lethargic. On 03/20/10 at 1:00 AM, the
resident was assessed as lethargic, only

l responding by opening histher eyas. On 03/21/10

at 7:30 PM, the resident was assessed as having
his/her eyes wide open, unresponsive with a
tempoerature of 89.8 degrees. The physician was
notified on 03/21/10 al 8:456 PM, when the

F 314
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resident continued to be non-verbal with staff and
the resident's temperature increased to 101.9
degress, After physiclan notification, ihe resident
was iransferred (o the emergency room.

F 314 Continved From page 14 | F 314; [
|

An inlerviaw with the wound nurse, on 04/08/10 af
3:00 PM, revealed she only trealed the wound

! topically. She was trying lo control the drainage, :
i remove the slough and Kesp the resident oo
i comfortable, She recommended Baclroban
(antiblotic} be applied to the wound bed to help
conlrol the infoclion. She was not able (o
prescribe systemic antibiotics and she "did not
know why the physloian tad not ordered a broad
speclrum antibiotic orally 1o help with the wound
infection.” ;

An [nterview wilh the MDS Coordinator/Assistant
Director of Nursing (ADON), on 04/08/10 al 10:15
' AM, revealed the fatilily addressed the potential
- for Infaction of @ wound when an intervention on
the care plan stated for nurses to assess the
wound weekly and as needed. She stated once
an Infection had been identified, the care planis
revised and she receivad a copy of the
physician's order for the antiblolic, indicating the
raason for the antibiotic, She was nol aware
lhere were signs and symptoms of &n infection
and was not aware the pressure sore care plan
needed 0 be revised tc address the infection. ;

An interview with Licensed Practical Nurse (LPN)
#1 and LPN #2, on 04/07/10 at 10:00 AM and
3:15 PM, revealed LPN #1 last saw the wound on
03/19/10 and LPN #2 last saw (he wound the day
Resident #1 was sent to the hospital. Both
rovealed the wound odor was much stronger. |
LPN #2 revealed the wound had increased in size |

. 1
and depth and there was brown drainago. Both i '
i !
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LPNs stated they would hotily the Director of
Nurslng (DON) if there wes any change in the
wounds ¢ondiion because she was responsible
for the residents’ wounds. They revealed lhe
DON would then contact the wound nurse andfor
physician. They both revealed nellher of them
' had contacled the DON or physician between i
: 03M19-03/21/10, because they saw no difference
: In the appearance of the wound

F314’ Continued From page 15 ?
|

An Interview with the Directer of Nursing (DON),
on 04/07/10 a1 10:00 AM and 3:15 PM revealed
when the wound nurse was there for her monthly
vislt or when the DON updated the wound niurse
by phene on the condition of the wound, the
wound nurse would make a recommendation for
trealment, The DON would then fax the ;
recommendation to the physiclan and call the 5
physician’s office nurse. She would teff the offies 4
nurse what the wound nurse's recommandation :
; was and the office nurse would call her back and i
; tell her the physician approved the ireatment,

; She stated she did not maka the physician aware
of the condition of the wound. She staled " must
have just missed it when it came (o making the
physician aware of the continued decline in
condition and sign and symptems of Infection of
the wound",

S

Areview of the Nurse’s Notes, dated 03/18/10 -

312110 revealed the resident became lethargie

and gradually stopped responding verbally. There

| Was no evidence the physician was made aware

. of the resident's change in condition. An

linterview with LPN #2 on 04/07/10 at 3:15 PM

i revealed they thought the resident's lethargy and
not responding when spoken to was due ta the

J decline In the residenl’s condition related to the

| Chronic Renal Failure.

CARMEL HOME
OWENSBORO, KY 42303
4y 1D SUMMARY STATEMENT OF DEFICIENCIES i o i PROVIDER'S PLAN OF CORRECTION (x5}
FREFLY, (EACH DEFICIENGY MUST BE PRECEDED BY FUILL PREFIX | (EACH CORREGTIVE ACTION SHOULD BE COLFEETION
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F 314'

E
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F 314 | Continued From page 16

Arevlew of a Nurse's Note, daled 03/21/1Q at
8:45 PM, revealed the resldent was assessed as
: having a temperature of 101.9. The family and
physician were called. The physician ordered lhe |
facility to transfer the resldent fo the emergency
room. A review of the consultant physician's i
hospital discharge summary, daled 03/29/10,
revealed the pressure sore had a foul odor, had
black eschar (lhick black stoth) with some
- necrotic (dead) lissue with sufreunding induration
 {raised hardened) and was tender fo touch. A
wound culture was ordered and revealed Proteus
Mirabills and E-coli (bacteria), Merrem (antibiotic)
was given inlravenously to lreat (he infection. The .
wound was debrided and a wound vace was putin
pface. The resident was discharged with a
dlagnosis of Sacroiliac Decubitus (pressure sore)
wilh Sepsis.

An observation of Resident #1's pressure sore

treatment, on 04/07/10 at 9:30 AM, revealed the

facility assessed the wound as a Stage IV

pressure sore {o the coceyx, measuring 4.5 cm. x

2.0 cm, with a depth of 2.5 em. - There was

- wnneling at 6:00 measuring 3 cm. The wound
bed-was grey and {he bone was exposed. There
was purulent drainage. The surrounding skin

i color was red and irritated. The wound edges

l were thickened, According o the assessing

nurse, lhe wound showed Improvement. A review
of the physician's orders, dated 03/30/10,
tevealed the resident was recelving Merem
{antiblotlc) 500 mg. IV svery 24 hours times i
seven days, '

F 323 483.25(h) FREE OF ACCIDENT

55=D HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resident

F 314,

F 323
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'environment remains as free of accidant hazards
| @8 Is possible; and gach resident recelves
adequale supervision and assistance devices (o
prevent accidents,

: ghis REQUIREMENT s nof met as evidenced

i DY

Based on Interview and record review, il was |
determined the facility fallad to provide adequate |
suparvislon lo prevent accidents for one resident
(#2), In the selecled sample of eight, While
providing care for Residant #2 on 09/01/09,
Corlified Nurse Aids (CNA) #1 rofed the resident |
too close to the edge of the bed and the resident
slid off the bed onto the flocr, hitting his/her head
- on the floor. Findings include:

; A record review ravealed Rasident #2 was
admitled to the facilily on 08/02/07 with diagnoses
to Include Diabeles Type I, Dementla, Arthritis,
Osteoporosis, Hypertension, Dysphagia, History |
of Heart Dissase and Alzhelmer's Disease with
Anxisly/Depression.

! Areview of an annual Minimum Dala Set (MDS), |
| daled 06/01/09, and a qQuarterly MDS, dated ;
'02/08/10, rovealed the resident required

. extensive assislance wilh bed mability,

' Ateview of & "Fall Assessment Screening Tool,”
dated 08/17/09, revealad the residen! was at high
 risk for fafls.

A review of the CNA care plan record, dated i
08/09, revealed the resident requirad total :
assislance of iwo staffl for all aclivities of dally- I

accordance with the care play,

" Criteria 3:
i received in-service education on

+ for the monitoring of
. implementation of care plan

Criteria 1:  Resident #2 veceives
the assistance of 2 staff with
transfers and bed mobility in

Criteria 2:  Resident care plans
were reviewed by the ADON and
MDS Coordinator to verify that they
correctly identified the number of
support staff needed for transfers
and bed mobility.

Nursing staff have

the provision of transfer and bed
mobility assislance for residents in
accordance with the care plan as
provided by the ADON/designee on
April 12, 2010, '

Criteria4:  The CQI indicator

nterventions will be utilized
monthly X 2, and then quarterly as
per the established CQI calendar,
under the supervision of the
Dircctor of Nursing,

10!
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F 323 Continued From page 18 : F 323
kving (ADLs) with the exception of feeding. -

Further review of the comprehensive care plan .
"ADL Function defleits," daled 08/24/08, revealed ; i
the staff was to provida asslstance and support
!'appropriate to the resident's needs ensuring the
| highest fevel of funclion while maintaining the

: safely of the resident and the staff.

A review of the nurses' notes, dated 09/01 /09,
revealed the resldent rolled out of bed landing on ;
his/her left side, A slight contusfon was noted to
the back side of he resident's head,

A raview of the [acilily's investlgation, daled
09/01/09, ravealed CNA# was performing care
for the resident by herself. The resident was
rolied loward the CNA and was too close to lhe
edge of the mallress. The rasident slid off the

- matiress anto the floor. The CNA care record
Indicated the need for two CNAs to perform care
for Ihis resident.

|
An Interview with the Assistant Director of Nursing !
{ADON), on 04/09/10 at 1:00 PM, revealed she
investigaled this Incldent. She revealed verbal
counsel was glven lo CNA#1, who performed
care for this resident, because there shouid have
been two staff In the ream with the resident ;
Instead of one slaff. She stated CNA #1 pushed -
the call light for assistance but did nat wait long .
; enough for help to come, inslead, she tried lo
: complete the care by herself and the resident fell
. onlo the floor and hit hisfher head. The bed was
| not in the lowest posilion al the {ime of the fall
due lo cara belng provided. In July 2009, theres
had been a CNA meeling that addressed knowing
whal is on the CNA care record and following
through withil,
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Atlempia to interview CNA#1 during the survey
process were unsuccessful,

A review of the facllily's policy/procedure !
"Rasident Safe Environment," dated 12/07, !

revealed "employaos wil receive in-service |
education on fall prevention efforls, The high risk
Indicator syslemn wilt be presented so employess
; can identify residents at risk for Injury."

F 363 | 483.35(c) MENUS MEET RES NEEDS/PREP IN F 363
ssuft | ADVANCE/FOLLOWED

Menus must meel the nutriional needs of
resldents in accordance with the recommended
dielary allowances of the Food and Nutrilion
Board of tHe National Research Councll, Nationaf :
Academy of Sclences; be prepared in advance;
s and be followed.

This REQUIREMENT [s not ms! as evidenced Criteria 1:  -Residents are served
by: mmeals which adhere to the facility
Based on observatlons and Interviews, it was menu.

detarmined the facility failed to ensure residents’ ! “ .
nulritional needs werz met as avidenced by not | ) -Subst] tutes are

! following the menu prepared in advance. Braad : oFfered/prowded to residents #9 and
i was not served durlng the lunch meal; however, #10 as indicated.

: there was a conlainer of bread on the trayline.
During the supper meal, tomalo, lefluce and
graham crackers were supposed o bg

Criteria 2:  -Residents arc served !

served/offered according to the menu; however, meals which adbere to the facility
none of these food ilems were present on lhe menLw |
trayline. Additionally, there were no substitutes _Substitutes are

offered far two residents (#9 and #10), not in the o . ]
selected sample, who were on pureed diets. offercd/provided fo all residents as

Findings include; indicaied,
]

i1, Areview of the Lunch Menu for 04/06/10 ! |
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revealed tha residenis were to be served
maalinal, Al Gratin Polatoes, cabbage, drop
bisouils and pineapple upsido down cake.

Observations on 04/08/10 at 12 ;20 PM revealed
approximalely 30 residents eating in the maln

» dining room, The facliity did not provide bread on
. any of tha residents’ irays,

Observation of Resident #9's tray revealsd the |
facilily did nol provide the resldent with any !
pureed meat. :

Observation of Resident #10's tray revealed the
facility did not provide pureed potaloes or a
substituta for he pureed potatoes,

An observation of the frayline on 04/06/10 at
12:00 Pt revealed there was bread in a container
on the trayline; however, no bread was served
during the meal,

2. Arsview of the Supper Menu for 04/08/10
revealad the residents were to be sarved
hambtuirgers, onfon rings, letluce and tomeatla, frult
' cocklall and graham crackers.

Observations of approximately 26 residents' irays
revealed.the facility did not provide residents
felliuce, tomato and graham crackers, per the :
menu. !

{
An observation of the trayline on 04/06/10 al 5.00 -
PM ravealad no fellucs, tomaloas or graham
crackers were avallable on the Yrayline,

Further observalions en 04/06/10 revealed a
puread meat, a pureed vegetable and a pureed
| starch were served at each each meal; however,

that each resident is served their
i meal in accordarice with the facility

Criteria 4; The CQlindicator for
. the monitoring of tray accuracy and
. the offering of substitutions will be

CARMEL HOME
OWENSBORO, KY 42303

(XA 1D SUMMARY $TATEMENT OF DEFICIENCIES X D PROVIDER'S PLAN OF CORRGCTION XS5}
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F 363 : Conlinued From page 20 s .

pag F 363 Criteria 3:

Dietary and Nursing
staff have received in-service
education on the need to determine

menu, and are offered substitutions
as indicated, as provided by the
ADON and Dietary Manager on
May 3, 2010.

utilized monthly X 2 months and
then as per the established CQl
calendar under the supervision of
the dietary manager,
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i Iha residants on the pureed diets,

! vegelarlan and Resident #10 disliked potatoss;

. diefs. Addiltonally, she provided no explanation

: they wanted bread on their plates. She did not
" know why tomato and lsliuce was not offered at

{here was no substitute or alternate food offered

An interview with Dietary Aide #1 on 04/09/1¢ at
10:45 AM rovealed some of the residents did not -
fike bread; however, they should have been

offered the bread. She slaled Resident #9 was a

however, subsltitutes should hava been offered.
She provided no explanation for the unavallability
of the |etiuce, tomatoes or graham crackers. She
staled, "l just glve what the cooK fixes.”

An inlerview with the Dietary Manager on

: 04/08/10 al 11:25 AM revealod there should have
. been a substitute for the pureed vegolables, but
i the facility did not provide a subsfilute for the

pureed meatl. She stated they offered substilutes
for other lypes of diets, but did not provide an
explanation for the fack of subystitutes for pureed

regarding the bread other than to say the Cerlified
Nurse Aldes (CNAs) usually asked restdonts If

supper, per menu, She slated the cook should
have made sure the lefluce and {omato was
provided; however, It was ultimately her
responsibilily lo.ensure the menu was followed,

A review of the facility's policy/procedure "Mentl
Planning and Revision: Nulrition Services," dated
06/08, revealed "provide residents with a four .
week, selective menu that meets their diet order |
and nuiritional needs, The menu is planned by .
the Director of Food and Nutrition Services and/or |
a Ragistered Distician, The regular menu

provides the baslc pallern for planning all
modified diels. Menus are planned with cos! and

STATEMFNT OF DEFICIENCIES [%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUGTION (X3) DATE SURVEY
ANT PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETHD
A, BUILDING -
B, WING
: 185226 04/09/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CHY, STATE, ZIP CODE
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OWENSBORO, KY 42303
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availability of foods in mind as well as cultural

needs."

Areviow of the facliity's policy/procedure “Offering ;
Substilules for Food Refusals," adapled 2005, :
ravealed " the Nutritional Services Doepariment
should keep an accurate list of residents’ foad
preferances and disllkes, When disliked foods are
on the manu, a substitute of similar nutrilionat
value will be provided. All efforls will be made to
serve the menu as postad. If a substitution must
be made, then a focd ltermn of simjlar nuiritionai
value will be used.”

F 371 483,35(i) FOOD PROCURE, F 371
58=f STORE/PREPARE/SERVE - SANITARY

The facilily must~

(1) Pracure food from sources approved or
considered satisfactory by Federal, Siate or locai
authoritltes; and i
(2) Starg, propare, distribule and serve faod ;
under sanitary condltions '

. Criteria 1: -Staff personal food
This REQUIREMENT is not met as evidenced ! " items are placed in the employce

by: . . )
Based on observalions, interviews and review of relegerator in the br e.ak room.
facility policy/procedure, it was determined lhe | -Dietary staff follow infection.
facility falled to store, prapare, distribule and . control standards for glove use and

: isnecrx;;?od under sanitary conditions. Findings H hand washing when serving food on

the tray line.

Observations of the kitchen area on 04/06/10 at

11:00 AM and an 04/07/10 at 1:05 PM revealed Criteria 2: -An audit was

the waik-In refrigerator contained empioyees' b sompleted by Cartified Dietar
Al . oh o baing : p y Cartified Dietary

} foodfdrink ilems on the lop shelf which was being | Manager on May 10. 2010. of the
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 food in this refrigsrafor,

 of the restdents” meatioaf with her gioved hand
: instead of a ulensll, She louchad her glasses on

. thermomefter into the pureed food twice and

" continuied to serve hamburgers
- longs,

slored alongside the food used lo prepare meals
for the reaidents.

An interview with the Dietary Manager's assistant
an 04/06/10 al 11:15 AM revealed she was
unawars thal the employess ¢ould not slore their

Anintarview with the Dielary Manager on
04/07/10 at 1:10 PM revealad no explanation was
provided regarding this issue. :

An observation of the trayling on 04/06/10 st
12,00 PM revealed Dietary Alde #1 served some

several occasions, afler louching food.
Additionally, she switched ulensils from the
vegelables to lhe meat and then back lo the
vegelables,

Arn observation of the trayline on 04/06/10 at 6:00
PM revealed Dielary Aide #1 dropped the foed

retriaved the thermometer from the food with hor
gloved hand. Additionally, she touched
hamburger buns, pickles and some of the onion

tings, after touching her glasses and wo food
carls. The tongs used for the hamburgers fell into -
{he hamburger meat after the tongs had béen

observed touching the aide's apron. She i
with the same

An interview with Dletary Aide #1 on 04/09/10 at
10:45 AM revealed she was not provided enough
utansils to serve the meal at 12:00 PM, so she
Improvised 5o the residents wouldn'l be kept

wailing. Sha realized she louched her glasses |
|

. senitation issucs. All identified
issues have been addressed as

: on May 6, 2010, to defermine
| correct implementation of infection

! May 3, 2010, on dietary sanitation
. issues including but not limited to

CARMEL HOME
OWENSBORO, KY 42303
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i D PROVIDER'S PLAM OF CORRECTION | tXa)
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) DEFICIENGY) §_
F 371 | Continued From page 23 F 371

kitchen to identify any dietary

indicated.

-Hand washing/ilove use
competency check lists were
completed on dictary

Staff by Certified Dietary Manager

confrol standards,

Criteria 3:  The dietlary staff in-
service education was completed on

storage of employce personal food
itemns in the employee break room
refrigerator, and handwashing/glove :
nse while serving food on the tray
line as provided by the Dietary
Manager,

Criteriad4:  The CQI indicator
for the monitoring of dietary
sanitation will be utilized monthly
as per the established CQI calendar
under the supervision of the Dietary
Manager,
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I and food carts while serving food.
Areview of the facilily's policy/procedure
"Personnel Adherence to Sanitary Procedures,” !
daled 03/04, ravealed "food services personnel
must wash their hands after touching hair, nose
or mouth and at any olher lime when
t contamination could occur, If gloves are used in
food preparation, food services and dietary
personnel will wash hands before donning gloves.
i a task iz Interrupted, gloves will be removed
and clean gloves donned when the task is
resumed.”
! !
]
i
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