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plan of Correction
F 000 INITIAL COMMENTS F 00D Disclaimer for Pla c

preparation and/or execution of this

An annual survey and abbrevlated survey (KY
plan of Correction does not constitute

H16676, KY #16682 and KY #17215) was

conducted on 12/14/11 (hrough 12/16/11, and an admission or agreement by Christian
Lifa Safely Code survey was conducted on . Care Center of Kuttawa of the truth of
12116111 to detarmine lhe facility's compliance the facts alleged or conclustons set forth
wilh Federal requlrements, The facility faited lo in the statement of deflclencles,
meel minlmum raquirements for recertiflcailon

it Christian Care Center of Kuttawa flles
with tha highest S/3 of an *F". KY #6602 wos this Plan of Correction solely because It

substantiated with deficlencles clled. KY #16676

and KY #17216 wera unsubstantiated with no ts required to do so for continued state

licensure as a health care provider

detlclencles cliad.
F 167 | 483.10(b){11) NOTIEY OF CHANGES F167] and/or for participation In the
§5=0 | (INJURY/DECLINE/ROOM, ETC) Medicare/Medicald program. The
facility does not admit that any
A facility must immedIatety Inform the restdent; deflciency existed prior to, at the time
consult with the res!denl's| physician; and if of, or after the survey. The facllity
known, notlfy the residenl's legal representative reserves all rights to contest the survey

or an Interested family mamber when here s an
accident involving the resident which results in
injury and has the potenilal for requidng physiclan
intervention; a significant change in the resident’s

findings through informal dispute ;
resofution, formal appeal and any other
applicable legat or administrative

physical, menlal, or psychosoclal stetus (le., a proceedings. This pPlan of Correction
deterloration fn health, mental, or psychosocial should not be taken as establishing any
slalus In aither fife threatening conditions of standard of care, and the factiity

ciinfcal compiications}); a need to alter realment submits that the actions taken by or in

signlicantly {L.o., e need to discontinus an
axlsting form of lreatment due to adverse
consequences, of lo commence a new form of
trealment); or a decislon {o iransfer or discharge

response to the survey findings far
exceed the standard of care. This
document s not intended to walve any

the residant from the faclilty as specited in defense, legal or equitable, In
§483.12(a). administrative, civil or eriminal
- proceedings.

The facifily must also promplly notify the resident
and, if known, the resident’s logal represantative
or intarested famlly membar when there is a
change In room or faommate assignment as
/ﬁpecmad in §483,15(a){2); or a change in

L]

LABORATORY DIRECTORS OR PHOWDEI?( IR REPRESENTATIVE'S SIGNATURE THLE {#a} DATE
Y | [ 20 /K

L

Any deltclancy statement/sfiding with an asterlsk (") denates a daficlancy which te Instiution mey he excused from correctng providing It Is determined that

othor safeguards provideighificlent protection to the patlents. {S¢s Instniclions.) Excapt for nursing homes, the findings stated above are disclosablo §0 days
fottov/Ing the date of survey whather or not a plan of corraction s provided, For nursing homes, tha above Mndings and plans of corracton are disddosable 14

days following the dale thuse documents ara mada availeble lo tha factlly. If deficlencles are clizd, en approvad plan of correclion s requlsite lo continuad

progeam partictpation,
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resident righls under Faderal or State law or
ragulations as specified In paragraph (b)(1} of
this saclion.

The facility must record and perlodically update
the address and phone number of the residant's
tegal representative or Interesied family member.

This REQUIREMENT is not met as evidenced
by: .

Based on observation, interview, record raview,
and raview of the faclity's polley/procedure, it was
determined the faclllty falled to Inform the
physician of a need fo alter treatmont significantly
for one resident (f#2), In the selecled samplo of
fourteen. Resldent #2 had a physiclan's order for
a wound vac due to lwo stege four pressure
ulcers. The wound vac was not functioning on
12311, and anolher reatment was Initlated.
The physiclan was not notiffed unfit 12/1 5/11.

Findings include:

A review of the facllity's pollcy/procedure
"wotificallon of Physiclen,” ravised 08/0B,
ravealed the nurse would natify the resident's
altanding physician when there was a need to
aller the resldent’s treatment significanliy.

A record review ravealed Resident #2 was
te-admilled to the faciiity on 10/14/11 with
dlagnoses to Include Paraplegla, Paralylic
Syndrome, Osteomylitts and Dlabeles. A review
of the annual Minimum Dafa Set (MDS), dated
10/28/11, revealed the fachily Identifled the
rasident lo be cognitively intect and requifed
extansive assistance wilh bed mablity and

Christian Care Center of Kuttawa
belleves Its current practices were in

compliance with the applicable standard
of care, but In order to respond to this -

citation from the surveyors, the facility
Is taking the following additionat
actions:

Correctlve Actlons for Targetad
Resldents

On 12/15/11, the attending physiclan

for Resldent #2 was notifled of a need to |

alter the treatment, Orders were

recelved for a naw wound care
treatment. The care plan was updated

to reflect these changes.

dentliflcation of Other Residents wit

potentlal to be Affected

Current residents with wound care
treatment orders have the potential to
be affected, Charts were reviewed on
1/6/12 by the Assistant Director of
Nursing. No other residents were
affected.

systematic Changes

ticensed staff will be educated by the
Director of Nursing on 1/13/12
regarding notification of physiclan with
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any resldent change of status, The
F 167 | ConUnued From paga 2 F 57| Assistant Director of Nursing wilt
transfers. monitor new treatent orders and 24-
A rovlew of the physlel diniss! 4 hour report sheets daily to ensure
review of the physiclan's admisston orders, o nurses are notifylng the MD wit
dated 1014711, revealed "to apply the wound vac z:::;g as Tn a reslde ntt"s.r:of ditlon in 2 h
al 120 cubic eantimeters {cm) continuous suction g
to the right and left gluteal fold wounds." The timely manner.
physlcian's order specified to change the wound
vac avery Sunday, Tuesday, and Thursday. Monitoring
A review of the "Wound Evaluation Flow Sheet,” The Assistant Director of Nursing will
dated 12/3/11, revealed a wet to moist dressing
was used for lhe right end left gluteat wounds, conduct a monthly audit of wound care
instead of the wound vac, There was no evidance treatment orders and MD notification.
of physiclan's order, on 12/13/11, fo change the The audit will ensure that wound care
g?:g;:;t from the wound vac to the wet to molst treatment orders match the current
' wound care treatment that the resident
An observation, on 12/14/11 at 2:30 PM, reveated is recelving and that the physielan has
the resident’s wound vac was not functioning. An been notified of current treatment
Interviaw wiili Resident #2 revealed the wound E ¢ |
vac had not workad "in over a week” The OrdETS. The Ass stant DirECtor of Nurs ng
resident refusad a skin assessment on 12/16/11. will report these findings to the
An ntonew with Reglstered Nurse {RN) #2 performance Improvement Committee
n Inlerview with Reglstered Nurse L on
121611 at 10:60 AM, and on 12/16/11 at 1:20 for three months for review and
PM, revaaled he completed the wet to moist recommendations, The Committee
treatment for Resident #2, on 12/13/11. He consists of the Adminlstrator, Director
revealad Il was reported fo him tha wotnd vac
was not funclioning, and he stated that he of Nursing, Assistant Director of Nursing,
thought the physiclan was afready notified. RN MDS Coordinator, Medical Records
#2 slaled that he completed a wet to molst Director, Malntenance Director, Soclal
dressing bacause il woutd be betfer than ro
ervices Director, Dletary Manager,
trealment; howaver, he tevealad the physician Services I Y gel
was not notifled. Housekeeping/Laundry Director,
Activities Director, Business Office
An Intarview with Licensed Praclical Nutse (LPN) Manager, HIt Manager, Medical Director
#2 on 12116/11 al 2:00 PM and al 3:00 PM
. b Pharmacist, 1/29/12
revaated he reported to LPN #4, on 121147114, that and Consultant
I:ORM GM5-2607(02-86) Previous Versions Obsolele Evant ID:PHTZ Faciiyy ID; 100300 if continualion shesl Pags 3 of 15
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the wound vac was not funclloning. He stated
fihat he (hought the physiclan was nolified of the
wel o molsl dressing, as it was {nfeci on
19444111, As soon as ho was awars the order
was not recelvad, on 12/45/11, the physiclan was
noliflad. He revealad the physician should be
made aware of any reatment changs.

An tntarview wilh the Acting Direclor of Nursing
{(DON), on 12/16/11 at 4:00 PM, ravealed she
expecled the steff to notify the physiclan if tha
currani treatment coutd nol be provided. She
tovealed the phystctan should be nolifled of any
traatment change.

Aa intarview with Madical Doctor {MD) #1, on
121641 of 12:40 PM, revealed he was not
noitfled of tha non-functioning wound vac on
12M3/11. He revealed he expeclad the staff {0
notlfy him of any treatment change.

E 281 | 483.20(k}3){) SERVICES PROVIDED MEET F 201 F 281
g5=p | PROFESSIONAL STANDARDS

The servicas provided or arranged by the facllity ' Christian Care Center of Kuttawa

must meel professlonal standards of quallly. belleves Its current practices were In
compllance with the applicable standard
of care, but In order to respond to this

‘This REQUIREMENT [s not mel as ovidenced ’
citation from the surveyors, the facility

by:
Based on observation, Inferview, record review, is taking the fotlowing additlonal
and review of the facillty's policy/procedurs, it was actlons:

delernvined the faciilly falled o ensurs sarvices
providsd met professional stendards of quallly for
one rasident (#2), In the selected sample of
fourteen, related lo nol following physliclan'a
orders.

Findings Include:
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A raview of tha facilily's polley/proceditre, Residents
physiclan's Orders,” dated 12408, rovealed "ell
iraatments administered to a resldent must be 0On 12/15/11, the attending physiclan
ordered by the altending physiclan. Therepy or for Resident #i2 was notifled of a need to
any {reatment could not be administerad {o 2 alter the treatment. Orders were
rasident witheut wrillen approvat from the recelved for a new wound care
[1]
aitending physiclan: treatment, The care plan was updated
A record feview revealed Resldent #2 was to reflect these changes.
se-admiited lo the facllily on 10/14/11 wlih ’ :
dlagnoses fo include Paraplegia, Paralytic Mmmmm
Syndromes, Osteomyslitls and Dlabetes. A seview Potentlal to be Affected
of the Annual Minimum Data Set (MDS), daled
1042811, revealed the facilily identifled the
rasident to ba cognitively intact and requirad Current residents with wound care
exiensive assistance with bed mobllity and - treatment orders have the potentlal to
transfers. be affected, Charts were reviewed on
1/6/12 by the Assistant Director of
Araview of the physiclan's admisslon orders, Nursing. No other residents were
dated 10411, revealed "to apply the wound vac affectad.
al 120 cuble centimeters {cm) continuous suction
to the right end left giuleal fold wounds." The
physlclan's order specified to change the wound Systematlc Changes
vac every Sunday, Tuesday, and Thursday.
A raviaw of the “Wound Evaluation Flow Sheel," Licensed staff wilt be educated by the
dated 12/13f41, revealad a wel to molst dressing Director of Nursing on 1/13/12 l
was used for the right and left gluteal wounds, regarding notification of physician with
instead of lhe wound vac, Thers was no evidence any resldent change of status. The
of a physiclan's order, on 12/13/11, to changa the Assistant Director of Nursing will
ireatment from the wound vac lo the wat to molst monitor new treatment orders and 24-
drgssing. hour report sheets daily to ensure
An cbservallon, on 12/14/11 at 2:30 FM, ravealed charge nurses are noEifylng the MD with
the resident's wound vac was not functioning. An changes in a resldent’s conditionina
interviaw with Residant #2 revealod the wound timely manner.
vac had not worked "in over a week."
EventiD:PHTZH Facifty (D; 100300 if continuation sheel Page 5 af 16
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The Asslstant Director of Nursing will
An Intarview with Reglstared Nurse (RN) #2, on conduct a monthly audit of wound care
12/16/11 al 10:60 AM, and on 12/16/11 at 1:20 d i
PM, rovaalad he completed the wat to molst treatment orders and MD notification.
{reatment for Resident #2, on 12/13/11. Ha The audit wili ensure that wound care
revealed it was reporied to him the wound vac treatmant orders match the current
was not functioning. He revealsd he completed a
wet to molst dressing because it would be beiter wound care treatment that the resident
than no lreatment; however, he did not nolify the ts recelving and that the physictan has
physlcian of the traatment change. been notified of current treatment
An Interview with Licensed Practicat Nurse (LPN) orders. The Assistant Director of Nursing
#2, on 12/18/11 al 2:00 PM and at 3:00 PM, will report these findings to the
revealad ha thought the physiclan was nofifled of performance lmprovement Committee
the wat to molst dressing, as It was Intact on nt review and
42114211, As soon as he was aware {he order was for three months for re
not recelved, on 12/16/11, the physiclan was recommendations, The Committee ‘
notified. He revealed the physician should ba consists of the Administrator, Director
made aware of any lreaimont changes. of Nursing, Assistant Directar of Nursing,
An Interview with the Acling Director of Nursing MDS Coordinator, Medical Records
(DONY, on 12/16/11 al 4:00 PM, revealed she Director, Malntenance Director, Soclal
expecled the siaff to notify the physiclan if the services Director, Dietary Manager,
current traaimant coutd not be provided, so new
orders could be oblained. Housekeeping/Laundry Director,
Activities Director, Business Office ;
An interviaw with Mediea! Doclor (MD) #1, on Manager, HR Manager, Medical Director ;
12/16/41 at 12:40 PM, revealad he expected the and Consultant Pharmacist. i 1/29/12
staff to nollty him of any realment changes. .
F 316 | 483.25(d) NO CATHETER, PREVENT UTI, F31b
55=D RESTORE BILADDER F 315
Based on he residant's comprehensive
asseasment, {he facllity musl ensure Lhat a Christlan Care Center of Kuttawa
resident who enlars the facliity withouten belleves Its current practices were in
Indwalling calheter 1s not catheterized unless the compllance with the applicable standard
resident’s clinlcal condition demensirales that of care, but In order to respond to this
catheterization was necessary; and a resident citation from the surveyors, the facility

FORM CMS-2687(02-98) Previous Varslons Obsolels
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F 316 | Continued From page 6

who Is Incontinent of bladder racelves appropriato
teatment and services to prevent urlnary {ract
infeclions and 16 reslora as much normal hladder
function as possible,

This REQUIREMENT Is not met as evidenced
by:

Basad on observatlon, Intarview, record review
and raview of the facility's policy/procedures, il
was determinad (e faclity failed to provide
appropriate treaiment and services related fo
incontinent care for one resident (#7), In the
selected sample of fourlean,

Findings Includa:

A raview of the facllily's poilcy/procedure,
“Parineal Care,” daled Novernber 1988 and
updaied in June of 2002 and September of 2008,
revealad the slaff members were to position the
sesident to bend thelr knees slightly and to spread
the legs, If possible. The staff member was {0
separate the labla with ane hand and wash wilh
the othier hand, using genite downward slrokes,
from the front to ihe back of the parineum. [f
(nsing was nacessary, the staff member was to
use & claan wash cloth and rinse thoroughly fram
front (o back and pat the area dry, The resident
was 10 ba placed on thelr side In a Sim's Position,
if possible, lo expose the anaf area and clean,
rinse and dry tha anef area, staring al the
posletlor vaginai opaning and wiping front {o
back.

A review of the facllity's policy/procedure
*Catheler Care," effective January 1899, revealed
the staff membars were lo clean the catheter

F 316} actions:

1s taking the following additional

Corrective Actions for Targeted

Residents

Al o

Restdent #7 Is currently receiving
catheter care per facllity policy. Care
plan has been revised to reffect these
changes.

Identification of Other Resldents with
potentlal to be Affected

Current resldents In the facllity that
require catheter care have the potentlal
to be affected.

Systematic Changes

Current Certified Nursing Assistants will
be In-serviced on catheter care by the
Asslstant Director of Nursing, to be
completed on 1/13/12. A competency
on catheter care will be performed upon
hlre and annually thereafter.

Monitoring

The Director of Nursing will review 10%
of Certified Nursing Assistants
performing catheter care monthly times
three to ensure proper catheter care Is
being performed. The Director of
Nursing will report these findings to the
performance Improvement Commlttee

—
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baglnning at the mealus, then downward {oward
the drainage connectlon, at least once daily with
soap and water and more often if soilad.

A record review revealed Resldent #7 was
admilled fo the facfiity on 11/24/41 with diagnoses
to include Fracture of the Right Femur Nack in
the leg and the Right Radlus and Ulnar Bones In
tha arr, and Chronle Kidney Disease, A review
of the admisslon assessment, dated 19/24/11,

" revealed ihe laclilly identifiad Resldent #7 to be

incontinent of bowel and had an Indwelling urinary
catheler, which was lo be removed “when the
rasldent was medically slable."

A teview of the care plan for incontinence, dated
§2/01/11, revealed the resident required the
exlensive assistance of two staff members for
Incentinent cara, and interventions included lo
check and change the brisfs during rounds and
as neaded, A review of the Certifled Nurse Alde
(CNA) care plan revealed lhe resident was to be
providad pedneal cleansing with the assfstance of
{wo stafl members,

An observatlon, during the provision of
incontinant care for Resident #7, on 12/15/11 at
3:15 PM, revealed the resident was inconiinent of
Joose stool, CNA#6 altempted to ramove lhe
loose slocl, In the vaginal area, ullizing tha same
area of the washcloih, using a back and forth
wiping molton. CNA 6 stated the way the
resldent was lying mado it hard to adsquralely
clean {he perineal region. The CNA proceeded to
wlipe up and down the rasidant's catheter {ubing
wilhout changlng the washcloth, Afterwards, the
GNA went lo gel assistance from anothar CNA to
reposition the resident. Tha rectal area was

Committee consists of the
Administrator, Director of Nursing,
Assistant Director of Nursing, MDS
Coordinator, Medical Records Director,
Maintenance Director, Soclal Services
Dlrector, Dietary Manager,
Housekeeping/Laundry Director,
Actlvities Director, Business Offlce
Manager, HR Manager, Medical Director
and Consultant Pharmacist.
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noted with loose stool and was cleaned with a
back and forth motion, using the same washcloth,
which contamninated Lhe clean araa,

An interview with GNA #6, at the tima of the
observation, revealed he was tralnad to provide
Incontinent care and lo fold ihe washeloth and to
avold using a contaminated surface, but ‘was Just
nervous.”

An Interviaw with Licensed Praclical Nurse {LPN)
#8, on 12/15/11 al 2:46 PM, revaalad the CNAs
wara trainad In the proper tachnique, which was
1o wash down from the mealus, down from the
tube and to be sure they don't contaminate the
area,” and sho stated "t always axpsct them fo
clean front to back."

An interview with ihe Director of Nursing {DON),
on 12/16/11 at 3:50 P, revaled if stool was
found in the vaginal area, tha slaff members were
expected to clean from front o back. The staff
membaers wara trained abou! proper incontinent
cara upon hire, with monthly tralning and yaaily
avaluations and competency lralning.

483.26(h} FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facliity must ensure ihat the resident
anvironment remains as free of accldent hazards
as Is possible; and each rasident recelves
adequale supsrvision and assistance devices to
prevenl accldents.

F 316

Fa23)] F323

actlons:

-

Christian Care Center of Kuttawa
belleves its current practices were in
compliance with the applicable standard
of care, but In order to respond to this
cltatlon from the surveyors, the facllity
is taking the following additional

| .
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This REQUIREMENT [s not mel as evidencad
by: :
Based on observation, Interview, record review,
and review of the fecility's policy/procedure, it was
determined the fecliity feited to ensure each
resldent recelvad adequate assistance devices lo
prevent accldents for two restdents {#2 and #4),
In ffe selacted sample of fourteen, Resident #2
sustatnad a falt from a lateral rotalfon alr
matiress, and was placed back on the same alr
maliress wilhout a nursing essessment. Resldent
44 was obsarved In hisfher bed without fall
Intervantlons In place,

Findings Include:

Araview of the "Fall Pravaniion Program”, revised
07/09, revealad tha objactive of the program
included the systamatic assessmant of fall risk
factors. The protocol for all residents included an
assessment of asslstiva devices for proper fit and
use. Polantlal Interventions for fail prevention
included bed alerms and mats placed on the floor
al hedslde.

1. A racord review revealed Resldent #2 was
admitted to the facllily on 12/23/10, with e
saadmission date on 10/44/11, Diagnoses
ncluded Paraplegla, Peralytic Syndrome and
Osteomyelills, A review of the annual Minfmum
Dala Sal (MDS), dated 10/28/11, tavealed ihe
facitity dentified the resitent to be cognitively
intact and required exiensive asslstance with hed
mobility and transfers,

A raview of the "Resldent Cate Kardex,” undated,
ravesled an alr low mallress was added {o the
tesidants bed on 02/26/11.

functional.

the Potentlal to be gffecteg

assessed by the Director of
12/15/11,

Systematlc Changes

Resident #2 was assessed by the
Director of Nursing for the safe use of
an alr mattress per facllity poitcy on
12/15/11. Resident {14 currently has the
bed atarm and fali mat In place and

ident]flcation of Other Residents with '

current residents requiring use of alr
mattresses and assistive devices have
the potential to be affected.
requlring use of alr mattresses were

Nursing/Assistant Director of Nursing on

The factlity Implemented an Air

Mattress Assessment and Polley. Upon
recommendation of use of an air
mattress, an assessment Wil be
completed by a Licensed Nurse prior to
placement. Resldents placed on alr
mattresses will then b assessed
quarterly and with any significant

change In the resident’s conditlon to
ensure safe use. Licensed Nurses were i
educated on the new Alr Mattress :
Assessment and Pollcy on 1/13/12.

Residents
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A reviaw of the interdiscipiinary progress notes,
dated 04/04711 at 11:00 PM, revealed tha residant
sustained a fall from tha bad while repositioning
himselffhersalf. Furihar review tevealed ihe
resldent was placad back In the bed aftar {he fall.
There was no dosumented evidenca of an
assessment for the safe use of the alr matiress
prior to, o afier the resident’s fall.

An inferview with Licensed Practical Nurse {L.PN)
#2, on 12/16/11 at 2:00 PM, revealad he was the
nurse on duly on 04/04/11. He revealed Resident
#2 suslainad a fall from the efr matirese aftar
aiternpting to reposliion himselffherself In the
bed; however tha fall was unwilnessed. He
rovealed there was no documented assessment
completed after the resident's fall, No further
axplanation was provided.

An obsarvation of the alr matiress, on 12/14/11 at
9:46 AM, revealed it was a "Prassure Guard" alt
mattrass, with tha satling on fow pressure.
Resldent #2 was observed fo be lylng on the alf
maliress on 12/44/11 at 2:30 PM, and on
121154141 at 9:45 AM and 10:35 AM,

An Interview with the Acting Director of Nursing
{DON}, on 12/16/11 at 2:30 PM, revealad she was
upable to provida documentalion of an
assessmanl for the safe use of the alr matlress
for Rasldent #2.

2, A record review revealad Restdent #4 was
admitled to 1he facilily on 12/12/07 with dlagnoses
to Include Hypertenslon, Anxlety and Peripheral
Neuropalhy.

The Dlrector of Nursing will monttor the
assessments of resldents on alr
mattresses monthly times three
months. The Director of Nursing will
monitor 10% of assistive devices for
proper placement and functioning
monthly times three, The Director of
Nursing wili report these findings to the
Performance Improvement Committee
for review and recommendations. This
commiitea consists of the
Adminlstrator, Director of Nursing,
Assistant Diractor of Nursing, MD5
Coordinator, Medical Records Director,
Maintenance Director, Soctal Services
Director, Dietary Manager,
Housekeeping/Laundry Director,
Activities Director, Buslness Office
Manager, HR Manager, Medical Director
and Consultant Pharmaclst,
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A review of the "Resident Care Kardex," undaled,
revealed a pressure alarm was added lo the
resldent's bed an 12/03/10, due fo the resident
baing idantifled as a falls risk, A reviaw of the
physiclan's orders, dated 03/07/11, revealed "a
floor mat fo the resident's bedside for safaty."

A reviaw of the quarterdy MDS, dated 11/03/11,
ravaaled the factily Ideniified tha resident fo be
moderately coanilivaly Impaired and required
limited assistance with transfors. A review of the
meall Risk Evaluation,” deled 11/03/11, revealed
{he resident was at fisk for falls,

Observatlons, on 12/14/11 al B:46 AM, 2:40 PM,
3:90 PM and %60 PM, revealed Rosident #4 was
in bied with the sensor alarm disconnecled to the
bed. The fall mat fo the right side of tha resident’s
bad was pushad completely under the bed,

An intarview with Cerlified Nurse Alde (CNA) #4
and CNA#5, on 12116411 at 10:05 AM and 10:15
AM, respectivaly, rovealed they ware responsible
for the restdent's cara on 12/14/11 from 6:00 AM
to 2:00 PM, They revealed It was thelr
responsibility to ensure the resident's bed alarm
and fall mat were In place during their shift.

An interview with CNA #1, on 12/14/11 at 8:30
PM, revealed she was rasponsible for Resldent
#14's care during the howrs of 2:00 PM to 10:00
Pi. She revealed the restdent's alarm and fail
mat placament should be chacked avery {ime she
want into tha resldent's room, She staled "l just
did not pay aflantion,”

An (ntarview with CNA#2, on 12114711 at 540
PM, revealad she was also responsibla for the
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resident's care during the hours of 2:00 PM to
10:00 PM. She revealed she should have
enstred the resident’s alarm and ftoor mat was in
place at the beginning of the shi,

An Interview with Reglsterad Nurse {RN}#2, on
1281 4/11 ot 6:30 PM, revealed the resident's
sansor bed alarm was disconnecled and tha fall
mal was pushed under lhe bed. She revealed it
was ihe CNAs responsibilily fo ensure the alarms
and mals were In place at shift change.

An Interviaw with the Acting DON, on 1216711 at
4:00 PM, reveeted the CNAs were responsibia to
ensure alarms and mats were In place and
functioning for each resident.

483,35(d)(1)-(2) NUTRITIVE VALUE/APFEAR,
PALATARLE/PREFER TEMP

Each resldent recelves and the facility provides
food prepared by melhods thal conserve nutrilive
value, flevor, and appearance; and food that Is
palalable, aliraclive, and at the proper
tamperature.

This REQUIREMENT Is not mel as evidenced
by:

Aased on absetvallon, interview, record raview
and review of the facility's policy/procedure, It was
dotarmined the facility failed to ensure residents
tecaived food prepared in a manner which
retained foud quatily, tasle and appearance.
Obsarvations revealed pureed meals were not
servad In divided plates and had a runny
conslstency. Areview of lhe Census and
Conditlon Reporl, datad 12/14/11, revealed the
fachily census was 62, with four {4) of those

F 323

I 364

F364

Christian Care Center of Kuttawa
believes its current practices were In
compllance with the applicable standard
of care, but In order to respond to this
cltation from the surveyors, the facility
1s taking the following additional
actons:

Corrective Actions for Targeted
Residents ‘

Resldent #17 is receiving puréed foods
that are the appropriate consistency.
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rasidents servad puread dlals from the kitchen.
Findings Include:

A review of the facllity's policy/procedure,
"Machanically Altarad Dlais and Thickened
Liguids" and “Pureed Vegelables® and "Puresd
Sausage,” undatad, revealad "pureed items
should be served Individuslly on a plate and not
all blendad logather, unless the diat ordar Is
preacribad In that manner. When broadls
blended into the meal, a reclpe should be
followed so proporilons afe appropriate. The
volume of ihe Hlguid required may vary slightly,
depending on the texiure of the {vegslable or
raeat) product. The amount of the {hickener wil
vary slighlly, Stat with a half tabtaspoon and add
gradually. The consislency must ba a mashed
potato consistency.”

A record review revealad Resldent #17 was
admitted to the facilily on 04/19/10 with a
dlagnoses of Arterlasclerotic Cardlac Disaase and
Anamia. Areview of lhe physiclan's orders, dated
12/09/11, revealed lo "downgrade tha dietto
pureed dua lo difficutty chewing."

An observation of the funch meal, on 12/14511 at
42:15 PM, revaalad Resldent #17 raceivad
pureed greon beans, mashed polaloes and msat.
The portions ware not separaled. The
conaistency of the foods were runny and ran inlo
tha olher foods on the plate. An obsarvatlon of
{ho suppes meal, on 12/14/11 at 6:08 PM,
revoatad the rasident recelved puraed beef stow
and bread sticks, which were a thicker
conslslency than the noon mea!,

¢ Pote to be Affecte

systematic Changes

of puréed foods on 1/13/12.

Meonttoring

report these findings to the

committee consists of the

Director, Dletary Manager,-

and Consuftant Pharmacist.

Current residents recelving a puréed
dlet have the potential to be affected.

Dietary staff wiil be in-serviced by the
Dietary Manager and the Registered
Dleticlan on the appropriate conslstency ‘

The Dietary Manager wilt monltor the
puréed food consistency three times a
week times four weeks, then monthly
for three months. The Reglstered
Dieticlan will monitor puréed food
consistency two times a month for three
months. The Dietary Manager will

performance Improvement Co mmittee
for review and recommendations. This

Adminlstrator, Director of Nursing,
Asslstant Director of Nursing, MDS
coordinator, Medical Records Director,
Maintenance Director, Soclal Services

Housekeeping/Laundry Director, |
Actlvitles Director, Business Offlce ‘
Manager, HR Manager, Medtcal Director 5
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An Interview with the Dletary Managef, on
12/46/11 at 5:00 AM, revesled In arder lo follow
the Instructlons for a pureed cansistency diet, the
raclpe stated the amount of the fond llem and the
amount of tha Yiquld, but the {hickener was
astimated as ons {o lwo {eblespoons. "Most
recipes don'i say exaclly how much thickener."
As for the difference In the consisiency of the two
meals, the Distary Manager staled there were two
different cooks for junch end suppefr.

An Interview with the Regls(ered Dieficlan, on
1211611 at 10:66 AM, revealed the fachity
recently made a change to a naw menu and
recipes and currently the slaff members were sttt
gelling used fo the changes,

F 364
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