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F 000 | INITIAL COMMENTS Fooo| Disclalmer for Plan of Correction
An abbrovlated survey (KY #20734) was Preparation and/or execution of this
conducted on 09/23/13 through 09/25/13 to . Plan of Correction does not constltute
determine the facility's compliance with Federal an admisslon or agreement by
regulatory violations identified.
F 528 483.26(K) TREATMENT/CARE FOR SPECIAL Fapg| the truth of the facts alléged or
- conclusions set forth in the statement
ss=p| NEEDS '
of deficiencles. Christian Care Center
The facllily must ensure that residents recelve of Kuttawa files this Plan of Correction
proper treatmeni and eare for the following solely because [t Is required to do so
special services: for contlnued state licensure as a
injectiong; : health care provider and/or for

Parenta:’ai and enteral flulds;

Colostomy, ureterostory, or ftepstomy cars;
.| Trachaostomy care;

Tracheal suctioning;

participation In the Medicare/
Medicald program. The facllity does
not admit that any deficlency existed

Respiratory care; v ; ' prior to, at the time of, or after the
Foot care; and survey, The facility reserves all rights
Prostheses. to contest the survey findings through

Informal dispute resolution, farmal

This REQUIREMENT Is not met as evidenced appeal and any other applicable legal

by: or adminisirative proceedings. This
Based on observation, Interview, record review Plan of Correction should not be taken
and facilily polley revisw it was determinad the as establishing any standard of care,
facility falled to ensure timely Podlatry services for and the facllity submits that the -

three (3) resldents (#2, #3 and #6), in the

selected sample of five (6) residen(s. actions taken by or In response to the

survey findings far exceed the

The findings include; ‘ standard of care. This document is
PRREEY SPE Sp not intended to walve any defense,

raviaw of iacility policy tilia  "Podlalry Services legal or equitable, in administrative,
~ Professional”, lasl reviewed 09/08, revealed the elvil or criminal proceedings.

facliity may assist the resident In oblalning
needed professional podialy sevices, Including
routine padiatry care.
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Any deficlency ala r)‘nen: oading vilh an astetisk {*) defiotes a dellclency which tha istitution may be excused fram correcting provldlng It s deledmined that
other safeguards provide sufficont proteclion to the pattedls. (Sea Instruclions,) Excepl for nursing homes, te flndings stated above are disclosable 00 days
foI!ewfng lhe dale of survey whather or not & plan of cosmection Is provided, For nursing homes, tho above findings and plans of cerracllon dre disclisable 14
days following the date these documents are made avallabla lo the facllity. If deficlencles are ciled, an appmved plan ol correction Is requisite to contlnued

program panicipation.
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1. Record revlew revealed tha facility admillled
Resident #2 o 06/01/13 with dlagnosis fo Include
Diabates. A review of the quarterdy Minimum
Data . Set (MDS) assessment, dated 0801713,
ravealsd the facllity assessed Resldant #2'
cognition as severaly lmpaired. Further racord
review revealed there was no avidence the factiity
provided the restdent Podlaby services since

-histher admisslon to the facllity, approximatsly

five months ago,

Obsarvalfon, on 08/23/13 at 12:48 PM, revealed
Resident #2 was sitfing In a chalr at the bedside-
baing assisted to don socks by staff. The
rasident’s fes! were biulsh In color and awollen
andl the toenalls were long. Further observation,
on 09/23/13 at 3:18 PM, revealed the resident
was lylng on 1he bed. The resident’s iower
gxiremities were swollen and some of the foenails
were thick and long extending past the dp of the
tos.

2. Record review revealed the facillty admiited
Resident#3 on 10/10/12 with dlagnosas to
include Diabeles. A raview of the annual MDS
asgsssment, daled 09/05/13, ravealsd the faciiily
assassed Resident#3's cognition as cagnitively
intact. Further recard review revesied the facillly
had no! provided the resident Padlalry services
slhce 0571313, approximately four months ago.

Observation and interdew, on 09/24/13 at 8:50
AM, ravealed Resident 3 was alerl and denled
any problems with hisfher fest, The residenl’s
toenails were thick and the right and lefl 2nd
tognalls were surved Imward toward the tos.

Christian Care Center of Kuttawa
believes iis current practives were In
compliance with the applicable
standard of care, but in order to
respond to this cltation fram the
surveyots, the facility is taking the

- following additiona} actlons:

Corrective Actions for Targeted
Residents

Resldent #2 was seen by the
Podiatrist on 9/24/13. Residents #3
and #5 recelved services by the
Podiatrist at the facility on 9/30/13.

Identification c;f Other Residents
with Potential to be Affectad

Resldents requiring Podlatry services
for toenall trimming have a potential
to be affected by this practice, A full
audit was completed by the RN
Supervisor on 9/25£13 for residents
In need of Padiatry services for
toenail trimtning, No other
residents were found to be In nead

of these services,
3. Record raview revealad the facilily admitted
Resident #5 on 06/03/10 with dlagnoses {o
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Include Neuropathy, Hemiplegia/Hamiparesls and
Diabetes. Further record review revealad the
faclity had hot provided the rasident with Podlalty
saryices since 014143, approximalely sight (8)
months ago, A revlew of ths annual MDS
assessment, dated 06727713, ravealed the fachily
assessed Resldent #5's cognition as severely
impalred.

Obsearvation, on 092018 at 1:03 PM, revealed
Resldent #5 was lying on the bad with histher feet
uncoverad and the resldents great tosnall on both
feal were;long extending past the Hp of the toe,

A review of the list of residents lo be seen by the
Podiatrist on 09/30/13, revealad Residents #2, #3
and #5 were on the list fo be seen on the next
podiatry visit fo the facility,

An interview with the Dlreclor of Nurses (DON),
on 09/24/13 af 11:46 AM, revealad ihe Licensed
slaff determine when a resident was in head of
Podiatry services. The DON statad If a resldeni
comptlained of pain lo Wsfher feet or loes, the
physlcian would be called, The DON revealsd
the Slata Ragistered Nurse Aldes (SRNA) wara
responsible for routlne nall cara and the
Raglstered Nurse {RN) was responsible for the
nait care of known Dlabelio residents,

An interview with the facllity Adminfstrator, on
09/24/13 at 11:55 AM, revealad the faclity has a
Ietter of undersianding with the Podlatriat and
rasldants were saan svery sixly (60} lo ninaly (99)
days, The Adminisirator stated the Podlairst
vislts'had nol been rouline recently, The
Adminfstralor revealad the Podialry appoiniments
for 0826113 had been cancelled by the Podiatrist
and were reschaduled for 08/30/13, Resident's

‘ resident’s admisslon.

On 9/30/13, it was agreed by the
facllity Podlatrist and the Director of
Nutsing that Podlatry visits should
be performed monthly. This
monthly schedule has been set by
the Director of Nursing with the
Podiatrist In agreement. A Podiatry
Log will be developed by the
Director of Nursing to document
visits and ensure that residents
needing Podiatry services for toenall
trimming are seen at least quarterly
and with any new concerns. This
Log will be maintalned by the
Medical Records Clerk and the
Director of Nursing. Residents with
a dlagnosis of Dlabetes will be seen
by the Podlatrist on his flrst
scheduled vistt fallowing the

An In-service for nursing staff will be
conducted on 10/18/13 by the
Assistant Director of Nursing to
cover the importance of Speclal
Needs/Podiatry Care, This same In-
service witl be repeated on
10/25/13 by the Director of Nursing.
Newly-hired nursing department
employeses will recelive education on
the importance of Special Needs/
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#2, #3 and 98 were on the st to be seen by the : orlentation period.
podiatilst on that day, The podiatrlst visits for
2013 wers on 01/14/13 and 05/13/13. | Monltorin
An Inferview with the Podialilst, on 00/24/13 at
2:62 P, revealod he had been providing A monthly audit will be conducted
Podiatry services at the facllity for over fwanly by the Director of Nursing for three
(20) years. The Podlalrist stated thal since the months to ensure residents
fasllity changed owners, there has been a lack of iFine Podlat lces £
interest on the facility's part for his services, The requiring Podiatry services tor
Podialrlst revealed he has haen at the facilily toenall trimming are seen at least
twice thls yoar and was schedulad to see quarterly. The results of these
residentsifaga!n on 09/30/13,  The facilily staff audits will be presented monthly by
contacls the Podiatrst to set up appolntment :
fimes Io See residents In the facility, the Director of Nursing to the
. Performance Improvement
An Interview with the faclity's Medical Diractor, on Commititee for review and
09/24/13 at 3:51 PM, revealed sha was under the recommendations, The
Imprassion that the Podiatrist saw residents In the Performance Improvement
faclity monthly and mast residenis nesded a nall B it Ists of the Admini
trim every three (3) to four (4) months, The ommitiee consists of tne Admini-
Medical Director was not aware Podiatry services strator, Director of Nursing,
were not provided monthly, Assistant Director of Nurslng, Social
Setvice Director, Actlvity Director,
Dletary Manager, Maintenance
Director, Housekeeping Director,
Medical Diractor, Consultant
Pharmaclist, Human Resource
Manager, and Business Office
Manager. 11/1/13
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