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F 241 | INITIAL COMMENTS F 241 »  Corrective action for resident #90: The 05/23/2013
resident will not be brought to the dining
An annual Recertification survey and complaint area until her meal is ready to be served
investigation #31379 were completed at and a staff member is available to assist
Appalachian Christian Village on May 20 — 22, with her meal. This will be observed by
2013. No deficiencies were cited related to the Skilled Unit Manager and LPN Charge
complaint investigation #31379 under 42 GFR Part Nurse.
483.13, Requiremenis for L.ong Term Care
Facililes.
F 241 | 483,15(=) DIGNITY AND RESPECT OF F 241 « To identify other residents having the 05/25/2013
83=D | INDIVIDUALITY petential to be affected by the same deficlt
practice: Observation for six meals during
The faciitty must promote care for residents In a the period of 05/23/2013 and 05/24/2013
manner and in an environment that maintains or revealed o other resident affected by this
enhances each resident's dignity and respect in full practice. Observation by the Skilled Unit
recognition of his or her individuality. Manager and RN Supervisor.
This REQUIREMENT s not met as evidenced Obsenvation during mesl service will ba
by: sonducted by the Skilled Unit Manager
andfgr LPN Charge Nurse {o ensure 08/28/2013
Based on medical record review, abservation, deficit practice does not occur. In-service
and interview, the facility falled to malintain dignity has been complstad far all nursing staff of
and respect for one resident (#90) of thirty-one the proper pI‘DBEC_lure dunpg _megal service
residents reviewed. {o ensure the residents' dignity is
pressived.
The findings included:
¢ Random observation of meals times wili 06/10/2013
Resident #90 was admitted to the facifity on ba clonduqted by the Skitled Unit Managar
January 7, 2010, with diagnases including or his designee to ensure the residents’
Dementia, Depression, and Hyperglycemia, dignity is preserved during meal services.
This will be done daily for 14 days, to be
Medical record review of a Quarterly Nutrittonal campleted by 06/10/2013, and then once
assessment dated February 20, 2013, revealed quarterly afler this date. Resulis \'-!I" o1
*,..Diet Order Puree...* taken to the QA Committee for review and
approval.
Medical record review of the Care Plan dated
Mareh 17, 2013, revealed fed by staff due fo
diagnoses of Dementia and use of a pureed diet,
LIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an as
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&bl 2

=k {*) denotes a deficiency which the Institution may ba axcused from comecting providing it i determined that

other safeguards provide sufficlent protaction to the patiants. (See instructions.) Except far nursing homes, the findings stated above are disclosable 50 days
following the date of survey whether or riot a pkan of correction is provided. For nursing homes, the above findings and plans of eorrection are disclosable {4
days following the date these documents are mads avallablo to the facility. i deficiencies are ¢ited, an approved plan of cormetion Is raquistta to continued
program participation,
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Observation on May 20, 2013, at 12:1Q p.m.
through 12:25 p.m. in the small dining room,
revealed the resident sitting in a whealchair next
to thres residents eating lunch.
Observation at 12:25 p.m. revealed Certified
Nurse Aide (CNA) #1 tack the resident to the
main dining room and placed the resident ata
table with one resident being fed,
Observation at 12:33 p.m, in the main dining
room revealed the resldent's tray was placed in
front of the rasident. Continued obsarvation at
12:35 p.m. revealed the CNA started feeding the
rasident.
Interview with CNA #1 an May 21, 2013, at 12:356
p.m.. in the main dining room revealed the pureed
trays were served after the regular frays,
Interview with the Dietary Marager on May 22,
2018, st 7:45 a.m. In the kitchen revealed
residents with a pureed diet were served last,
Continued interview confirmed if the staff placed
residents on a regular digt and a pureed dist
together at the same tahle, the rasidents on &
pureed diet would egt last. Further interview
confirmed the facility failed fo respect the
resident's dignity.
F 278 | 483.20(g) — (j) ASSESSMENT F 278 »  Significant comrection of 04/25/2013 MDS | 05/22/2013
452D | ACCURACY/COORDINATION/CERTIFIED assessment was done to reflect cormected
information, Dietary Manager reviewed
The assessment must accurately reflect the his assessment and completed a
resident's status, correction assessment,
A registered nurse must conduct or coordinata =  Dietary Manager did an MDS Audit, along 06/28/2013
each assezsment with the appropriate with oral scraanings and interviews with
particlpation of health professionals, all rasidents, 1o ensure deficit practice did
not affect any other reaidents,
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A registered nurse must sign and certify that the »  Dietary Manager was in-serviced by his 05/24/2013
assessrnent is completed. supervisor regarding the importance of
. . sccurate MDS nssessments and

Each individual who completes a portion of the interviews with all residents. Dietary

assessment must sign and certify the acouracy of Manager was also in-serviced as to his

that podion of the assessment, responsibility to complete Sections K and

. L. Dietary Manager will directly assess

Under Medicare and Medicaid, an Individual who dental conditions and document any

williully and knowingly cerfifies a material and concerns and will follow-up with staff

falze statement in a resident assessment is regarding residents’ desire to obtain

subject to a civil maney penalty of not more than dental care, checking dental referral form

$1,000 for each assessment; or an individual who for “accept” or “decline”,

willftily and knowingly causes another individual

Yo certify a material and false statement in a DS Nurae Coordinator or her desiane

resident assessment is subject to a civil money * ﬂ':m do randamorevigwts for next mg © 06/10/2013

penalty of not mera than $5,000 for each quarters and will report to QA Commities

assessment. starling 06/2013 for review and approval,

Clinical disagreement does not constitute &

material and false statement.

This REQUIREMENT is not met as evidenced

by:

Based on medical record review, observation,

and interview, the facility falled fo complzte an

accurate comprehensive assessmant for dental

for one resident (#58} of thidy-one residents

reviewed,

The findings included:

Resident #58 was admilted to the facility on

November 20, 2012, and readmitted April 19, 2013,

with diaghoses including Rib Fracture,

Acute Renal Failure, Morbid Obesity, Diabetes

Mellitus, Chronic Obstructive Pulmonary Diseasze,
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and Corcnary Ariery Disease.

Medical record review of a Nurses' Admission
Assessment dated April 19, 2013, revealed,
“...patient wears: dentures...glasses...other (with
a box beside each word for staff to indicate the
presence of the appliance)...* Further raview
revealed no boxes were checked.

Medical record review of an Initial/Annual
Nutritional History/Assessment dated April 23,
2013, ravealed “...denta)
condition...dentures, .. upper..."”

Medical record review of an admission Minimum
Data Set (MDS) dated April 25, 2013, revealed
the resident had “.._no broken or loosely fitting full
or partlat denture (chipped, cracked, uncleanable,
or loose),.."

Observation of the resident on May 20, 2013, at
3:18 p.m., in the resident’s room, revealed the
resident had missing bottom teeth and an upper
denture. Interview with the resident at that time
revealad “..! have had an upper denture for zoms
time and most of my bottom teeth are
missing...denture has a erack in it...may need
some oral surgery firat...have to have surgery
before they will repair my denture or pull the rest
of my bottom teeth...”

Interview with the Dietary Manager on May 21,
2013, at 2:34 p.m., at the nurses’ station,
confirmed the MD3 dental assessment was
completed by the Dietary Manager. Further
interviaw revealed °! did not look at {the resident),
| toak the information from the Nurses' Admission
Assessment form.”
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Resident #84 was admitted to the facility on
September 12, 2012, with diagnases including
Anxlety, Depression, Tachycardia, Edema, and
Chronie Obstructive Pulmenary Disease.

Medical record review of the Care Plan datad
January 3, 2013, revesled “...diet changed to
mech (mechanical) soft resident request D/T (due
to) chewing problems..."

of admiastan, Skilled Unit Manager or his
designee will manitor any referrals and
ensureé ¢are has been given to rasidenta
and will report results from the Refesral
Refquest Log to the QA Commitiee for
review for the next two quarters,
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Interview with the Director of Nursing on May 21,
2013, at 2:42 p.m., in the conference room,
confirmed the MDS and the Nurses' Admisslon
Assessment were incorreat.
483,55(b) ROUTINE/EMERGENCY DENTAL
F 412 | Semome) ROUTIN F412 | o Residents#58and#6d wereseenbty | 05/30/2013
88=D dentist en 05/23/2013, #58 was refarred
The nursing facility must provide or abtain from to an oral surgeon for consultation.
an outside gesnurtge. in agourdance with Appoiniment date: 07/13/2013. #84 was
§483.75(h) of this part, routine (to the extent seen on 05/23/2013. An impression was
covered under the State plan); and emergency made at that time and.one tooth
dental services fo meet the nesds of each extracteg. A new partial was ma_da and
resident, must, if hecessary, assist the resident in the_dantlsst delivered and placed in
raking appointments; and by arranging for resident's mouth to ensure proper fit.
fransportation o and fram the dentist's office; and . 06/04/2013
must promptly refer residents with lost or *  An oral screen will be done on any
damaged dentures to a dentist. resident that has accepted the service, A and
recommendation will be made to resident 06/06/2013
This REQUIREMENT is not met ag evidenced and/or family at that time,
by:
* AReferral Request Form has been made | 0g/23/2013
Based on medical record review, observation, available for any staff to complete. These
and interview, the facility failed to provide dental referra!s.wlll be given to the dentist at
servicas to two resldents (#64, #58) of thirty-one each visit for oral screen and
reaidents interviewed, recommendation for needed service to all
residents that accept the service.
The findings included:
S = Senvices will continue to be offered at tirme | 06/10/2013
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Medical record review of a Dental Agreement
dated December 13, 2012, revealed “...| agree
and request the following services...Denfiat:
Hygienist...:

Medical record review of a Service Planned
(dental record) dated Fabruary 21, 2013, revealed
"...Recement #22., possible need for ext
(extension) and add to partial..,”

Observation and Interview with the rasident on
May 21, 2013, at 7:30 a.m., in the resident's
rocm, revealed the resident sitting on the side cof
the bed. Continued observation revealed the
resident had a missing crown and it was diffisutt
fo chew. The resldant revealed (resident) had
seen the dentist for the missing crown and the
dentist had not followed up to complete the dental
work.

interview with the Madical Records Clerk
(responsible for dental appointments) on May 217,
2013, at 8:30 a.m., at the lower level nurse's
station, revealed the resident had a crown off of
tooth #22, and the dentist had put it back on 2-3
times, Confinued interview revealed the Medical
Record Clerk had spoken to the resident's family
related to the dental assessment and dental
insurance “ewhile back” and the facility had not
followed up.

Interview with the interim Social Worker on May
22, 2013, at 9:15 a.m., revealed the resident's
dental services would be no additional cost to the
resident if needed.

Interview with the Director of Nursing on May 22,
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2013, at 10:12 a.m,, in the conference room,
confirned the facility had failed to follow up with
the resident and dental services weare not offered
to the resident.

Resident #58 was admitted to the facllity on
Novernber 20, 2012, and readmitted on April 18,
2013, with diagnoses including Rih Fracture,
Acute Renal Failure, Morbid Chesity, Diabetas
MelliHus, Chronic Obstructive Pulmonary Disease,
and Cargnary Artery Disease,

Observation of the resident on May 20, 2013, at
3:16 p.m., in the resident's room revaaled the
resldent had missing bottom teeth and an upper
denture, Interview with the resident at that time
revealed “...1 have had an upper dentura for some
time and most of my bottorn teeth are
missing...denture has a crack in it...may need
some oral surgery first...have to have surgery
before they will repair my denture or pull the rest
of my battom teeth.”

Interview with the resident on May 21, 2012, at
2:18 p.m., in the resident's room revealed *...|
saw the dentist here and he told me | have ta
have surgery on my upper gums before they can
repair my denture and pull the rest of my teeth,.. |
would be very interested in having the work done
if | didn't have to pay for it...no one kere has told
me that | don't have te pay forit..."

Interview with the Director of Nursing (DON) on
May 21, 2013, at 2:42 p.m., in the conference
room confirmed the resident does not have to pay
for dental services and the DON will hava socjal
services talk with the resident,
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Interview with the Social Services (§8) Director
oh May 21, 2013, at 2:45 p.m., In the 8§ office,
confirmed the resident's dental needs had not
been discussed with the resident nor had the

resldent been told there was no charge for dental

services, Further interview revealed “t plan on
talking with (the resident) today.®

Interview with the S8 Birecter on May 22, 2013,
at 7:31 a.m., in the 83 office, revealed the §8
Directer talked with the resident and a “dental
referral was made...) explained to (the résidant)
that since (resldent) Is a medicald recipient that
there is no charge..." Further interview revealed
the resident's dental services would be no

additional cost to the resident and the facility had

falled to follow up with the resident regarding
negded dental services.
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