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F 000 | INITIAL COMMENTS

A recertification survay and complaint
investigation #32826 were completed at
Appalachian Chitstlan Village on May 5 -7,

2014, No deficiencies were cited related to
complaint investigation #32626 under 42 CFR Par
433, Requirements for Long Term Care Facilities.

F 253 | 483.15(h}{2) HOUSEKEEPING & F 253 | This Plan of Correction is submitted as required 06/02/2014

$5=0 { MAINTENANCE SERVICES tnder State and federal law. The submlssion of
this Pian of Gorrection does not conatitute an
The faclllty must provide housekeeping and admission on the pait of Appalachian Christian
maintenancs services necessary {o maintaln 2 :gllage g!’ the acguracy l?)f th'? 3””?[3,":” ?”‘!;{:33 nor
o ; interior. e conclusions drawn therefrom. The facility's
sanitary, orderly, and comfortable interior. submission of the Plan of Comrection does not
This REQUIREMENT i I d constitute an admission on the part of the facility
by‘rs QU ENT is not met as evidence that the findings ciled are accurate, that the
y findings constitute deficiency or that the scope and

Based on observation and intervisw, the facility E " :
failed to ensure the facility was free of odars on saverity regarding any of the deficiencles cited are
correctly supplied.

one of five halls.
1, Rooms #516 thru #525 were cleaned by

The findings included: housekesping staff. One reslident in room #524
Observation on May 5, 2014, at 3:00 p.m., May 6, . had thelr catheter changed and lab work complstad
2014, at 9:00 a.m. and 4:00 p.m., and May 7, 2014, on May 7, 2014.
at 8:00 a.m. and 10:40 a.m., revealed a stron
uine odor on the 516 to 525 hall, Confinued 2. A 100% audit for odors of the building was
observation revealed a strong urine odor in raom cenducted by the Facility Adminlstrator ont May 7,
4554, _ 2014,
Interview with the Licensed Practical Nurse 3. The Facllity Adminlstrator and/or Director of
Minimum Data Set Coordinator #1 on May 7, 2014, Environmenta| Services in-serviced
at 10:40 a.m,, confirmed the prasence of the strong housskesping staff on the Policy and Procedure of
urine odor. maintaining a sanifary, orderly and free-of-odor
. faclity on May 7, 2014.
4. The Facility Administrator, Director of Soclal
Services, Dietary Diractor, Director of Admisslons,
Business Office Manager, Assistant Director of
_ Nursing, Director of Environmental Services,
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {¥8) DATE

&
, HpH | LNHA Alnnistrtor | bir. of Hedl ity Loy visg ’3’ Iy
Any deficlency staternent Bnding with an asterisk (%) dbnotes a deficiancy which the Institution may be excused from correcting providing it s determined that
the findings stated above are disclosable 80 days

ather safeguards provide sufficlent protection to the patients. (See [nstrctions.) Except for nureing homas,
following the dats of survey whether or not a plan of comection is provided. For nursing hemes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the faclity. If deficiencias ara clted, an approved plan of corraction is raquisits to cantinued
program participation.
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483.20(g) - (j) ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED

Tha assessment must accurately refiest the
resident’s status.

A reglstered nurse must conduct or coordinate
each assessment with the appropriate participation
of health professionals,

A registered nurse must slgn and certify that the
assessment is completed.

Each Individual who completes a portion of the
assessment must sign and cartify the accuracy of
that portion of the assessment,

Under Medicare and Medicaid, an individual who
willfully and knowingly certifiss a material and false
statement in a resident assessment is subject to a
clvil monsy penalty of not more than $1,000 for
each assessment; or an individual who wilifully and
knowingly causes another individual to certify a
material and falge staternent in a resident
assessment is subject to a clvil meney penatty of
not more than $8,000 for each assessment.

Clinical disagreement does not constitute a
matetial and false statement.

F 253

F 278

Continued From page 1

Melrienance Director and/or the Dirsctor of
Nursing will audit daily for four weeks, then five
times a week for eight waeks, and/or 100%
compliance for facility-wide odors. Results of the
audit witl be reported to the Quallty Assurance
Commiltee quarterly. Members of the Committes
are: Facilily Administrator, Director of Nursing,
Quality Assurance Nurse, Medlcal Diractor,
Director of Malntenance, Director of Admilssions,
Director of Dfetary and Director of Environmental
Services.

This Plan of Correctlon Is submitted ag required
under State and federa! law, The submission of
this Plan of Correction does not constitute an
admlsslon on the part of Appalachian Christian
Village to the accuracy of the surveyor findings nor
the conclusions drawn therefrom. The facility's
submission of the Plan of Correction doss not
conslitute an admisslon on the part of the facility
that the findings cited are accurate, that the
findings constitute deficiency or that the scope and
severity ragarding any of the deflciancles cited ara
comectly supplled.

1. The Minimum Data Set for Resident #21 was
corrected on May 6, 2014 by the MDS Coordinator.

2. All residents were assessed by the Rehab
Managar and/or rehab staff for Fmitation of Range
of Motlon. A 100% audit was completed of all
Minimum Data Sels for accuracy of Range of
Motion from May 7 — May 14, 2014.

3, All Minimum Data Set staff were in-serviced on
the Palicy and Procedurs, as wall as ths criteria of
the Minimum Data Set Assessment on May 8,
2014 by the Director of Nursing.

4. The Assistant Director of Nursing, RN
Supervisor andfor the Director of Nursing will audit
daily for four weeks, then five times a wesk for
sight weeks, and/or 100% compliance for acouracy
of the Mintmum Data Set Assessment. Results of
the audit will be reported to the Quality Assurance

06/02/2014
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This REQUIREMENT is not mst as evidenced by; Committee quarterly. Members of the Committas
Based on medical record review, observation, and are; Facility Administrator, Director of Nursing,
interview, the facility falled to ensure a Minimum Quality Assurance Nurse, Medical Director,
Data Set (MDS) assessment was accurate for ona Director of Maintenance, Director of Admissions,
(#21) resident of twanty-nine residents reviewed. Director of Dietary and Director of Environmental
Services.
The findings inciuded:
Resldent #21 was admitted to the facility on
October 8, 2011, with diaghoses including Urinary
Tract Infection, Hypertenslon, Hypothyroidism,
Anxiety, and Depression.
Medical record review of the care plan dated April
8, 2014, revealed *,..Limitations in ROM {range of
motion) {o bilateral hands i/t (related to)
Arthrilis... Provide ROM dally dwing care as
tolerated...” )
Medical record review of the Annual MDS
assessment dated October 4, 20113, revealed no
impairment in range of motion.
Medical record review of the Quarterly MDS
assessment dated April 4, 2014, revealed no
impairment in range of motion.
Observation on May 7, 2014, at 9:50 a.m.,
revealed the resldent lying on the bad,
Interview with Licensed Practical Nurse MDS
Coordinator #1 on May 5, 2014, af 2:05 p.m.,, in the
MDS office confirmed the MDS assessment for
range of motion was inaccurate.
F 280 | 483 20(d)(3), 483.10(k)(2) RIGHT TO F 280 [ This Plan of Correction is submitted as required 06/02/2014
S5=D | pARTICIPATE PLANNING CARE-REVISE under State and fedoral law. The submission of
cp this Plan of Correction doses net consfitute an
admission on the part of Appalachlan Christian
- Village to the accuracy of the surveyor findings nor
:rhe residant has the right, unless adjudged the conclusions drawn therefrom. The facllity's
incompetent or otherwise found to be Incapacitated brmission of the Plan of C tion does nof
under the laws of the State, to participate in su "::ﬁ oar? A drﬁls ? 0 &n‘ecagl:ﬁ gva facility
planning cars and treatment or changes In care Congtitute ston on the p
and treatmant.
Event ID: YYPBTT  Facliy ID; TNG002 If contiuation shest Page 3 of 10
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A comprehensive care plan must be developad that the findings cited are accurate, that the
within 7 days after the completion of the findings constitute deficisncy or that the scope and
comprehensive assessment; prepared by an severlty regarding any of the deficiencies cited are
interdisciplinary team, that includes the attending correctly supplied,
physician, a registered nurse with rasponsibility for
the resident, and other appropriate staff in 1. Care Plans for Residents #2 and #105 were
disciplines as determined by the resident's needs, immediately updaled to include interventions to
and, to the extent practicabls, the partigipation of prevent falls on May 7, 2014 by the Minimum Cata
the resldent, the resident's family or the residant's Set Nurse.
legal representative; and pericdically reviewed and :
revised by a team of qualified persons after each 2. A 100% audit of care plans for all falls in the
assessment. facility from April 7 - May 7, 2014 was completed
an May 8, 2014 by the Minimum Data Set Nurses
and was updated appropriately for interventions.
This REQUIREMENT Is not met as evidenced by:
3. All Minimum Data Set Nurses were in-serviced
Based on medical record review and Irterview, the by the Director of Nursing on May 7, 2014 an the
facility failed to revise & comprehensive care plan Policy and Procedure of Falls Protocol and fall
{o reflectinterventions placed afier falls for two prevention care planning.
residents (#2, #105} of twenty-nine residents
reviewed, 4. The Asgistant Director of Nursing, RN
Supervisor and/or the Director of Nursing will audit
The findings Included: dally for four weeks, then five times a week for
eight weeks, and/or 100% compllance for care plan
Resident #2 was readmitted o the facility on Interventions related to fall prevention. Results of
February 11, 2014, with diagnoses Including ihe audit will be reported fo the Quallty Assurance
Hypertension, Osteoporosls, and Malignant Committes quarterly. Members of the Commities
Neoplasm of the Braast. are; Facility Adminjstrator, Director of Nursing,
Quality Assurance Nurse, Madical Director,
Madical record review of a fall investigation dated Director of Maintenance, Director of Admissions,
May 3, 2014, revealed resident #2 had a fall Director of Distary and Director of Environmental
without injury while ambulating o the bathroom Sservicas,
with a Centified Nursing Assistant.
Medical record review of the Care Plan dated
February 21, 2014, revealed intsrventions placed
gfter the resident fall were not listed on the Cara
Plan.
Intervisw with the Interim Director of Nursing
(IDON) and Minimum Data Set (MDS) Coordinator
#1 an May 7, 2014, at 9:57 a.m., in the fachity
conference room canfirmed the facliity failed to
revise the care plan to reflect interventions placed
after the falf,
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Resident #105 was admitted to the facility on
Novembsr 9, 2013, with admitting diagnoses of
Modular Prostate without Urinary Obstruction,
Psychosis, and Screening Examination of
Pulmonary Tuberculosls.
Revlew of the facility's Report for Quality and
Safety Revlew report for falls without injury, on
December 7, 2013, December 18, 2013, Decamber
26, 2013, February 10, 2014, and April 19, 2014,
revealed interventions to pravent further falls were
not updated on the resident's care plan for fall
prevention.
Review of facility policy, Falls Protocol, (no date)
revealed the protocol raquired the staff to updats
the care plan with fall prevention Interventions.
Interview with the Asslstant Director of Nursing on
May 6, 2014, at 2:35 p.m,, in the conference room
confirmed the care plan had not been updatad with
interventions fo prevent falls.
F 315 F 315
S$8=D 483.25(d) NO CATHETER, PREVENT uTl, This Plan of Correction is submitted as required 06/02/2014
RESTORE BLADDER under State and federal law. The submlssion of
' this Plan of Corraction dose not constitute an
Based ¢n the resident’s comprehensive . admisston on the part of Appalachian Christian
assessment, the facllity must ensure that & resident Village to the accuracy of the surveyor findings nor
who enters the facillty without an indwelling the conclusions drawn thersfrom. The facility's
catheter Is not catheterized unless the submission of the Pian of Correction does not
resident's clinical condition demonstrates that constitute an admission on the part of the facility
catheterization was necessary; and a resident who that the findings cited are accurate, that the
I8 incontinent of biadder receives appropriate findings constitute defictency or that the scope and
treatment and services to prevent urinary tract severlty regarding any of the deficienciss cited are
Infactions and to restore as much normal bladder comectly supplied.
furction as possible.
1. Residents # 21, #41 and #58 ware immediately
This REQUIREMENT is not met as evidencad by: assessed by the Medical Director on May 7. 2014,
No adverse outcomes were Idantified.
2. On May 7, 2014, all resldents that hava a
catheter were auditad. New orders were wrliten,
including the diagnosis, specific size, fraquency
Event[D: YYPBi1  Facillty ID: TN900Z If continuation shest Fage 5 of 10
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Based on madical record review, facility policy
review, and Interview, the facility failed to completa
a bladder assessment and develop an
individualized toileting plan for ons resident (#41}
with a known decline in bowel and bladder, faited
to ensure orders for size of urinary catheters for
two resldents (#21, #58), and failed 1o ensure a
urinary catheter change was completed monthly for
one resident (#58) of twanty-nine residents
reviewed.

The findings included;

Resident #41 was admitted to the facility on
November 7, 2013, with diagnoses including
Hyperglycemia, Type 2 Diabetes Mellitug, and
Coronary Artery Disease.

Medical record review of the admission Minimum
Data Set (MDS) dated November 14, 2013,
revealed no imitations on making self understood,
ne limitations on understanding others, and was
occasionally Incontinent of bowel and urine.

Medical record review of a MDS dated Decsmber
4, 2013, revealed no limitations on making self
understood, no limitations on understanding others
and was frequently incontinent of baws| and urine.

Interview with Charge Nurse #1 on May 8, 2014, at
1:46 p.m., at the downstairs nurse's station
confirmed the resident had not been asseased for
a bowel and bladder program and an Individualized
tolleting program had not been developed.

Resident #58 was admifted to the facillty on July
27, 2012, with diagnoses including Rheumatoid

Arthritis Dementia with Behavloral Disturbances,
Pulmonary Embelism, Neurogenic Bladder, and

Congesfiva Heart Failure,

Medical record review of physiclan orders dated
March 2014 revealed, “changs...{indwelling
urinary) catheter every month and PRN (as
needed) due 3/26/14." Continued review revaaled

in which to change catheter and type of catheter
care to be provided. All residents were assessed
for Bowsl and Bladder and Individualized toileting
program by the RN Supervisor, Director of Nursing
and/for Assistant Director of Nursing.

3. Alllicensed staff were In-serviced on the Policy
and Procedure for Bowel and Bladder progran,
Individualized foileting program and Physiclan's
Orders by the Director of Nursing, Asslstant
Diractor of Nursing and/or RN Supervisors from
May 8 - May 12, 2014,

4. The Assistant Director of Nursing, RN
Supervisor and/or the Director of Nursing will audit
Physlician Orders and Bowsl and Bladder
Assessments dally for four weeks, then five times a
week for aight weeks, and/or 100% compliance,
Resulfs of the audit will be reported to the Quality
Assurance Committee quarterly. Members of the
Committee are: Facility Adminlstrator, Director of
Nursing, Quality Assurance Nurse, Medical
Director, Diractor of Maintenance, Diractor of
Admisslons, Diractor of Dietary and Director of
Environmental Services.
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no orders for the size or the type of catheter cara
needed,

Medical record review of the Care Plan updated on
January 17, 2014 and Jast updated on April 17,
2014, revealed the problem of neurogenic bladder
requiring the indwelling urinary catheter with
approaches of change catheter avary thirly days
and as needed.

Review of facliity policy, Medication Orders,
reveaied "Physlclan’s orders must be slgned by the
physiclan and dated when such crdsr was
signed...Current list of orders must be maintained
in the clinfeal record of each resident and are
necessary...When recording orders for
a...{indwelling urinary) catheter speclfy...The size
of the catheter nesded... The frequency of
change...The type of catheter care needad.”

Madical record review revealed the indwelling
winary catheter was changed on February 25,
2014, and April 27, 2014, with no documentatian
the catheter was changed in March 2014,

Intervlew with Registered Nurse Supervisor #1 at
the 500 Nursing Station on May 8, 2014, at 3:30
p.n., confirmed no documentation the resident's
catheler had been changad In March 2014,

Interview with the Assistant Directer of Mursing in
tha Director of Nursing's offics on May 8, 2014, at
3:20 p.m., confirmed the resident entered tha
facility with a catheter, had a history of having the
catheter for many years, and thers wers no
physiclan's orders for the size of the catheter
needed or the type of catheter cars needed.

interview with Licensed Practical Nurse {LPN) #2
on May 7, 2014, at 12:15 p.m., confirmad the
resident had an indwelling urinary cathetsr sizs 20
fr (french)/30 ¢ (cubic centimeters} in place.
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Resident #21 was admitted to the facility on
October 6, 2011, with diagnoses including Urinary
Tract Infection, Hypertension, Hypothyroidism,
Anxiety, and Depresgion.

Medical record review of the Physician's
Recapitulation Orders dated May 1, 2014 through
May 31, 2014, revealed "...(change)(indweliing)
cath Q (every) month {and) pm...”

Mediczl record review of the Interdlsciplinary Notes
dated March 26, 2014, ravealed...{iIndwelling)
catheter changed using #20 fr/30cc.... Immediate
uring return noted. Resldent tolerated procedure
well...”

Medical record review of the Interdisciplinary Nofes
dated April 21, 2014, revealed “...ramoved
(indwslling} cath d/t (due to) leaking reinseried 16 f
{indwelling) cath with 20 cc bulb syringe using
sterile tech {technique)...”

Review of facility polloy, (I ndwelling) Catheter,
revealed "...When recording orders for a
(indwelling) catheter, specify: a. Iif pm, why it Is
needed... The size of the catheter needed (#18 Fr,
(indwslling} cath. (catheter) fo straight drain.)... The
frequency of change...”

Observation on May 6, 2014, at 2:00 p.m.,
ravealed the resident lying on the bed with the
indwelling catheter in a privacy bag.

interview with the Assistant Director of Nursing on
May 6, 2014, at 1:45 p.m., in the Director of
Nursing’s office confirmed there was no physician's
order for the size of the indwelling catheter,
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F 323 | 483.25(h) FREE OF ACCIDENT
§8=D | HAZARDSISUPERVISICN/DEVICES

The facillty must ensure that the resldent
environment remains as free of accldant hazards
as is possible; and each resident recsives
adequate suparvision and assistance devices to
prevent aceidents.

This REQUIREMENT Is not met as evidenced by:

Based on madical record review, review of facility
policy, and Interview, the facility faflad to develop
Interventions to prevent falls, for one resident
(#1085} of four restdents reviewed for falls of twenty-
nina residents reviewed,

The findings included:

Rasldent #105 was admitted to the facility on
November 9, 2013, with admitting diagnoses of
Modular Prostate without Urinary Obstruction,
Psychosis, and Screening Examination of
Pulmonary Tubsarculosis, '

Medical record review of the facility's Report for
Quality and Safety Review for falls without injury,
on December 28, 2013, revealed "...the resident
was found in raom lying on right side, skin tear to
right arm, steristrips applled, sent o ER
(Emergency room) for eval (evaluation) and sent
back to the facllity...on February 7, 2014, when the
resident fell attempiing to gst out of a chair in the
dining reom...hlp hurt...was x-rayed with negative
results...on February 24, 2014, when the resident
was found sitting In the fioor with the sentry alarm
sounding...complained of right leg pain...x-ray
negative for fracture...and on April 16, 2014, the
resident was observed in floor in front of
bed...complained of right hip paln, bruise to right
hip...x-ray negative for fracture...” Continued
review revealed interventlons fo prevent further
falls were not developed.

Medical record review of a Fall Risk ssssssment
(no date), revealed a score of ten (high risk for
falls).

TAG REFERENCED TC THE APPROPRIATE DEFICIENCY) DATE
—— A E BRI

F 323 | This Plan of Cormection i submitted as required 06/02/2014
under State and fedsral law. The submission of
this Plan of Correction does not constitute an
admission on the part of Appalachian Christlan
Village fo the accuracy of the surveyor findings nor
the conclusions drawn therefrom. The facility's
submisslon of the Plan of Correction doas not
constitute an admigsion on the part of the facility
that the findings cited are accurats, that the
findings constitute deficiency or that the scope and
severity regardlng any of the deficiencies cited are
comectly aupplled.

1. Intervantions to prevent falls for Resident #105
Care Plans wera immediately implementad on May
7, 2014 by the Minimurn Data Set Nurse,

2. Residents that had experienced a fall from Apsil
7 - May 7, 2014 were 100% audited on May 8,
2014 by the Minimum Data Set Nurses to ensure
interventions were Implemented to prevent further
falls. :

3. Alllicensed staff were in-serviced by the
Director of Nursing, Assistant Diractor of Nursing
and/or RN Supervisors from May 9 - May 12, 2014
on the Policy and Procedure of Fall Protocol and
Fall Prevention intervention,

4, The Assistant Director of Nursing, RN
Supervisor and/or the Director of Nursing will audit
daily for four weaks, then five times a week for
eight weeks, and/for 100% compllance for the
implementation of fall intarventions related to fall
prevention, Resulis of the audit will be reported to
the Quality Assurance Committes quarterly.
Members of the Gommittee are: Facility
Administrator, Director of Nursing, Quality
Assurance Nurse, Medical Director, Diractor of
Maintenance, Dlrector of Admisslons, Director of
Dietary and Dlirector of Environmantal Services.
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Interview with the Assistant Director of Nursing on
May 6, 2014, at 2:35 p.m. in the conference
racm confirmed the facility had failad to develop
intarvantions to prevent further falls.
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