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resutled In Resident ##1 experlencing palh and the
neaed for g alisred diet for over the cotirse of §
months.

Findings includs:

Revlaw of Resident #1's nurses notes, care plan,
and shangs in condition report, dated 03/05/12,
revealed the faclilty assessed Resfdent #1 as
expetiencing severe pain ta the right iower
gumline and {dentifled hisfher pain asanBona
pain scale from ona to fen, Exam by staff
revealed the residents teeth were worn and
inflammed, antiblotles were ordered on 03/05/12
by the attsnding physlclan 0 treat the resident's
"broken and abscess looth." Revies of the
comprehensive oare plan revealed the facility
updated the resident's pein care plan to address
the resldent's dental issues and detailed an
Intervention fot follow up with an oral surgeon,
inltiatad on 03/05/12, Fuither review of the sare
plan revealed no Iniliation or development of
interventions o address thé resident's dental
needs.

Record ravlew rovealed on 03/08/12, the facillly
changad tha resideht's diat due io hisfher dental
condition sonfinuing to deterlorate, On 0312412,
a physician's order for antiblotlc tharapy was
changed from Keflex to Penloliiin due to the
rasitent's decling. Review of the care plan for
pain revealed the cara plan was updaled related
to the dlat order and the antiblotic therapy,
however, there was no evidence that the facllily
had developed a care plan o addrass he
resident’s dental naeds as of 03/12/12.

On 06/18/12 a change In condltion report

updating/revising care plans related fo
elfectively utilizing and attaining resources
to maintain the highest practicable

physieal, mental and psychosocial well

being of each resident for dental concerns

ag it retates to F411 and F412 (dental) by |
the Administrator on 11/5/12.

[ Director of Nursing, Assistant Divector of
! Nursing, or Unit Manager will review ten

' charts per week for fonr weeks, five charts
per week for four weeks and five charts
;per month for one month for oral

s Assessutents completed and care plans
‘updated as indieated with dental coneerns,
: The Director of Nursing will repovt
]_fimlings to the Performance Improvement
tCommtitiee monthly for three months for
{further recommendations,

;
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revealed the resldent's dental condiflon cantinued
to doterlorate. A physician's-ordsr was recelved
that date to hava a third course of anllbotics as
heishe continued 1o have pain aswall as a
modified digt due to an abeessed tooth, Further
reviaw of the care plan revealed the faclilty
updatad the pain oare plan; howavet, hare was
stil no update lo the plan lo address the
residant's dental needs.

Further racord review revealed the facility was
successful in finding a dentist to address
Residen! #1's continuad doniaf isstes on
0B6/28/42, At which thme, the deptist arderad the
fourth round of antiblotlcs {Amoxictlling,

After consult with an Oral Surgeon, on $0/05{12,
the Resident had multipfe testh extracted and a
diat chrange to a dysphagla dlel.

Revlew of the comprehensiva care plan revealed
that the facillty dld not develop a care plan
ragerding the resident dental concerns unill
10/24/2012, 19 days after the resident had 8 teeth
extracted and exparlenced dental concarns for
more than seven months,

Interview with the MDS Coordinator, 11/02/12 at
4:06 PM, revealed she didn' conslder the
Resldent's denial concarns as an emergency-as
she had net identified that the resldent's quallly of
lifa cowtd polentially affected. Howavor, raview of
the medical record revealad Raesldent #1 had
hean agséssed with pain of an 8 out of ten due to
tha dental Issuas,

483.55(b} ROUTINE/EMERGENCY DENTAL
SERVICES IN NFS

F 282
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‘raquirdng a change in dlet refated to mouth paln,

The nursing faclity must provide or obtain from
an outslde resource, in atcordance with
§483.75(h) of this part, routlne (to the axtent
¢overed under the State plan); and emergeancy
deniai services to meet the heeds of edch’
restdent; musl, if nacessary, assisi the resldent In
making appointments; and by arranging for
transportation te and from the denlist's office; angd
miist promplly refor residents with lost or
damaged deniures to a dentlst,

Thls REQUIREMENT is not mel as evldenced
by:
gased on observatian, interview, and record
raview it was determined the faciilly failed to
provide dental services for ohe resident (#1} in
the sslacted sampie of 3 for emergsnsy dental
sarvices. Resldent #1 on 03/06/12 experienced a
charige in condliion, to Inciude molth pain
assoclated with a abscessed tooth. On 03/08/12
the rasidents conctition cantintied to decling

Na emergenay dantal services wete provided until
08/28/12. The facllity's falure to secure
emergehcy dantal cohtract services resulted in -
Resldort 1 experienclng pain and suffering and
the need for a altered dlet for over tha course of §
months.

Findings Include;

Aroview of nurses notos, care plan, and change
fn conditlon report daled 03/08/12, revealed ihe
facliity mssessed Resident #1 as experiencing
severe pain to the right lower gumline and
identified hisMer palit as an 8 on a paln scale
from one to ten. Exain by staff ravealad the

‘Resident #1 was scen by the dentist on
‘8/28/12 with orders for antibiotics prior to
oral surgeon consult on 9/27/12. On 10/5/12,
tecth were oxiracted by oral surgeon and
‘scheduled follow up appointments ns
recommended by the dentist. Resident #1
declined/cancelled follow up appointments |
‘on 10/31/12 and 11/2/12 with oral
surgeon/dentist. Appointnient was
rescheduled by charge nurse on 11/8/12,
resident refused to go to appointment,
.Charge nurse rescheduled ngain on 12/6/12,
'resident refused to go to appointment,
Fantily told charge nurse on 11/21/12 to
cancel appointment as he will be moving in
with thowmn at that tinte and had no further
dental issues,

Current residents had an oral assessment
by a Heensed nurse 11/5/12, to determine
routine and cniergent dental concerns. |
Current rosident’s dentures/fitting were !
reviewed by a leensed nurse on 11/6/12 for
routine and emergent dental concerns,
SEP, OT and PT sereened restdents
identified with dental concerns on 11/8/12
ifor dentition. The Registered Dietitian
reviewed current residents identified with
dental concerns for weight loss, no weight
loss noted,
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rasidents teeth were worn and Inflammed,
antiblotics were ordared on §3/05M12 by the
allending physiclan to treal the regident's "broken
and abscess tonth,” Record review revealed on
03/08/12, the facflity changad the resfdent's dlet
dueie hisher dendal condiflon continuing to
clateriorale. On 03/12/12, a physlclan’s order for
ankiblotlo therapy was changed from Keflex to
Peniclilin dug to the residant's decline, There was
no documented evidence that the faclllty was
successiul in altalniig emergency dental sorvices
for Resldent #1 in the ronth of March 2012,

On 06/18/12 a change in condilton report
revealed the resldent's dental condition continued
to deterlorate. A physiclan’s order was recalved
that date to have a third course of antiliotics as
he/she continued to hays pait as wellas a
maodified dist due to an abcessed tooth. Further
record review revealed no documenied evidence
that tha faclity was sticcessiul in altalning
emergency or routine dental setvices for Resident

Further record review revealed the facliity was
successiu] In finding a dentist to address
Resident #1's centinued dentel lasues on
08/28/12. At which ime, the dentis{ ordered the
fourth rount of antibictics (Amoxleiiin),

After consult with an Oral Surgaon, on 10/05/12,
the Resldent had muttiple teeth extracted and a
diet changa to a dysphagia dia!,

terview with the Minimum Data Sel (MDS)
Coordinater (RN}, on 16/31/12 at 3:13 PM,
ravealod that the facllity began brylng to locale a
dentlst on 03/05/12. She contacled the Medicald
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F 412 Gonfinued From page 4 F 412 {Routine/Emergency Dental Services in NES

by Regional Director of Operatioas on

11/5/82, An agreement was made with Dr.

[Caudill, DM to provide routine and

emergency dental care by the

Administrator on 11/8/12,

"Initial appointments were scheduted by the
Administrator according to requests and
assessments by the licensed nurses,
beginning on 11/8/12, Furfher dental

rappointments were scheduled beginning on

' 11/13H12 with ongoing scheduling of

appointments to follow and axrangements

of transportation to and from the dentists
office by the Direetor of Social Services.

Social Service Director will review five
charts per week for four weeks, three |
charts per week for four weeks and four

charts per week for one month for
routlne/emergent dental services provided

1o meet the needs of cach resident to

inciude assistance with making !
appolntntents, arranging transportation to ;
and from appointments and prompt

roeferral with lost er damaged dentures,

The Social Services Director will report
findings to the Performance Improvenent
Committee monthly for three months for
further reconimendations.

i
1

]
g, .

FORM CAIS-2567(02-08) Peeviaus Verslong Obsclgla

Event ID; Frd0d H

Fatllity 1D; 100309

if conlinvalion sheet Page Bof 0




¥

DEPART

MEN"I OF HEALTH AND HUMAN SERVICES

PRINTED: 11/20/2012
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER;

{%2) MULTIPLE CONSTRUTTION

{X3) DATE SURVEY
COMPLETED

186312

ATBUIEDING

B. WikG

c
1022012

NAME OF PROVIDER OR SUPPLIER
PADUCAH CARE AND REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZiF COLE
501 NORTH THIRD STREET
PADUCAH, KY 42001

{Ad) iD
PREFIX
TAG

SURFARY STATENENT UF DEFICTERCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LG IDENTIFYING INFORMATION}

1D ' PROVIDER'S FLAN GF CORRECTICH

¢ {5}
PREFIX (EACH CORRECTIVE AGTION SHOULD BE co&ﬁkﬁzﬁon

TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

F442

F 480
58=06

- agreement for emergency dental servicés, -She;

| 3723 PM, ravealed that the facilily had no confract

i Afacility must be administerad It a manner that
i enablas It to use lls rasources effectively and

Continued From page &
office and want through the list to find thal no one
was accapting patients.

Interview with the Activitles Direttor (formerly the
Soctal Services Director at the time), on 11102112
at 3:35 PM, revealed as far as she knew the
facllity had no emergency dental services
avallable to cantact. The facllity had no previous
igsiies with ofher reskisnts requiring dental
servicas. This Is the first experlence the facliity
had difflcuity finding services to address Resident
#1's concerns,

Continued inferview witly the MDS Goordinator,
11/02/12 at 4:06 PM, | trlad to find someone 1o
take Resldent #1's insurance for dental work. |
was nol aware we wera fequiraed to have an

however, stated fhat she didn't conglder the-
Resldent's dental concerns as en emergency as
she had not identifled that the resident’s quailty of
life cotild potentlally affected. However, reviow of
the medical record revealad Resident #1 had
baen assassad with pain of an 8 out of len due o
the dental Issuss. She stated the Administrator
was aware ¢f the difficulty the Facllity was having
In acquiring a dentist due fo hismer lisurance.

Interview with the Administrator, on 10/31/12 at -
with any denllsts to provide services at the faclllty,

483,75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

effisiently to altaln or maintain the highest

practicabie physlcal, mental, and psychosocial

¥

F 412

F 490
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% well-baing of each resident. Resident #1 was nssessed by a dentist on .
i 8/28/12 and an oral surgeon on 10/5/12 for |
? This REQUIREMENT ‘Is not met as evidenced treatment. Resident #1 has 5
: by: declined/cancelled follow up appointments
Based on Interview, record review, and faclily with dentist/oraf surgeon. i
policy review, it was detsrmined the faclilty falled [
to be-administered in a manner that enabled it lo Current residents had an oral assessment .
usa lis resolces effactivaly and sfflciantly to by a Hcensed nurse 11/5/12, to determine ;
malntain the highest practicable physical, mental, routine and emergent dental concerns. t
and psychosaoclal well-being of each resident, Current resident’s denfures/fitting was i
The facitity administration falled to ensure that reviewed by n licensed nurse on 11/6/12 for .
facility routlne dental services and emargency routine and emergent dental concerns. ‘
denlal sarvicas were provided or ohtained to N
meet the nigeds of one re;:sldtfent otit of a sample of { Administrator was re-educated on 1490 |
Régﬁjgﬁ‘g‘j”r‘:éem‘z f:‘;'i‘;fg ::if;’(}gn‘igfg;‘:vﬁzzg | Effective Administration/Resident Well |
after'experlending bwio separata incidents of ‘ ];B'Rg l?c:zfgﬁ_iigf_ﬂ;;g“iﬁg:l: 1/5i12
having abcessed teeth In March 2012 and July 10y [eplon: - pe P
2012, Due to the faoilities f4ilure lo ensure !Admimshafor made arrangements \Tlﬂi Dr i
emergency dental services was provided, the LCa.mdi!l, DMD 011_11/8/12 to assist residents
rasident was {reated muitiple times with i"Wlﬂl mecting their dental concerns, | :
.‘ antibiotics prescribed by histher primary physiclan including any emergeney dental necds. \ :
: to address the Infection and the pain the resident !
; expeifenced. The facllily was unable o provide Administrator (or Dircctor of Nursing in-
: dental services ko Resident #1 for five months  her nbscnec/emergency) will attend clinieal |
: ufter the onset of having abcessed testh, not meeting five times per week for two weeks, '
E haVEng a dentat Gﬂlnsult or check until 08128112, ‘ three fimes per weelt for four weeks and
i !;vhere.!t ‘fﬁs Identifloc that the resident requlred  four times per month for one month for two
| rﬁﬁﬁn L?;I'ar; Otr aluﬁliur%eor;i The Re?kiegl nursing units daily clinical report fo
. p juired mitiple leetn exiraction, compieted an ‘monitor Meility utilizes its resources
; 0/05/12, savan months aftar tha.initial onset of . : ;
P cffectively and efficiently to attain or
; the dantal concition, : : ;
| maintain the highest practicable physical, ’
} mentat, and psychosocinl well-being of each
L The findings Include: resident, The Administrator will repori
; . findings to the Performance Improventent
i A raview of nurses notes, care plan, and change ‘Committee wmonthly for three months for
f : forther recommendations, . L
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In condillion report dated 03/05/12, revealed the
fackity assessed Resldent #1 as experienoing
savere pain to the right fowrer gumiine and
identifled his/her palh as an 8 on a paln scals
from one to ten, Exam by staff revaafed the
residents teeth wera worn and inflammed,
antibiotics were orderad on 03/06/12 hy the
aitending physiclan io lreat the resident's "broken
and abscess looth,” Record review revsaled on
03/08/12, the facility changed the resident's diet
due {0 his/her dental condition contimuing to
detdrlorate. On 03/12/12, a physlélan's order for
antiblotic therapy was changed from Keflex fo
Penicillin due to the reskdant’s decline, On
06/18/12 a chahge In condition report revealed
the resident’s dental condition continued to
detetiorate. A physician's order was received that
date lo have a third course of anlibotics as he/she
continued {o have pain as well as a moditied diet
due to an abcessed tooth, Further regord review
revealed no doctinenited evidence that the facilily
was successfil in attalning emargency or routine
dental services for Resident #1 from March 2012
through August 27, 2012, after experiensing two
incldents of having abcessed taath requliing three
ratinds of amliblotlc therapy, Subseqguently, the.
{acllity was ahle to refer Rasldent ##1 to a dentis!
on 0812812 where |t was idertiited the rasident
requirad a fourth round of antiblotics ‘and was
roferred 1o an oral stirgesh for potentlal teeth
exivadtion. Record review revealed that Reskdent
1 had multiplo taeth exiraction on 10/06/12, .
savan months after the initial onset of having an
abcessed tooth.

Intarviews with the Minimum Data Sat (MDS)
Coordinalor {RN), on 10431712 at 3:13 PM, ahd
lhe Agtivilies Diretor {formierly the Soclal

1

in her absence/emergency, will attend
clinical meeting five times per week for fwo .
weeks, three times per week for four weeks
and four times per month for onc month

for {wo nursing units daily clinical report to
monitor facility uiilizes ifs resources
effectively and efficiently to attain or
maintain the highest practicable physieal,
mental, and psychosocial well-being of each

-resident, The Administrator will report

findings to the Performance Improvement
Committee monthly for three months for
further recommendafions.
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Sarvices Director at the iima), on 11/02/12 at 3:35
PM, ravealed they were unsuccessiul in obtaining
dental services for Resldent #1 and the faciiity
Administrator was aware of the lssue.

Interviaw with the Administrator, on 10/31/12 at
3123 PM, revéated that the facliity had na conlract
with any dentists to provide services at the facllity.
The Administrator stated that the resident's dantal
issues was heing followed and infectioh was
heltig treated by the resldent's primary physiclan.
She stated that she did not consider the dental
prableims as an emergency becauss It was an
Intermltient probiem that diéd not affect the
resident's routine. The Adminlstrator could
provide no evidence of a contract the facility had
related to procuring dental sarvices for routine or
emargency stivations. Whila the Administrater
felt the dental concerns did not affect Residant
#1's routine therefore not requiring emergenty
services, the facllity assessed the resldent as
having paln of an 8 out of 10, requiring fowr
rolinds of antiblotic therapy to address abcessed
testh, paln medication administration and
evenitaily resulting In the extraction of 8 teeth In
October 2012, seven months after the onset of
the dental problems,
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