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STATEMENT OF DEFICIENGIES (X4) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRYBTION (] |J (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BULDING " COMPLETED
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 221 | 483.13(a) RIGHT TO BE FREE FROM F221| o2t bfifit
$8=p | PHYSICAL RESTRAINTS T
: ; 1) WHAT CORRECTIVE
The resident has the right to be free from any ) ACTION WILL BE
physical restraints imposed for purposes of ACCOMPLISHED FOR
discipline or convenience, and not required to THOSE RESIDENTS
treat the resident's medical symptoms. FOUND TO BE ARFECTED
! BY THE DEFICENT
! CE?
This REQUIREMENT is not met as evidsnced : FRACTI
by: ; i essed
Based on facllity policy, medical record raview, ; ?emdelg ‘:2?1' ;teacslso;the
observation, and Interview, the facility falled to ! OF CONH

provide a Physiclan's order for restraints for 1
resident (#37) of 4 residents reviewed for physical
resfraints of 19 sampled residents. ’

The findings included:

Review of facility policy, Restraints (Physical),
undated revealed "...PHYSICAL RESTRAINTS
are defined as any manual method or physical or
mechanical device, material or equipment
attached or adjacent to the resident's
body...Obtain physiclan's order for restraint..."

Review of facility policy, Resfraints, undated
revealed "...Restraints shall only be used with a
written order from the physician...Restraint orders
must be re-written every 30 days...Restraints
shall only be used on the signed order of a
physician...”

Medlcal record review revealed Resldent #37 was
admitted on 2/27/15 with diagnoses including
Dementia, Atrial Fibrillation, Hypertension,
Gastroesophageal Reflux, Arthritis, and
Depression.

Medical record review of the Care Plan dated

* gelf-release seat belt in w/ic
on 5/6/16. Results were that
resident will continue to
need seatbelt due to her
inability to remember to call
for assistance to get out of

wio. Py OY ekl LWED 7

O ptonadk, 9”“%5;% ¢

HOW WILL YOU .

IDENTIFY OTHER

RESIDENTS HAVING THE

POTENTIAL TO BE

AFFECTED BY THE

SAME DEFICIENT

PRACTICE?

S
2.)

All residents’ (who have
restraints) charts were
reviewed for complete
orders monthly, no
deficiencies were found.
This was completed by the
LPNs on duty as well as the
DON by 5/13/16.

ABE‘;SRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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TITLE {X6) DATE

s/9/14

ny deficlenicy slatement endind'with an asterisk
ther safeguards provide sufficlent protection to ¢
Jllowing the date of survey wh
ays following the date these
rogram participation.

(*) denotes a deficiency which the Institutlon may be excused from comrecting providing It Is determired that
he patlents. (See Instruclions.) Except for nursing homas, the findings stated zbove are disclosable 80 days
ether or niot a plan of correction fs provided. For nursing homes, the above findings and plans of corection are disclosable 14
documents are made avallable to the facility. [f deficlencies are cited, an approved plan of correction is requisite to continued
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. FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391.
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X%) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMBLETED
44E232 . B, WiNG 05!04!2016.
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIP GODE o
107 WHEEL ERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37367
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFDX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 221} continued From page 1 F 221 3) E;F?AI’]TT%ETASUI;‘EAS WILL
3/12/15 and updated 12/9/15 revealed "._.Self O PLACE OR
release seat belt when up in we fwheelchair].." WHAT CHANGES WILL
P [ ] YOU MAKE TO ENSURE
Medical record review of the Physical THAT THE DEFICIENT
Recapitulation Orders dated 8/1/15-8/31/15 PRACTICE DOES NOT
revealed "...SEAT BELT WHEN 1IN w/C RECUR?

| [wheslchair]...RELEASE Q2HR [every 2 hourd,
CHECK Q30MIN [every 30 minute]...Y [yves]..” A Tist of all residents who

. . have restraints, including
Medical record review of the Physical

sEe -
Recapltulation Orders dated 9/1/15-11/31/15 and m}ﬁ;ﬂ";j; i’i;“’l'; self
1/1/16-4/30/16 revealed no documentation for a . » AP
physical restraint buddies and side rails, were
" ’ , ¢reated by the MDS
Medical record review of a Physician's Telephone - cootdinator. The LENs will
Order dated 12/9/15 revealed ™...apply use this list each month
seff-reélease seatbelt,..” when checking orders and
will ensure all i
Medical record review of the Physical Restraint are orderedttll;ta m;:;m;mts
Elimination Assessment dated 12/8/15 and ; :
31118 . : basis. 2 LPNs will check
revesled "...Continues to have . each resident’s ord
self-release seat belt when up in we DIT [due fo] “AI%'S orders
poor safety awareness...” monthly and sign as correct
In appropriate places. This
Medical record review of the Flo (flow) Sheet will b in-serviced by the
dated 1/4/16- 3/31/16 revealed Resident #37's * DON and /or MDS
seatbelt was checked every 30 mins (minutes) Ceordinator during huddles
and released every 2 hours. ' betwsen shifts as well as

StafF it
Medical record review of the Treatment Record ) 2'(;{152'11 services by June 1,
dated 1/1/16-3/31/16 revesled a self-releass '

seatbelt to be used in the wheelchair was g —
assessed for Resident #37 avery shift.

'| Medical record review of the Monthly Summaries
dated 1/31/16-3/31/16 revealed Resident #37 had
self-release seat beit when up in wheelchair.

Medical record review of the Annua! Assessment
FORM CMS-2567(02-89) Previous Versions Obaclata Even! iD;BGJ31 Fachity ID; TND4D1
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. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES 1) PROVIDER/SUPPLIER/GLIA T NSTR
AND FLAN OF CORRECTION (Xl ! IDENTIFICATION NUMBER: Tﬂg’,&? CONSTRUCTION """’83%&—’;?5"’
A3E232 B. WING 05/0412018
NAME OF FROVIDER OR SUPPLIER, STREET ADDRESS, CITY, STATE, ZF CODE
107 WHEELERTOWN AVENUE
LED: .
B SOE CQUNTY NURSING HOME PIKEVILLE, TN 37357
() D SUMMARY STATEMEMT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION {%4)
BREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ . PEFICIENCY)
F 221 | Continued From page 2 F221 4) HOW THE CORRECTIVE
© | Minimum Data Set (MDS) dated 3/11/16 revealed ACTION(S) WILL BE .
a trunk restraint used daily. MONITORED TO ENSURE
THE DEFICIENT
Observation with Licensed Practical Nurse {LPN FRACTICE WILL NOT
#1} on 05/4/16 at 9:55 AM, In dining room RECUR?
revealed Resident #37 was wearing a '
self-release seat belt while sitting in the The DON as well as the
wheslchair, MDS Coordinator will
' itor monthly and PRN
Interview with the MDS Coordinator on 05/03/16 E?naptorpm xﬁ Y
at 3:18 PM, in the conference room canfirmed the d ptaﬁ M
resident had a physical restraint and was comeniation. Measures
assessed for a physical restraint elimination on will be monitored through
12/9/15 and 3/11/18. QA quarterly.
Interview with the Director of Nursing on'5/4/16 at
10:09 AM, In the confersnce room confirmed the
resident was to have an order for a self-release
belt rewrliten monthly and there was ho order
written after the original order date, Further
interview confirmed the facility falled to provide a ;
maonthly rewritten order for a physical restraint per e e ; -
facllity policy.
F 312| 483.25(a)(3) ADL CARE PROVIDED FOR F312
$5=D | DEPENDENT RESIDENTS
| Aresident who is unable to carry out activities of
daily living recelves the necessary servicss to
maintain good nutrition, groeming, and personal
and oral hygiene.
This REQUIREMENT is not met as evidenced
by:
Based on medical record review, abservation,
and Interview, the facllity failed to provide
FORM CMS-2567(02-99) Previous Versions Obsoleta Event ID:BGJ311
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FORM APPROVED

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION. IDENTIFICATION NUMBER: A BUILDING COMPLETED
44E232 B. WING 05/04/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
107 WHEELERTOWN AVENUE
S
' BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37367
(X4 1D . SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 812 | Continued From page 3 F312] F3iz oftfie
ctiviti ily Livi i
Rt oty tort s 1 s comsscr
ACTION WILL BE
: ACCOMPLISHED FOR
The finidngs included:; THOSE RESIDENTS
Medical record review revealed Resident #15 was FOUND TO BE AFFECTED
admitted to the facility on 4/22/10 with diagnoses BX THE DERICENT
of Traumatic Brain Injury, Anxiety, Depression, PRACTICE?
Hypertension, Cerebral Vascular Accident, and ,
Bipolar Disorder. Resident #15 was taken to
the shower by the C.N.A. as
Medical record review of the Minimum Data Set soon as the DON observed
(MDS} quarterly assessment dated 2/4/16 the-lack of care. e was
revealed the resident’s Brief | nterview for Mental given a shower as well as
Sta.téls (tBlMS) was rated at 9&24,I indicating the \ hair was washed, nails were
resident was not cognitively able to complete the . clean and nails were

exam. Further review of the MDS revealed the
resident required extensive assist with 2+
persons physical assistance for bed mobility and
transfers, extensive assist with 1 person physical
assist for dressing, total dependence with 2+
person physical assist for toileting, and total
dependence with 1 person physical assist for
personal hygiene.

Medical record review of the resident Care Plan
dated 5/19/10, revealed "... requires 1-2 assst
with ADL's; Goal: Resident will be kept clean, dry,
comfortable and appropriately dressed and
groomed with assistance as needsd on a daily
basls; Approach: check to assure that ADL's have
been performed to usual standards...provide 1
asslst for dressing as needed...provide 1 assist
for oral care q (every) day as needed...provide 1
assist for shaving 2 times a week and as
needed...provide 1 assist for hair care at least bid
(twice dally) as needed...Provide 1 assist for 2
times weekly shampoo & shower..."

trimmed, teeth brushed, etc.

HOW WILL YOU
IDENTIFY OTHER
RESIDENTS HAVING THE
POTENTIAL TO BE
AF¥FECTED BY THE
SAME DEFICIENT
PRACTICE?

2)

All residents have the
potential of being affected
by this. The DON, LPNs on
. duty and MDS Coordinator
observed for any other
resident that may have been
affected,

Na gtyen res
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STATEMENT OF DEFICIENGIES X1) PROVI PRL '
I T oo ey
44E232 B. wWiNG : — 05/04/2016
NAME OF PROVIDER COR SUPPLIER S5TREET ADDRESS, CITY, STATE, Z|R CUDE

BLEDEOE COUNTY NURSING HOME

167 WHEELERTOWN AVENUE
PIKEVILLE, TN 37367

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG GROSS-REFERESIESE'EONJ%E APPROPRIATE DATE
F 312 Continued From page 4 F 312 .3.) WHAT MEASURES WILL
Medical record review of the Certified Nursing . BE PUT INTO PLACE OR
Assistant (CNA) treatment record revealed the WHAT CHANGES WILL
resident was scheduled for 2 showers per week. YOU MAKE TO ENSURE
Review of the CNA treatment record far 1/16 THAT THE DEFICIENT
revealed the resident received 4 showers and 1 PRACTICE DOES NOT
bed bath, in 2/16 the resident received 6 RECUR?
showers, in 316 the resident recelved 7 showers, !
and in 4/16 the resident received 6 showers, éher?iiaN and -1;’11'55
cordinator will devize a
Medical record review of the Medication daily check list of required
Administration Record { MAR) reveale_d the ADL care for all residents.
resident was to recelve Valium (sedative) 15 mg The C.N.A.s will complete
{milligrams) prior to nail frimming and received this check list for each
the medication on 1/15/1 8, 3/3/16, and 4/20/18. ident daily with th
The resident received no medicatlon prior to nail Tosiden ¥ ™ 1
trimming during the month of 4/185, ' t%hﬂrg: Ni?:lfe Gilj?tﬂ?ng at
e end of the 5 or
Observation of the resident on 5/2/18 at 11:10 AM completion. The DON and
revealed the resident was in his wheelchair, MDS Coorgdinator will
self-propelling toward the main dining room, with monitor compliance at least
his hair uncombed and dirty, unshaven, teeth did 3 titnes a week and re-
not appear to have been cleaned recently, had a inservice as needed. ,
foul odor about him, and his fingernails were Inservices will be conducted
extremely long {(approximately 1 .8-2.5") with dark . :
debris undermeath. . sh;"éga:idglfag?:&?m
Ohservation of the resident on 6/3/16 at 11:10 AM service by June 1, 2016.
and 3:44 PM, ravaaled the resident was lying in L
his bed with a brief on, with his hair uncombed T T e
and dirty, unshaven, teeth did not appear to have
been cleaned recently, had a foul odor about him,
and his fingemnails were extremely long
{(approximately 1 -5-2.5") with dark dabris
underneath. .
Observation of the resident on 5/4/16 at 8:25 AM,
in the resident's room revealed the resident was
lying in his bed with a brief on, with his hair
uncombed and dirty, unshaven, teeth did not
FORM CMS-2587(02-99) Previous Versians Obsolete Evant ID:BGJ311 Fagllky 1D: TNO40
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB r?g O%Fég?o\:g%? '
STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPFLIERICLLS MU ; ‘
AND PLAN OF GORRECTION r_)1::.earruqcxwro:q NUMBER; ﬁU{L[;-:;PGLE CONSTRUGTION m’é’éﬁifé’r?f"
44E232 B, WING 05104.’2'_016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE .
167 WHEELERTOWN AVENUE
BLEDSOE COUNTY NI.IIRSI NG HOME ' PIKEVILLE, TN 37367
Y STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION X8
i (EA(:sl-lf' DEFCIENGY MGy BE PRECEDED BY FULL FREFX (EACH CORRECTIVE ACTION SHOULD BE O e ION
TAG REGULATORY UR LEC IDENTIFYING INFORMATION) TAG : CROSS_—REFEREBI(E:FEIg"ég ér%E APPROPRIATE
F 312 | Continued From page 5 F 312 4) HOW THE CORRECTIVE

appear ta have been cleaned recently, had a foul ACTION(S) WILL BE

odor about him, and his fingernails were MONITORED TOQ ENSURE

extremely long (approximately 1.5-2.5") with dark THE DEFICIENT

debris underneath. FRACTICE WILY., NOT

RECUR?

Observation of the resident on 5/4/16 at B:05 AM,

In the resident's raom with the Director of Nursing The Charge Nurses will

(DON) revealed the resident was lving in his bad monitor each shift for

with a brief on, appeared disheveled with his hair _ compliance. -The DON agd

uncombed and appeared dirty, unshaven, teeth the MDS Coordinator will

did not appear to have been cleaned recently, monitor at least 3 times a

head a foul odor about him, and his fingarnails k £ i

were extremely long (approximately 1.5-2,6") with week for compliance and

dark debris underneath. The DON Iifted the : measures will be reported

resident’s sheet to reveal the resident’s toenails through QA quarterly.

which were extremely long (approximately 2-3.5% ——— —
with dark debris underneath. Interview with the

DON confirmed the resident did not receive ADL
care according to the facility’s standards.
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