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A BUILDING
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44E232 08/26/2012
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(X4} ID SUMMARY STATEMENT OF DEFICIENGIES , 0 PROVIDER'S PLAN OF GORREGTION (%5}
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TAG REGULATORY QR LSC IDENTIFYING INFORMATION; TAG cnossaEFeneggaa 'rg ;&{1}5 APPROFRIATE DATE
FICIE

F 1551 483.10(b)(d) RIGHT TO REFUSE: FORMULATE F155| ¢ 35 /g /9/.2
§8=D | ADVANCE DIRECTIVES "'"_

The resident has the right to refuse treatment, to 1) WHAT COLIHBEE C:“ VE

refuss to participate in expserimental research, ACTION WIL OSE

and fo formulate an advance directive as ACCOMPLISHED FOR TH

specified it paragraph (8) of this section. RESIDENTS FOUND TO BE

AFFECTED BY THE '
DEFICENT PRACTICE?
ghis REQUIREMENT is nof met as avidenced Staff ( nurses, ¢.n.a.’s,)were
y: i to t the

Based on medical record review and interview, E‘.S t::m? ?_::};ii‘: 1o refuse to be

the facility failed to respact the residant's right to Ights of a

refuse treatment for one resident {#38) of - weighed.

twenty-four resigents reviewed,

The findings included:

Resident #38 was admitted to the facility on

September 11, 2009, with diagnoses including 1.) HOW WILL YOU
Urosepsis and Diabetes Mefiitus, IDENTIFY OTHER
RESIDENTS HAVING

Review of the Quarterly Minimum Datg Set dated

‘ THE POTENTIAL TO
June 20, 2012, revealed the resident had ho BE AFFECTED BY THE
cognitive impairment and was totally dependent ' SAME DEFICIENT
on staff for tolleting and bathing, PRACTICE?
Medical record review of the Care Plan dated
Seplember 25, 2009, and updated quarterly o
revealed, "...Rasident is extensive to total All resident’s charts were
dependent for ail ADL's {Activities of Daily reviewed by the D_ON,
Living)...Verbally prompt resident to perform Social Services Ditector and
seif-care and make choices as much as MDS Coordinator for
possible,,.” potential residents, no other
o ) residents were found to be
Medical record review of the Licensed Nurses affected.
Notes dated July 10, 201 2, revealed, *.. Was
informed by CNAs that resident had refused to Oont Inwed
(X8) DATE

LABORATORY DIRECTOR'S ’_ﬁ:;ROWDEFUSUPPL[ER REPEESENTATWE'S SIGNATURE TITLE
i

At Belmi nighedo- 10717 [

v f {
Any deficiency statement ending v.&h 2n astarisk {*) denolas a deflcloticy which the institutlon may ba excusad from carrecting providing it is determined that
r i : (385 Instruclions.) Except for nursing homes, the findings stated abova arg disclosable 90 days
following the datae of survey whether or not a plan of cotrection is provided, For nursing homas, the ehove firdiings and plans of correction are dusdos;;bla 14
days following the date these documents ara made avallabla to the faclllly. if deficiencies are cited, an approved plan of corraction is requislia to conlinuad
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NAME OF PROVIDER QR SUPPLIER

BLEDSOE COUNTY NURSING HOME

STREEY ADDRESS, CITY, STATE. ZIP CUDE
107 WHEELERTOWN AVENUE

PIKEVILLE, TN 37387

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES A b PROVIDER'S PLAN OF CORRECTION Xs)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
3.) WHAT MEASURES
F 155 | 483.10(b)(4) RIGHT TO REFUSE; FORMULATE F 155 WILL BE PUT INTQ
$8=D | ADVANCE DIRECTIVES PLACE OR WHAT
. . SW U
The resident has the right to refuse treatment, to mﬁ% ENISL[]]JR“I;O
refuse to participate in experimental research, THAT THE DEFICIENT
and to formulate an advance directive as
specified in paragraph (B) of this section. PRACTICE DOES NOT
RECUR?
This REQUIREMENT is not met as evidenced Inservice to nursing home staff by
tgz:ased on medical record review and interview the DON on 10/18/12: Will review
A TV 1 1 1 4 3 !
the facility falled to respect the residents right to posident rights and disouss resident’s
refuse treatment for one resident (#38) of retusal to be weighed will be
twénty-four residents reviewed. granted. : ,
Will continue with Resident Rights
The findings included: Bingo during annual updates and
orientation for employees.
Resident #38 was admitted to the facility on
September 11, 2009, with diagnoses incliding Staff who cannot attend inservice
Urosepsis and Diabetes Mellitus, will have 1: | instructions by the
Review of the Quarterly Minimum Data Set dated DON
June 20, 2012, revealed the resident had 1o
cognitive impairment and was totally dependent
on staff for toileting and bathing.
Medical record review of the Care Plan dateq .
September 25, 2009, and updated quarterly 4.) HOW THE CORRECTIVE
revealed, "...Resident Is extensive to total ACTION(S) WILL BE
dependent for all ADL's (Activities of Daily MONITORED TO ENSURE
o D). verbaly Ko ehaioes st o perfrm THE DEFICIENT PRACTICE
e e and make choices as much a WILL NOT RECUR?
possible...
Medical record review of the Licensed Nurses C.N.As will inform the Charge
Notes dated July 10, 2012, reveaied, "...Was Nurse of any resident’s refusal to be
informed by CNAs that resident had refused to weighed and it will be documented .
in the resident’s chart. The DON Ko ﬁnqw
LABORATORY DIRECTOR'S OR PROVIDER/SURPLIER REFRESEN TASVES SIGNATURE “TITLE {X6} DATE
A . Admi pistredos 10/t 7 Ji>

. Y Fi [
Any deficlency slatement ending \'ﬁh an astarlsk (*) danctex a deficlency which the institution may be excused from corecting providing it Is detefmined thar
other safeguards provide sufficlent protection o the batiants, {Ses Instructions,) Except for nursing homes, the findings stated above are disclosable 90 days

g homes, the above findinga and plans of camection ara disciosabla 14

days fallowing the date thosa dotumeants are made avallable to the facility. if deficiencles & cited, an appreved plan of comection is requisile to continusd

Program parllcipation.
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STATEMENT OF DEFICIENCIES xf) PROVIDER/SUPPLIER/CLIA, {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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44E232 B Wi 09/26/2012
NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF CODE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN QF CORRECTION {X5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED RY FULL PREFIX- {(EACH CORRECTIVE AGYION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENGY)

F 155 | Gontinued From page 1 F155|  will monitor all refusals and re-

weighed (sp) for the month...After speaking (with) assure staff of legalities of refusals.

soclal services and care plan coordinator this DON will review the chart of any

charge nurse and another charge nurse Informed refusals for reasons, etc. Results

resident th“at (resident) couldn't refuse to be will be taken and reported to QA..

weighed, Will monitor and repori for 6

Interview with the Diractor of Nursing (DON) on months.

September 25, 2012, at 1:30 p-m,, in the Chapel,

confirmed the facility told the resident the resident

could net refuse to be waighed and the facllity

had failed to respect the resident's right to refuse, { l /
F 167 | 483.10(g)(1) RIGHT TO SURVEY RESULTS - F 167 F_167_ . /1fre02,
$8=C | READILY ACCESSIBLE r '

i 1) WHAT CORRECTIVE

A resident has the right to examine the results of | ACTION WILL BE

the most recent survey of the facility conducted by " ACCOMPLISHED FOR THOSE

Federal or State Surveyars and any plan of RESIDENTS FOUND TGO BE

correction in effect with respact to the facility. A¥FECTED BY THE

The facility must make the results available for DEFICENT PRACTICE?

examination and must post in a place readily \

accessible to residents and must post a nofice of The survey results were copied,

their availability, placed in a binder and placed in the

lobby at a level accessible to
wheelchair oceupants.
This REQUIREMENT is not met as evidenced 2) HOW WILL YOU
by: IDENTIFY OTHER
Based on observation and interview, the facility RESIDENTS HAVING

failed to ensure stata survey results were readily THE POTENTIAL TQ'

accessible for alf residents, BE AFFECTED BY THE

The findings included: [S,ﬂgﬁggﬁcmm

Observation.on September 25,2012, at 11:00 : : :

a.m., in the hallway near the nurse's station, DON.’ ?mal Services Direator,

revealed the state survey rosults ware in 5 Administrator and MDS .

notebook lovated in a plastic container attaghed Coordinator have observed residents .

2 ontipaed
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FORM APPROVED
—CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 .
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%3} MULTIPLE CONSTRUGTION {X3} DATE SURVEY
AND PLAN OF GORRECTION IBENTIFICATION NUMBER: GOMPLETED
A BUILDING
44E232 B WING 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
107 WHEELERTOWN AVENUE
BLEDSOE cou U
OE COUNTY NURSING HOME PIKEVILLE, TN 37367
{%4) I SUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN OF CORREGTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
F 155 | Continued From page 1 F 185
weighed (sp) for the month.. After speaking (with)
soclal services and care plan coordinator this
charge nurse and another charge nurse informed
resident that (resident) couldn't refuse to be . .
weighed,.." e (;Mf; reed —
Interview with the Director of Nursing (DON) on In wheelchairs to see if they are able
September 25, 2012, at 1:30 p.m,, in the Chapel, to obtain the survey resuits, no other
confirmed the facility told the resident the resident resident has been affected,
could not refuse to be weighed and the factiity
had failed to respect the resident's tight 1o refuse. ,
B B
WILL BE PUT INTO
A resident has the right to examine the resuits of PLACE OR WHAT
the most recent survey of the facillty condusted by CHANGES WILL YOU
Federal or State surveyors and any plan of MAKE TO ENSURE ;
correction in effect with respact to the facility. THAT THE DEFICIENT :
PRACTICE DOES NOT
The facility must make the resuits available for 9
P ; RECUR?
examination and must post in a place readily
accessibie to residents and must post a notice of The DON will conduet an inservice
their availability. .
10/18/12 regarding the survey :
results including maintaining
accessibility of the survey results for
This REQUIREMENT is not met as evidenced wheelchair occupants. Inservice
by: consisted of Nurses, C.N.A.'s, ‘
Based on observation and interview, the facility housekeeping, activity staff,
failed to ensure state survey resulls were readily maintenance and social services !
accessible for all residents, staff. '
The flnd'ngs inCIuded: StaffWhg capnat attend insewice
Observation on September 25, 2012, at 14:00 Will have 1:1 instructions by the
a.m.,, in the hallway near the rurse's station, DON_ e
revealed the state survey resulls were in a .
notebook located in a plastic container attachad Ceon #'n deed
FORM CMS-2587(02-99) Previcus Versions Obisclets Event [D;LEMS11 Facllity 1D; TND401 i continuatlon shest Pags 2 of 37



DENov. 1. 2012 2:41PM 1nnERLANGER BLEDSOE ADM 4234475269 Vo 1150prat; 5 1012012

TR T FRAVIRIN SV ILED FORM APPRO\’ED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391_
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {(X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
A BUILDING
B,
44E232 e 09/26/2012
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY. STATE, ZIF CODE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37367
*4) ID SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOUED BE COMPLETION
TAG REGULATORY OR Lg¢ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
4.) HOW THE CORRECTIVE
F 187 | Continued From page 2 F167, | ACTION(S) WILL BE
fo the wall approximately five feet from ground MONITORED TQ ENSURE
level. Further observation revealed the resufts THE DEFICIENT PRACTICE
were not accessible to any residents who were WILL NOT RECUR?

confined to a wheelchair without asking for

The DON and the Administrator
assistance from staff, -

will monitor (observe/look) for

) . proper placement of the survey

Intarview with the Director of Nursing on :

September 25, 2012, at 11:00 a.m., near the rei‘;g:;r: ?rmghﬂ;?tﬁr? aa level

survey results, confirmed the survey results were | Eosessible fo wheelchair accupants,

posted too high for residents who were in a Will report any variances to QA

wheelchair and were not readily accessible. L Suartetly, —_—
F 221 | 483.13(a) RIGHT TO BE FREE FROM Fza21f |F 221 ; ///'9/ A
$8=D | PHYSICAL RESTRAI NTS '

1) WHAT CORRECTIVE

The resident bas the right to be free from any ACTION WILL BE

physical restraints imposed for purposes of ACCOMPLISHED FOR THOSE |

?iscu;gne or convenienge, and not required to RESIDENTS FOUND TO BE j

reat the resident's medical symptars, AFFECTED BY THE ;
DEFICENT PRACTICE?

This REQUIREMENT s not met as evidenced . PPN
by: Resident #13: A “Pre-restraining
Based on medical record review, faility policy Assessment was completed by the
review, observation, and interview, the facility charge on 10/11/12 to reflect
failed to complete 3 pre-restraining assassment resident’s current ability and the
prior to applying a restraint for two residents (#13,

' for a truck restraint.
#35) of four residents reviewed. Ineed ?
. ) ‘Resident #35: An additional “Side
The findings inciuded: . rail Assessment” was completed by
Resident #13 was admitted to the facily on May the charge nurse on | dfg.' i 2
19, 2009, with diagnoses including Diabetes reflect the need for additiona

Mellitus, Hypertension, Congestive Heart Failurg, rails on 9/24/12,
and Mantal Retardation ——

Medical record review of the annual Minimum .
Data Set (MDS) dated May 30, 2012, revealed- C’oﬁ-téwzfd

the resident had severe cognitive impairment,

FORM CMS-2567(02-89) Previous Verslons Obsolets Event ID:LaMB11 Facility ID; TNO401 i continuption sheat Page 3of37




Nov. 7. 2012 2:41PM annERLANGER BLEDSOE ADM 4234475289 No. 1750pRuf: _: 1ams2012
DE OV L tvle 48 e ANDS o OVLNVILED FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB ND. 09238-0381

STATEMENT OF IE|
ANO PLAN OF CORRETION> | ) PROVIDERISUPPLIERICLIA O MULTIPLE GONSTRUCTION O ConpLETD
A. BUILDING
B. WING
44E232 09/26/2012
NAME OF PROVIBER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ’
BLEDSOE COUNTY NURSING HOME 107 WHEELERTOWN AVENUE
PIKEVILLE, TN 37387 .
X SUMMARY STATEMENT QF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION s}
PRERIX (EACH DEFICIENGY MUST BE PREGEDED BY FuL) PREFIX (EACH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 221 Continued From page 3 F221p | 2.} HOW WILL YOU

required supervision for transfers, required limited _ IDENTIFY OTHER
assistance for Activities of Daily Living {ADL’s}, : RESIDENTS HAVING |
Medical record review of the quarterly MDS dated i BE AFFUCTED BY THE |
August 28, 201 2, revealed the resident used a SAME DEFICIENT. !
trunk restraint daily, PRACTICE? :'

. . { All resident’s charts were reviewed |
Review of facllity policy, Restraints (physical), no ‘ by tlr::i)ON ?:'ith parﬁ:,[ar '
date, revealed . assess resident's need for ‘ attention to residents restrained), for
restraint use.. list medical Symptoms to be treated let fa'p L
and methods to reduce and eliminate restraint,.* completeness of 2 “Fre-restraining

Assessment. No other residents

Medical record review revealad no Pre-restraining were found to be affected.
assessment had been completad. __Thisl was completed by 10/12/12
Observation on September 24, 2012, at 10:13 3.) WHAT MEASURES
am,, ir] the dining room, revealed the resident WILL BE PUT INTO
sitting in & wheelchair with an econo-helt (safety PFLACE OR WHAT
belt restraint) in use, CHANGES WILL YOU
Interview with the MDS Coordinater on MAKE TO ENS
September 25, 2012, at 8:23 i ' THAT THE DEFICIENT

: ) ) " am, in the nurses . DO NOT
station, confirmed the facility failed to complete 2 _ PRACTICE DOES :
pre-restraining assessment prior to placing a RECUR?
restraint for resident #13, | Inservice (to nurses) will be conduct

) by the DON on 10/18/12; will
Resident #35 was admitted to the facility on review the admission process,
Jan_uary 4, 2011, with diagnoses including restraint policy and “Pre-
hpﬂenphe'r?l Vascular Disease, Hyperlipidemia, and restraining” Assessment and Side

alnutrition. Rail Assesstnent,
Medical record review of the side rail assessment ‘
with no date revealed a recommendation of no | Staff (mursing stan who cannot
side rails to be usad, | attend inservice will have 1:1
 instructions by the DON
Observation on September 24, 2012, at 2:55 T—— T
P-m., in the resident's room, revealed the resident Con ,Z +ypoeed
FORM CMS-2567(02-99) Previgus Verslons Obsolate Rvent [D: LBMS11 Faclity 10: TND401 If conlinuation sheet Page 4 of 37
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closed,

extendad over the hed.

Observation in the resident's room with the
Diractor of Nursing (DON) on September 24,
2012, at 3:10 p.m., revealed the resident had
three side rails in the raised position,

tnterview with the DON on Seplember 25, 2012 at
3:05 p.m., at the Nurse's station, confirmed the
sidle rail assessment recommended no side rajls,

Observation on Sept 26, 2012, at 8:05 am,,
revealed two upper side rails in the raised
position with the resident lying in bed with eyes

Interview with Licensed Practical Nurse #1 (LPN
#1) on Septemn
resident's room, confirmed the two upper side
rails were in a raisad Position and the
assessment stated no side rails.

Interview with LPN #1 on September 26, 2012 at
10:40 a.m., in the resident's room, confirmed
when the three rails are in a raised position with
the over the bed table over the bed the resident
was restricted from getting out of hed.

F 241 483.15(a) DIGNITY AND RESPECT OF

88=E | INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintatns or
enhances each resident's dignity and respect in

ber 26, 2012, at 8:30 a.m., in the

Assessment”

F 241

The DON will review al| new

* admission’s charts for the
completeness of “Pre-restraining
Assessment” and the “Side Rail

Resuits will be taken to QA
quarterly for & months,

VIR ULIAY LD FDRM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIBRICLIA (%2) MULTIPLE CONSTRUGCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATICN NUMBER; COMPLETED
A BUILDING
44E232 8 WING 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, 2IP ¢ODE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSBING HOME PIKEVILLE, TN 37367
SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORREGTION (%5
A’ég:l& (EACI'liJ DEFICIENEY Mus;~I ;E gaéchEEg BY FULL r-algmx (EACH CORREGTIVE ACTION SHOULD BE COMELETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
Fa221 C_onﬂnued From page 4 . F 221 4) HOW THE CORRECTIVE
lying in bed with wo half side rails at the head of ACTION(S) WILL BE
the bed.in the raised position, and one half side MONITOREY TO ENSURE
rail at the foot of the bed on the left side in the THE DEFICIENT PRACTICE
raised position. Further observation revealed the CUR?
over bed table at the right side foot of bed WILL NOT RE :

FORM CMS-2587(02.08) Previoug Verslons Obzalgte Event ID:LBMATT

Faclitty 1D: TND401
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STATEMENT OF DEFICIENCIES
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HTVIVIAN JERVILEY

CENTERS FOR MEDICARE _& MEDICAID SERVICES

No. 1750prl. _ % 100512012

FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDERISUPPLIER/CLIA

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANC PLAN OF CORRECTION IDENTIFICATIGN NUMBER: COMPLETED
A. BUILDING
44E232 B.Wing 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
107 WHEELERTOWN AVENUE
BLEDSOE ICOUNTY NURSING HOME | PIKEVILLE, TN 37387
U AT TG ICHh PROVIDER'S PLAN OF CORRECTION Xs)
F(’Jé‘gllg( (EACSH gﬁg}gﬁ& nﬁﬁﬁlae :RDIE(;EDES?\E?WLL PRIIIE)FIX {EACH CORRECTIVE ACTION SHOULD BE COM;;L_EETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERESEE!%TEEJ\I;I}E APPROPRIATE
F 241/ Continued From page 5 F241| | F 241
full recognition of his or her individuality. b fia
1) WHAT CORRECTIVE | |//] 4
‘ ACTION WILL BE
This REQUIREMENT is not met as avidenced ACCOMPLISHED FOR THOSE |
by: FOUNDTOBE
Based on medical record review, observation, ﬁgﬁ%sng THE ;
and interview, the facility failed to maintain ENT PRACTICE? }
resident dignity for two residents (#42, #30) DEFICENT ' ;
during a dressing change and three residents (%2, ) "
#29, #43) during an acoucheck, of twenty-four t Residents # 42 and #30: The do_c.r :
sampled residents. " was closed and the privacy curtain
was pulled during the next dressing |
The findings included: * change. Also, no medications were %
. . inistered during dressin :
Resident #42 was admitted to the facility on June Zg;m;: " g 5 i
7, 2010, and readmitted on September 13, 2012, , Changes. ‘;
with diagnoses including Multiple Trauma, - . A, ; j
Osteomylitis, and lschial Wounds, - Residents # 2; #29; #43. purmg thei
' next accu~check these remdent? i
Observation on September 25,2012, at 1:40 _ were taken to the }ibrany for privacy ;
P.m., in the resident's room, revealed Licensed - and were stuck. prior to meal tray
Practical Nurse (LPN) #3 in the process of a | being served.
dressing change to the resident's buttocks, Lo e
Continued cbservation at this time revealed LPN ! !
#2 knocked on the door, entered the room, the 2.) HOW WILL YOU i
privacy curtain was not pulled, the resident’s IDENTIFY OTHER !
buttocks was visible, and LPN #2 administered RESIDENTS HAVING {
the resident's medications during the dressing THE POTENTIAL TO |
change. BE AFFECTED BY THE |
: . SAME DEFICIENT '
Interview on September 25,2012, at 3:15 p.m., in PRACTICE?
the medication réom, confimmed not pulling the .
privacy curtain, and administering medications - -+ - Dbservations of finger
dur_i_ng a dre:ssi_ng change did not promote the sticks and dresging changes
resident's dignity and privacy. were conducted by the DON
. . . for the daily next week, no
Resident #30 was admitted to the facility on July .
12, 2012, with diagnoses including Cerebral __?Ither resident was affectef:l:
FORM CMS-2667{02.98) Previous Verslons Obsalata Evant 10; LBMB11 Facilky 10; TNOQ401 If sontinuation sheet Page B of 37
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STATEMENT QF DEFICIENGIES (X%) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. COMPLETED
A. BUILDING
B. WING '
44E232 w 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37367
SUMMARY STATEMENT OF DEFIGIENGIES PROVIDER'S PLAN OF CORRECTION (x5)
éﬁ‘gl-!g{ (EACH DEncrEﬁcv I\IdELTST BEO PRECEDED BY FULL pn'é’m {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 241] Continued From page 6 F 241 3.) WHAT MEASURES
Vascuiar Accident, Dementia, and Atria WILL BE PUT INTQ
Fibrillation, PLACE OR WHAT
HANGE 1ILL YOU
Medical record review of the quarterly Minimum c GES W
MAKE TO ENSURFE
Data Set, dated July 25, 2012, revealed the
i ; THAT THE DEFICIENT
resident scored a 13 on the Brief Interview for
Mental Status indicating the resident wag PRACTI(_:E DOES NOT
cognitively intact and required limited assistance RECUR?

with activities of daily living.

Observation on September 25, 2012, at 3:00
p.m., in the resident's raom, revealed LPN #4,
changing the resident's dressing to the laft heel,
Continued observation revealed the nurse failag

to close the resident's door prior to beginning the
dressing change,

Interview with LPN #4 on September 25, 2012, at
3:10 p.m., outside the resident's room, confirmeg
the LPN failed to close the resident's door prior to
beginning the dressing ¢change.

Resident #2 was admitted to the facility on August
98, 2010, with diaghosis of Diabetes Meliitys.

Observation on September 25,2012, at 11:18
a.m., in the dining room, revealed the resigent
eating lunch. Further observation at this time
revealed a LPN rsmoved the resident from the
dining roem and {ook the resident to the hallway
for LPN #3 to perform an accucheck,

Rasident #29 wag admitted fo the facility on
November 14, 2008, with diagnases including
Diabetes Mellitus, Hypertension, Seizure
Diserder, and Mental Retardation.

Observation on September 25, 2012, at 11:15

Inservice (to nurses) will be
conducted on 10/18/12 by the DON.
Privacy and Dignity during dressing
changes as well as during accu-
checks will be discussed and staff
will be informed to take resident(s)
to the library or to their room to
perform aceu-checks 15-30 minutes
prior to meals. Ifthe resident(s) is
already in the dining room, they will

. be removed from the public and

" taken to a private room to be styck
first before resident(s) in the room.,

Staff (hurses) who cannot attend
inservice will have 1:1 instructions
. by the DON

3 o '%‘!-H“ ‘:d
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P. 11
= 9. GER BLEDSOE ADM 47344757289 No. 1750pruP. _ 111010512012
DEMov. ] 201, 1: 42PM ANpERCANGER BLEDSOE FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEF[C]ENCIES X1 'PROVIDER)'SLIFFUER{GLM (X2 MULTIPLE CONSTRUCTION (*32) DATE SURVEY
AND PLAN OF CORRECTION 1IDENTIFICATION NUMBER; COMPLETED

A, BUILDING
44E232 B.WinG 09/26/2012
NAME OF PROVIDER OR SUPPLIER

BLEDSOE COUNTY NURSING HOME

STREET ADDRESS, CITY, §TATE, ZIP ¢ODE
107 WHEELERTOWN AVENUE
PIKEVILLE, TN 37367

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S FLAN OF CORRECTION (xs}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATGRY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 241} Continued From page 7 F241| 4) HOW THE CORRECTIVE
a.m,, in the dining room, revealed the resident ACTION(S) WILL BE
eating lunch. Further observation at this fime MONITORED TQ ENSURE
revealed a LPN remaved the resident from the THE DEFICIENT PRACTICE
dining room and took the resident to the hallway WILL NOT RECUR?
for LPN #3 to perform an accucheck and The DON (or assigned su bstitute)
administer insulin. will monitor (observation) for
. _ . compliance during dressing changes
Resident #43 was admitted to the facility on June and accu-checks, weekly for 6
28, 2012, with diagnoses including, Dlabetes months and report to QA quarterly
Meliitus, Paralysis, Dysphagla, and Aphasia, P d v
Observation on September 25, 2012, at 11;20
a.m., in the dining room, revealad the resident
eating funch. Further observation at this time
fevealed a LPN removed the resident from the
dining room and took the resident to the haliway
for LPN #3 to parform an accucheck and
administer insuylin.
interview on September 25, 2012, at 11:30 am,
with LPN #3, in the haliway, confirmed removing
the residents (#2, #29, #43) while eating to
perform an accucheck and administer insulin to
(#2, #29, #43), in the hailway, did not promote the
resident's dignity. . : i
F 248 483.15(e)(1) REASONABLE’ACCOMMODATION F 248 - F_246 L /. /A?/’ A
88=D | OF NEEDS/PREFERENCES '
'1L) WHAT CORRECTIVE
A resident has the right to reside and receive i ACTION WILL BE _
services in the facility with reasonable : ACCOMPLISHED FOR THOSE :
accommodations of individuat needs and - RESIDENTS FOUND TO BE :
preferences, except when the healthl or safety of AFFECTED BY THE |
the individual or other residents would be 9 i
endangered. DEFICENT PRACTICE? |
Resident #3 and resident # 24: The !
call light was properly attached to |
This REQUIREMENT is not mel as evidenced the bed within reach of the resident.
FORM CMS-2567(02-09) Previcus Versions Obsolate Event 1D:LEMS11 Fadility 1D: TNO4o1 If continualion sheet Psge 8 of 37




No. 1750pR1P. 12 1010502012
“Mov. 7. 20107 2:42PM ANCERLANGER BLEDSOE ADM 423447589 FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT Op DEFICIENCIES [13)) PROWDER!SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTIQN IDENTIFICATION NUMBER; COMPLETED
A. BULDING
44E232 B. WING 09/26/2012
NAME QF FROVIDER QR SUPPIER STREET ADDRESS, CITY, STATE, zip CODE
167 WHEELERTYOWN AVENLE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37367
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 10 FROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 248 | Continued From page 8 F 246 2.) HOW WILL YOU
by: _ IDENTIFY OTHER
Based on medical record review, cbservation, ; RESIDENTS HAVING ,

and Interview, the facility failed to ensure the call ! THE POTENTIAL TO

light wafs in reach for two residents (43, #24) of i BE AFFECTED BY THE |

twenty-four residents reviewed, l SAME DEFECIENT

The findings included: | PRACTICE?

The DON performed observation :
Resident #3 was admittad to the facility on June rounds weekly for approp.

| resident's raom, confirmed the calf light was out

28, 2011, with diagnoses including Dementia,
Hypertension, Osteoarthritis, and Aizheimers
Disease,

Medical record review of tha Annual Minimum
Data Set (MDS) dated July 11, 2012, revesied the
resident had severely impaired cognition, and
required limited ta Sxtensive assistance with all
aclivities of daity living {ADLs).

Medical record review of the care plan updated
September 19, 2011, revealed, ".. f)| from
standing positian. Potential for furthar falls.. keep
caltlight in reach at a)| times when in raom. "

Observation on September 23, 2012, at 3:00
p.m, in the resident's foom, revealed the resident
Was lying in bed and the call light was dangling
below the bed, in betwaen the mattress and the
side rails, out of reach for the resident.

Interview with the resident on September 23,
2012, at 3:00 p.11., in the resident's room,
revealed the resident, when asked, stated the call
light was used to call far help,

Interviow with Certified Nursing Assistant {CNA)
#7 on September 23, 2012, at 3:00 p.m., in the

placement of call lights. Duting
observation periods no other call
lights were found to be ot of reach.

3) WHAT MEASURES
WILL BE PUT INTO
PLACE OR WHAT .
CHANGES WILL YOU
MAKE TO ENSURE
THAT THE DEFICIENT

' PRACTICE DOES NOT |
RECUR? '

i Inservice will be conducted by the
DON 10/18/12. Staffwill be
insttucted on proper placement of
call lights in bed as well as when in
a chair in the room. (Staff ingerviced
were: Nurses, ¢.n.a.s, housekeeping,
activities and socia] services)

Staff who cannot attend inservice
will have 1:1 instructions by the
DON

FORM CMS-2557(02-50) Provious Versiony Obsalele

Event D:Lang1

Facillty ID; TND401

If continuation ehest Page 9ofar




Celov. 7. 20128 7:420M ANCERLANGER BLEDSOE ADM 4234475269 o 1750 pref. 13 1010572012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES X1) PROWDEWSUPFLIEWCLIA [(xzj MuLTIPLE CONSTRUCTION (X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER; COMPLETED
ABULOING -
44E232 8.wiNG 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Zp copE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY N URSING HOME PIKEVILLE, TN 37367
UMMARY STATEMENT OF DEFICIENGIES PROVIDER'S PLAN OF CORRECTION x8)
éﬁ‘u‘z’pﬁ (EA(?H D%IE??C?REU;IH BE ;RECE%ED BY FULL pn?wx (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR Lg0 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED To THE APPROPRIATE DATE
DEFICIENCY)
F 248 Continued From page g F246] 14) HOW THE CORRECTIVE !
of reach, and the regigent was capable of using ACTION(S) WILL BE
the cail light to cat for assistance, MONITORED TO ENSURE
THE DEFICIENT PRACTICE
Resident #24 was admitted to the facility on May  WILL, NOT RECUR>
14, 2010, with. diagnoses ihcluding Hypertansion, !
Osteoarthritis, Anemia, Edema, and Depression, The DON (or assigned sy bstitute)
i ounds at least weekly
Medical record review of the Quarterly MDSs ot Sonduct ot varins times, to
dated July 25, 2012, revealed thg resident hag i iance. Results wil] be
Severely impaired cognition. and was totally ensure comp torl
dependent on staff for all ADLs. reported to QA quarterly.
Medical record review of the care plan updated
on August 24, 2011, revealed, "._.at risk for
fallﬁnjury...keap call ight in reach at a| times
when in room., »
Observation on September 23, 2012, at 3:00
p.m., in the regident's room, revealed the resident
was lying in bed, with the call light wedged
between the padding on the side rail and the sige
rail, not visible to the resident, and out of raach
for the resident.
Interview with the resident on September 23,
2012, at 3:00 P.M., in the resident's room,
revealed the resident when asked, stateqd the call
light was used tp calt for help,
Interview with CNA #7 on September 23, 2012, at
3:00 p.m., in the resident's ropm confirmed the
call light was out of feach, and the resident was
capable of using the ca)) light to call for
assistance.
F 278| 483.20(g) - (j) ASSESSMENT F 278
88=0 ACCURACWCOORDINATION!CERTIFIED
The assessment Must accurately reflact the

FORM CM3-2567(02.99) Pravious Varstans Obeplets Event 10: L8Ma11 Faclllly ID; TND4p$ if continuation shagt Page 10 of 37




No. 1750 priP. 14

34475289 1 10052012
Nov. 7. 20127 2:43pMi ANLERLANGER BLEDSQE_ ADM 47 FORM APPROVED
CEn IERS FOR MEDICARE & MEDRICAID SERVICES OMB NO, 09380391
PERRSESREREY [ It e Tommiesim s
A. BUILDING
—_—
, W
44E232 8 Wiks 09/26/2012
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, 2P CODE
LEDS 107 WHEELERTOWN AVENYE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37367
(X4} D BUMMARY STATEMENT OF DERCIENGIES 2] PROVIDER'S PLAN OF CORRECTION {X5)
BREFIX (EACH DEFIGIENGY MyST BE FRECEDED BY FyrL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 278 Continued Fram page 10 Fa27s! |F 278 /
resident's status. 7
L) WHAT CORRECTIVE
A registered nurse must conduct or coardinate ACTION WILYL BE
each assessment with the appropriate ACCOMPLISHED FOR THOSE
participation of heglth professionals. RESIDENTS FOUND TO BE
. . AFFECTED BY THE
A registered nurse Must sign ang certify that the
assessment is compiated. DEFICENT P RACTICE?

Each individual who completes 5 portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies g Material and
false statement in g resident a8sseasment s
subject to a jvil maney penalty of not more than

resident assessment is subject to a civii mohey

Penalty of not mare than $5,000 for each
AsSsessment,

Clinical disagreament does not constitute a
material and falze statement,

This REQUIREMENT 15 not met as evidenced
by:

Based on medica) record review and interview,
the facllity fatled 1o ensure the accuracy of the
Minimum Data Set (MDS) for two residents {#52,
#49) of twenty-four residents reviewed.

The findings included:

Resident #52 was admitted to the facility on May

—t—

iResident #49: The MDSs :
*Coordinator com pleted an MDS
-madification on 9/26/12 to reflect

Resident #52: The MDs
Coordinator completed 5
modification on the care plan to
reflect accurate weight on 10-11-12

the correct date.

2) HOW WILL YOU
IDENTIFY OTHER
RESIDENTS HAVING
THE POTENTIAL TO
BE AFFECTED BY THE
SAME DEFICIENT
PRACTICE?

All MDS assessments were
reviewed by the DON and MDS

coordinator, no other resident was
found to be affected.

EET—

FORM CMS-2567(02-99) Praviouts Versipns Obsolats

Everit ID:LaMa14

Fadility ID: TNoa7

if contimsation shaet Page 11 of a7



UEWov. 7. 201%) 2:43%Manp ERLANGER BLEDSOE ADM 4234475289

U LNV IO

No. 175 0orinf.__1 5100572012
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT Of DEFICIENCIES 1) FROVIDER!SUPPLIERJCLIA {X2) MULTIPLE CONSTRUCTICN (X8) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
44E232 8. WING 09/26/2012

NAME OF PROVIDER OR SUPPIIER
BLEDSOE COUNTY NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
107 WHEELERTOWN AVENUE
PIKEVILLE, TN 37367

(X43 1D SUMMARY STATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN QF CORRECTION (%8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLl, PREFIX {EACH CORRECTIVE AGTION SHOULD EE COMPLETION
TAG REGULATGRY OR LSG IDENVIFYING INFORMATION) TAG cnos&nstﬂeggﬁglEg g%E APPROPRIATE DATE
F 278 | Continued From page 11 F 278 3) WHAT MEASURES
23, 2012, with diagnoses including Cerebral WILL BE PUT INTO
Vascular Accitlent and Hypertension, PLACE OR WHAT :
HANGE LYOU :
Medical record review of the MDS dated I(\:*[ AKE T(f &ISLURE v ;
September 14, 2012, revealed the resident was i
cognitively intact and had no weight loss, THAT THE DEFICIENT%
PRACTICE DOES NOT
Medical record review of the Care Plan dated RECUR? ‘
September 4, 2012, revealed " reg {resident) »
(greater than) 5% wt. {(weight) loss in 3 months...”
Interet ith the MDS Coordinat I:1 discussion with the MDS
Aterview with the aordinater on Coordinator by the DON o
September 25, 2012, at 4:01 p.m., in the Nurse's 10- 1r1 :12 rezg?r(ding accurate
station, confirmed the MDS was inaccurate and odifications and revisions
did not reflect the resident's weight ioss. Moditication -ons.
Resident #49 was admitted to the facility on April '
2, 2012, with diagnoses Including Hypertension,
Gastroesophageal Reflux Disease, 4.) HOW THE CORRECTIVE
Cerebrovascylar Accident, Arthritis, and ACTION(S) WILL BE
Depression, MONITORED TO ENSURE
. THE DEFICIENT PRACTICE
Medical record review of the MDS dated April 13, WILL NOT RECUR?
2012, revealed an admission date of Aprii 13,
2012. Continued medical record review of an The Care plan team ( MDS
admission Nurse's Note dateg April 2, 2012, coordinator, social services,
revealed the resident was admitted to the facility activities, distary)as well ag the
on April 2, 2012, DON will monitor each MDS and
; : . for accurate information
Interview with the MDS Coordinator on care plan for
September 25, 2012, at 12:00 p.m., in the MDS and appropriate dates, for 6 Tﬂths-
Coordinator's office confirmed the MpS Results will be reported to Q
admission date was incorrect quarterly.
F 276 | 483.20(d), 483.20(k)(1) DEVELOP F 279 S
$8=D | COMPRENENSIVE CARE PLANS
A facility must pse the results of the assessment
to develop, review ang revise the resident's
comprehensive plan of care,
FORM GMS-2567(02-09) Pravigus Varzlons Obaoletg Evant ID;L8Mat1 Facility ICx: Tp409 If continuation sheet Page 12 of 37




No. 1750pryP. 1810m5/2012

. 59
Yelov. 1. 2017 2:43PMANDERLANGER BLEDSOE ADN 42344752 FORM ABPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO. 0938.0391
STATEMENT OF DEFICIENCIES (KT} PRO\HDER!SUPPUERJCUA (X2} MULT|PLE CONSTRUGTIDN {X3) DATE SURVEY
AND PLAN OF CORRECTlQN anNTlFmATION NUMBER- COMPLETED
A. BUILDING
| . 44E232 BWiNG____ 09/26/2012
NAME OF PROVIDER OR SUPPLIER

BLEDSOE COUNTY NURSING HOME

STREET ADDRESS, CITY, 8TATE, 2IP copE
107 WHEELERTOWN AVENUE

PIKEVILLE, TN 37367

(%4} iD SUMMARY ST, ATEMENT OF DEFICIEN CIES

under §483.1 O(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on medigg record revigw, ohservation,
and interview, the facility failed to develop g
comprehensive ¢ara Plan for two residents (#a1,
#52} of twenty-four resident's reviewed,

The findings includeq:

Resident #31 was admitted to the facility on
October 22, 2011 with diagnoses including
Diabeteg Melflituys Typa 2, Hypertension,
Osteoarthritis, Insomnia, Hearing Loss,
Hypothyroidism, Advanced Demantig and
Alzheimer's Disegse,

was severely cognitively impaired and required

Medical review of the quarterly Minimum Data Set
(MDS), dateq July 5, 2012, revealed the resident

ID PROVIDER'S PLAN OF CORRECTION (*5)
PREFIx, (EACH DEFICIENGY MUST BE PRECEDED By Fli| FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 279 | Continyed From page 12 F 279 |F_ 279 !
) NIA
The facility. muyst develop a comprehensive care ' 1.) WHAT CORRECTIVE / /@//2
plan for each resident that includes measurable ! ACTION WILL BE f
objectives and timetablag to meet a resident's = j
medical, nursing, and mental and psychosocial ACCOMP%IS%D FOROT;IOSE '
needs that are identified in the comprehensive RESIDEN § FOUND TO BE
assessment. AFFECTED BY THE
DEFICENT PRACTICE?
The care plan myst describe the services that are
la be furnished o attain or malntain the resident's Resident #31 wil have another
highest practicable physical, mental, and activity assessment conducted to
psychosocial well-being as required under determine those activities that are
§483.25; and any services that would otherwise appropriate and what adaptations if |
be required under §483.25 but are not provided j 2Pprop Id be needed. Fami] i
due to the resident's exercise of rights under ohy would be needed. Family w
$483.10, including the right to refuse treatment i be consulted regarding the Types of

activities they want to see their ;
mother involved jn. i

Resident #52 will have another i
activity assessment com pieted to
determine if there are activities of
interest that can be ncorporated into,
his plan of care, '

FORM CMS-2567(02-90) Previous Versions Obsolate

Event 1D: LeMg 1 1

Faclilty i0: Tio4gt If continuation shast Page 13of37



F 2:43PM ANCERLANGER_BLEDSOE ADM 4234475289 No. 1750 pif., 17 om0tz

oy, 7. 2012 FORM APPROVED
~ CENTERS FOR MEDICARE & MEDICAID SE VICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES x1) PROWDER!SUDPLIERIGLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORREETION IDENTIFICATICN NUMBER: GOMPLETED
A BUILCING
44E232 B Wine 09/26/2012
PR — S
NAME OF PROVIDER DR SUPFLIER STREET ADDRESS, CITY, STATE, 2IF cope
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURBING HOME _ PIKEVILLE, TN 37357
X4) ID SUMMARY STATEMENT QF DEFICIENGIES 1D FROVIDER'S PLAN OF CORRECTION {XS)
PREFIX {EACH DEFICIENGY MUST B PRECEDED BY FuL( PREFIX (EACH CORRECTIVE ACTION SHOULD BR CoMPLEnoN
TAG REGULATORY OR LsC IDENTIFYING INFORMATION} - TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
f
F 279 Continued From page 13 F279| |  2) HOW WILL vyoU
extensive assistance with activities of daily living. ! IDENTIFY OTHER
: RESIDENTS HAVING
Medical record review of the resident's care plan : THE POTENTIAL TO
revealed no documentation or care planning for _ BE AFFECTED BY THE :
the resident's activity. ’ SAME DEFICIENT !
, PRACTICKE? ;
Observation on September 24,2012, at 3:.48 : RA ;
P.in., fevealed the resident in the dining room D A pioies : T
sitting in a geri-chair and asleep. Furiher : Activities .?;e mon;ltor od T a d?lz J
observation on Septembyer 26, 2012, at 8:00 am,, ; basis. Resi ents Whose activity e] cl!
revealed the resident lying in the bag with bilateral f shows a decline without a medica '
side rails in the up position, j reason, will be re-assessed to |
! determine if other activities woulg |
Interview with Certifieg Nurse Assistant {CNA) #4, ; be more appropriate, -"
on September 26,2012, at 8:45 am, inthe A ) . .
wing haliway, revealeq, "...98t8 up every day and All rosidents will be reviewed
the resident goss to the dining room but dees hot quatterly to ensure the hn_ghest
participate in the activities.,, just walches ang eats . practicable leve] of physical, mental
shacks.,." and psychosocial well-being are
being met with in activities, with
Interview with Licensad Practical Nurse (LPN) #1, e resident’s individu
on September 28, 2012, at 8:50 a.m., the A Wing resg:etntgezh resident’s individual
Hallway, revealed “...resident goes to some pre )
activities hut does not partigipate...attends church . .,
selvice but does not aclively participate, " . Dal_ly activity sl?e?t-s ha\:'e been
reviewed by activities director and
Interview with the Activities Coardinator an determined no other residents were
September 26, 201 2, at 9:30 am., in the dining affected,
room, revealed, "...does not aftend T
activilies...sometimes wii play with the noodig bal|
and attends chureh services,, ¥
Interview with the MDs Coordinator on
September 24, 2012, at 4:00 p.m,, in the nurses
station, confirmed the resident's care plan dig nat
address the resident's activities, Further
interview revealed the "...resident's family wants
| the resident involveg in the activities,, "

FORM CMS-2567(02-99) Brevigua Varsions Qbsclate Event ID:LBME 14 Facitlty ID: TNo401 If continuation shegt Page 14 of 37




No. 1750 pRe®. _18 1000872012
WENov. 7. 20177 2:44PW ANGE RLANGER BLEDSOE ADM 4234475289 FORM APPROVED
CENTERS FOR MEDICARE & MEDIGA|D SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENG S {%1) PRGVIDER)'SUPPUERICUA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICRTIQN NUMBER: A BUILDING COMPLETED
- - 44E232 B WING 0912612012
NAME OF PROVIDER oRr SUPPLIER

BLEDSOE COUNTY NURSING HOME

STREET ADDRESS, CitTy, STATE, ZIP CODE
107 WHEELERTOWN AVENUE

PIKEVILLE, TN 37387

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S pLaN OF CORREGTION (X5}
PREFIX {EACH DEPIGIENGY MUST BE PREGEDED BY FuLL, PREFIX (BAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR Lsg IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
F 279 Confinued From page 14 F 279 3.) WHAT s
WILL BE PUT INTO
Resident #52 was admitied fo the facility on May PLACE OR WHAT
23, 2012, with diagnoses including Cerebral CHANGES WiLL YOu
Vascular Accident and Hypertension, MAKE TO ENSURE
Medical record review of the actlvity assessment THAT THE DEFICIENT
dated May 23, 2012, revealed the resident hag PRACTICE DOES NOT
heen a “ioner” before admission to the facility and RECUR?
preferred not to attend activities,
Medical g Fthe Social § ol Monitoring of residents in
edical record review of the Sogia ervice notes activities both in room d in
dated September 4, 2012, revealed the resldent group activities, ag wE“‘:;
desired to return to 5 private residence and daily activity sh,eets reflecting
preferred {o rejocate cioser to family. the residents leve) of activity,
Viedical record review of the Comprehensive . .
Care Plan dated September 4, 2012, revealed no Charts will be revieweq
documentation of Mmeasurable goalg or quarterly by activity director
interventions for activities or community on an ongoiug basis, with
discharge. monthly meetings with
activity aides tg ensure
Observation and interview on September 24, indiﬁ'g“a, activity plan of caye
2012, at11:45 g m,, in the resident's ragm, is being met with all residenits
fevealed the resident iing on the bed, confirmed g !
no desire to attend activities and preferred to
relocate closer to family.
interview with the-MDS Coordinator on
September 25, 2012, at 4;01 P.m., in the nurses’
Station, confirmed the Comprehensive Care Plan
dated September 4, 2012, did not address
measurable goals or interventions to address
activities or community discharge,
F 280 483.20(a)(3), 483.10(k)(2) RIGHT TO F 280
58=D| PARTICIPATE PLANNING CARE-REVISE P
The resident has the right, unjess adjudged S
incompetent or otherwise found to be Dontrmped —
FORM CMSQSS?(M-OQ} Pravious Versions Dbsolale Event ID: LBRB11 Facility (D: TNO401 If continuation sheat Page 15cf37
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_ FORM APPROVED
ICARE & MEDICAID S RVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUBPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BULDING '
44E232 BN : 0912612012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GI7Y, STATE, ZIP ¢0pg
107 WHEELERTOWN AVENUE
L E COUNTY N
BLEDSOE COUNTY URSING HOME PIKEVILLE, TN 37367
(X4} iD SUMMARY STATEMENT oF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREF|X (EACH DEFICIENCY MUST BE FRECEGLY BY FuLL | PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
nEFIClENGY}
F 279 Continued From page 14 F279 4.) HOW THE CORRECTIVE
; ; i ACTION(S) WILL BE
Resident #52 was admitted to the facility on May MONITORED TO ENSURE
23, 2012, with diagnoses including Cerebraf THE DEFICIENT PRACTICE
Vascular Accident and Hypertension, .
* WILL NOT RECUR?
Medical racorg raview of the aclivity agsessment ..
dated May 23, 2012, reveated the resident f Activity aide will report monthly to
been a "loner” before admission to the facility and Director of Activity with activity
 Preferred not to attend aclivities. sheets and note any type of
. . deviation of level of activity for
Medical racord review of the Secial Service notes individual residents.
dated Septempber 4, 2012, revealed the resident
desired to retym fo a private residence and P . i
Activity Director will report to QA
preferred to relocate closer to famlly. onagq rly basis for next 6
Medical record review of the Comprehensive months, beginning in November of
Care Plan dated September 4. 2012, revealed no 2012.

documentation af measurable goals ar
interventions for activities or community
discharge.

Observation ang interview on Septembar 24,
2012, at 11:48 a.m., in the resident's room,

measurable goals or interventions io address
aclivitles or community discharge,

F 280 483.20((‘1}(3). 483.10(!()(2} RIGHT TO F 280
§5=D | PARTICIPATE PLANNING CARE-REVISE CcP

The resident has the right, unless adjudged

incompetent or otherwise found to be

FORM CMS-2567(02-99) Previous Versions Obselete Event iD:LAMa11 Facinty ID: Tivo401 if continuation shaet Page 15 of 37




No. 1750 mgyP. 20

10/05/2012
Yov. 7. 2019F 2:44PM ANLE RLANGER_BLEDSOE ADM 4234475289 FORM APRROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 ]
STATEMENT oF DEPICIENCIES {X‘I} PROVIDERISUPPUERICLH (xz) MULTIPLE CONSTRUGTlON (%3) DATE SURVEY
AND PLAN OF CORREC'”ON IDENTIFlCATIQN NUMBER: A BUILGING COMFLETED

44E232 B WING 09/26/2012

NAME OF PROVIDER oR SUPPLIER

STREET ADDRESS, clT, STATE, 2IP GOBE

107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HomME PIKEVILLE, TN 37367
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S pLAN OF CORRECTION [X5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3O IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continueg From page 15 F 280 F 280
incapacitated under-the laws of the State, to
participate in Planning care and treatment or L) WHAT CORRECTIVE /%/) (N
changes in care and treatment. ACTION WILL BE
. ACCOMPLISHED FOR THOSE
A comprehensive care Plan must be developed RESIDENTS FOUND TOQ BE
within 7 days after the completion of the AFFECTED BY THE
Comprehensive assessiment; prepared by an T PRACTICE?
interdisciplinary team, that includes the attending DEFICENT P ?
physician, a registered nurse with responsibility . '
or the resident, and other appropriate staff iny Resident #13: The care plan was up ,
disciplines as defermined by the resident’s neegs dated, 10/11/12 by the MDS i
and, to the extent practicable, the participation of Coordinator to reflect the i
the resident, the resident's family or the resident's interventions after the fall that
legal representative: ang periodically reviewed occurred on 8/3/12 .=
and revisad by a team of qualified persons after
each assessment. Resident #52: The care plan was i
updated by the MDS Coordinator onj
10/11/12 to reflect the fall and
interventions on §/24/12 !
g‘his REQUIREMENT is not met as evidenceg ‘
y. .
Based on medical recorg review, observation, ;
interview, and review of facility documentation, i 2) HOW WILL yOU
the facility failed to evaluate and revise the care IDENTIFY OTHER
plan for two residents (13, #52) after a falf of i RESIDENTS HAVING
twenty-four residents reviewed, THE POTENTIAL TO
o . i BE AFFECTED BY THE
The findings includeq: i SAME DEFICIENT
b
Resident #13 was adritied to the faclly on pay ; PRACTICE?
19, 2009, with diagnoses including Diabetes !
Melitus, Hypertengsion, Congestive heart Failure, Al charts and care plans were
and Mental Retardation reviewed by the DON and MDS
coordinator to check for
Medical record review of the annual Minimum revisions after falls. No other
Data Sat (MDS) dated May 30, 2012, revealed residents were affected.
the resident had severe cognitive impairment, T
FORM CMS-25B7(02-09) Previous Versions Obsglate Event 19: LoMg 11 Facility ID; TH0401 i conlinuation sheet Fage 16 of 37
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----- - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIDD SERVICES OMB NO. 0938-0391
2 MELDICAID
STATEMENT OF DEFICIENTIES (X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE StRvEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILBING
44232 SN 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P Gong
107 WHEELERTOWN AVENUE
L o
BLEDSOE ¢ UNTY NURSING HOME PIKEVILLE, TN 37367
{X4) Ip 3 MMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION x3)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED By FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLE TON
TAG REGULATORY ORLSC IDENTIFYING lNFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE bare
DEFICIENCY}
F 280 Continyeg From page 16 F280| | WH URE
required supervision for transfers, required limited 3) WILiTBB}:':I?%?l' INTSO
assistance for Activities of Daily Living (ADL'g),
and no restraint yge. | PLACE OR WHAT
: : CHANGES WILL YOU
Medical record review of a Fall Risk Assessment MAKE TQ ENSURE i
dated May 12, 2012, revealed the resident was g THAT THE DEFICIENTIf
high risk for falls, PRACTICE DOES NOT i
. o . RECUR?
Review of a facility investigation dated August 3, 1] Discussion with the MDS
2012, revealeg "...slid out of WrC (wheelchalr) .
trying to get in bed, . Coordinator by the DON on
10/11/12 regarding care planning
Medileal record review of the care plan fast after a fali and including
leviewed August 28, 2012, revealed no revision IntSrvention put into place,
OF update after the fali on August 3, 2012, Care plans wiil be reviewed by the
DON and/or MDS coordinator after
Dbsepraﬁon on September 24,2012, at 10:13 a resident fall to ensyre
a.m., in the dining room, revealed the resident imerventions are documented.
sitting in a wheelchair with an econo-bejt {safety e e e
belt restraint) in uge,

Interview with the MDS Coeordinator on
September 25, 2012, at 4:01 P.M., in the nurse's
station, confirmed the care plan had not been
revised/updated to reflect the fall, or interventions
after the fall, on August 3, 2012

Resident #52 was admitied to the fecility on May
23, 2012, with diagnoses including Cerebra
Vascular Accident and Hypertension.

Medical record review of the MDS dateq
September 14, 2012, revealsd the resident was
cagnitively intact ang required extensive
assistance for Activitios of Daily Living (ADL's)
and transfors,

Medical record review of the Fall Risk

ACTION(S) WILL. BE
MONITORED TO ENSURE
THE DEFICIENT PRACTICE
WILL NOT RECUR?

The Care Plan team (MDS
coordinator, social services, activitiy
staff, dietary and DON) will review
all falls and review the revised care
plan for accuracy, Will report results
in QA quarterly.

4.) HOW THE CORRECTIVE '

FORM CMS—255?{02—99) Previeus Versigns Obsolpte Evant ID:L8M811

Facility 1D; TNO4p1 If continuation sheet Page 17 ¢f 37




No. 1750 prif. 22 101082012
oy 1. 2017F 2:45PM ANLERLANGER BLEDSOE ADY 4234475289 FORM ARPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0938-0391

’ STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. GOMPLETED
ABUILDING
44E232 8. Wing 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37387
{%a) ID SUMMARY STATEMENT OF DEFIGIENGIES ™ PROVIDER'S PLAN OF CORREGTION {xs)
PREFIX (EACH DEFICIENCY MUST RE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 Continueg From page 17 F 280
Assessment dated June 12, 2012, revealed the
resident was a high risk for falls. .
Review of a facility investigation dated August 24,
2012, revealed the resident slid out of 3
wheelchair.
Medical record review of the care plan [ast
reviewed September 4, 2012, revealed no
revision or update after the fall on August 24,
2012,
Observation and inferview on Ssptember 24,
2012, at 11:45 am., in the resident's room,
révealed the resident lying on the bed,
Interview with the MDS Coordinator on
Septerber 25, 2012, at 4:01 p.m., in the nurse's
station, confirmed the care plan had not been
fevised/updated to reflect the fall, or interventions
after the fall, ony August 24, 2012.
F 262 | 483.20(k)(3)(i) SERVICES BY QUALIFIED F 282 - ﬁg 4.
$8=D | PERSONS/PER CARE PLAN F 28 /7
The services pravided or arranged by the facility 1) WHAT‘;V?ELRREBECTWE :
must be provided by quatified persons in ACTION OSE
accordance with each resident's written plan of + ACCOMPLISHED FOR TH
care, RESIDENTS FOUND TO BE
AFFECTED BY THE
DEFICENT PRACTICE?
This REQUIREMENT Is not met as evidenceg
by: . . } - Resident #54: The charge nurses
Based on med;gal record review, review of facility were instructed to follow physician
documentation, interview, and observation, the orders and “HOLD” medications
facility failed to follow physician’s_ orders for ane that have parameters such as for
resident (#54) of twenty-four residants reviewed. blood pressmurmeuan d heart rate.
The findings inclyded: R ST
FORM CMS-253?(02-99) Previous Versions Chsglete Event ID:LaMB11 Fagility 1D: TNO401

If continuation shegt Page 18 ot 37
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UEHov. 7. 2017F 2:457 ANTERLANGER BLEDSOE FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO, 0938-0391
STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIRICATION NUMBER; A BUILDING COMPLETED
_—
44E232 B. YWING 09/26/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, 2P Cape
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37 367
(X9 Ip SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {BACH DEFICIENGY MUST BE PRECEDED By FuLL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 282 Continued From page 18 F 282 } 2,) HOW wWILL YOouU

August 17, 2012, with diagnoses including CVA

and Medication Administration Record
August and September 2012, revealed an order
dated August 17, 2012, for Carvedilol (blood

and hold the medication for systolic blood

Medical record review of the MAR for Saptember

Resident #54 was admitted to the facility on

(Stroke) with Right Sided Weakness, Dysphagia,
Expressive Aphasia, and Hypertension,

Medical record review of the physician's orders
(MAR) for

Pressure medication) 12.5 milligrams twice a day

pressure less than 100 or heart rate less than 60,

1-25, 2012, revealsd no doses of Carvedilol had

Any resident who is on a blood

residenits were found to pe affected. |

IDENTIFY. OTHER
RESIDENTS HAVING
THE POTENTIAL TO
BE AFFECTED BY THE
SAME DEFICIENT
PRACTICE? !

!;.
i
I
i

pressure medication or medication
to reguldte the heart has the
potential to be affected. Afj MARs
were reviewed by the DON for
potential residents, No other H

twenty-one of fitty opportunities and no
documentation of a
opporfunities,

pieces of paper, Further review of the

been held, Further review of the MAR revealed
no documentation of g bleod pressure for

heart rate-for forty-two of fifty
Review of facility documentation revealed
Cerlified Nursing Assistants (CNA) sometimes
documented blood Pressures and heart rates on
dally assignment sheats and sometimes on

documentation revealed blood pressuras and

 Inservice (for nurses) will be

heart rates were not consistently recorded twice g
day, with hload
heart rate, or no dacumentation of ejther a blood
pressure or hear rate. Further review of the
documentation revealed the residents heart rate
was documented at 58 on September 8, 2012, for
the 7:00 p.m. 10 7:00 a.m. shift and 56 on
September 24, 2012, for the 7:00 p.m. 1o 7:00

Pressures documented and na

3.) WHAT MEASURES
WILL BE PUT INTO
PLACE OR WHAT
CHANGES WILL YOU
MAKE TO ENSURE
THAT THE DEFICIENT
PRACTICE DOES NOT
RECUR?

conducted by the DON 10/18/12.
Discussed will include BP and HR
to be documented on the MAR as
well as holding medication when
there are parameters given by the
physician,

Staff (nurses) who cannot attend

a.m. shift.  inservice will have 1:1 instructions
" by the DON L
FORM CE-2687(02-59) Previous Yersions Ohsoleta Evant ID:LAMS11 Faciity 1D: TNOaDY I continuation skoet Page 190f 37
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No. 1750pgyP. 24 10/05/2012
FORM APPROVED

and nasal-pharyngeal ulcers and o restore, if
possible, normal eating skills.

This REQUIREMENT is not met as avidenced
by: .

Based on observation, review of facility policy,
and interview, the facility failed to confirm the
placemant for a Percytanaous Endoscapic
Gastrostomy (PEG) for one resident (#48) of

three residents with PEG tubes during a
medication pasgs.

The findings included:

Resident #48 was admitted to the facility on May

' Resident #48: The nurse checked

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0038-0301
STATEMENT OF D .
AND PLAN OF GORRECTION | %" RSuADERISUPPLIERICLIA 0 MULTIPLE CONSTRUCTION o s
A BUILONG
44E237 B. WING 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37387
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION, (5]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX, {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR L5C IDENTIFYING INFORMATION) TAG CROEE-REFERENGED TO THE APFROPRIATE DATE
DEFIGIENGY)
F 282 Continued From page 19 F 282 4) HOW THE CORRECTIVE
Interview with Licensed Practical Nurse (LPN) #1 ACTION(S) WILL BE i
on September 26, 2012, at 10:10 a.m,, at the MONITORED TO ENSURE
nursing station, confirmed there was ho THE DEFICIENT PRACTICE
consistent system for dogcumentation of blood WILL NOT RECUR?
Pressures and heart rates by the CNAs. Further
interview confirmed nursing was to document \ .
heart rate and blood pressure on the MAR. The DON wiil monitor MARs at
Further interview confirmed the heart rates and least monthiy to ensure compliance
blood pressures had not been documented on the with parameters, Will report results
MAR, some heart rates and blood pressures in QA quarterly.
were missing, and the Carvedilol had not been R T
held when the heart rate was less thah 60 as
ordered by the physician. .
F 322 483.25(9)(2) NG TREATM ENT/SERVICES - F 322 F 322 ’ 7.2}/!0/ 47]
§8=D | RESTORE EATING SKILLS - '
Based on the comprehensive assessment of a B‘:ﬁgfgq‘;‘g&‘ BE CIIVE
resident, the facility must ensure that a resident
who is fed by a naso-gastric or gastrostomy t ACCOMPLISHED FOR THOSE
v tube
receives the appropriate treatment and services RESIDENTS FOUND TO BE
to prevent aspiration pheumonia, diarrhes, AFYFECTED BY THE
vomiting, dehydration, metabolic abnormalities, . DEFICENT PRACTICE?

placement using stethoscope and
listening for air at the next
medication administration, The
Charge Nurses were reminded by
the DON on correct procedure for
checking placement of G Tubes.

[P PP P PR S

FORM CMS5-2567(02-99) Previous Versions Obsolats Evgnl 1D; LEMB11
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PONINPUY ALY FORM APPROUED
CENTERS FOR MEDICARE & MEDIGAID SERVIGES OMB NO. 09380391
STATEMENT OF DEFICIENCIES 1 FRO\JIDERISUPPLIERICL[A X2) MULTIPLE ¢ STRUCTION 3 JTE SURVEY
AND PLAN OF CORRECTIUN «n IDENTIFICA'I'ION NUMBER; o2 ONSTRUCTIO x )ggMFLET%DE
. A BUILDING .
44E232 8 WinG 098/26/2012
NAME OF PROVIDER OR SUPPUER

BLEDSOE GOUNTY NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP GODE
107 WHEELERTOWN AVENUE

PIKEVILLE, TN 37387

(4) I SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN QF CORRECTION {xs)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE FOMPLETION
TAG REGULATORY OR L3¢ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 322 | Continved From page 20 F 322 2) HOW WILL YOU |
18, 2012, with diagnoses including Dementia, IDENTIFY OTHER |
Hypertension and Coronary Artery Disease, RESIDENTS HAVING
ob fon dur : dicatl THE POTENTIALTO
S€rvation during a medication pass on ED BY
Septernber 24, 2012, at 10:45 a.m., with Licensed gfﬁgﬁiﬁcﬁgﬁ THE
Practical Nurse (LPN) #2, revealed the nurse PRACTICE?
flushed the PEG tube with water, checked for . :
residual content prior to giving the medication Residents who have G tubes have
thraugh the PEG tube, but failed to check tha ; the potential to be affected. The
Position of the PEG tube priér to administering DON observed the nurses for the
the medications, - next week during at Jeast one (1)
medication administration and
Review of facility policy, Enteral Nutritiona found no other resident affected,
Therapy (Tube Feeding), with no date, revealed
"...rempve plug end of feeding tube, check :
position of tube, and attach barrel of syringe to ?bsc'}‘i’alfmhr::s bﬂ ﬂ}e Dmf woekly
end of the tubing...check position of tube by: () or oAl ligat and alarm placement
Place stethoscape over stomach and instill g found no other resident affected,
smail amount of alr into the enteral feeding T URES
tube...listen for air to enter the stomach.,." 3) :vV};ILiTBBEalB;’?Ji‘ INTSO
Interview with LPN #2 on September 24, 2012 at PLACE OR WHAT
11:15 a.m., in the A Wing Hallway, confirmed the CHANGES WILL YOU
LPN failed to check the placement of the PEG MAKE TO ENSURE
tube prior {o giving medications and failed to THAT THE DEFICIENT
. fallow facility policy. PRACTICE DOES NOT
F 823, 483.25(h) FREE OF ACCIDENT F 323 RECUR? '
88=D HAZARDS!SUPERVISIONIDEWCES I:1 discussion with the nurse
: . involved occurred 9/24/12 by the
The facility must ensyre that the resident DON
environment remains as free of accident hazards J T L
as is passible; and each resident receives Inservice wiil be conducted
adequate supervision and assistance devices to 10/18/12 with Nursing Staff, by the
prevent accidonts, DON. G Tube policy will be
reviewed at that time,
Nurses who cannot attend inservice
will have 1:1 instructions by the .
Conturued
DON e ]
FORM CMS-2567(02-99) Frevioua Versiong Obselsle Event ID; | 8Ma11 Facllity iD: TNO4G1 IF continuation gheet Page 21 of37
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BLEDSOE COUNTY NURSING HOME

" STREET ADDRESS, CITY, $TATE, ZIp CopE
167 WHEELERTOWN AVENLE
PIKEVILLE, TN 37367

.3
E . R BLEDSOE ADM 4234475289 PRINISL: 10/05/2012
oy, 1. 2012F 2:48FH ANcERLANGER 8L VILES ‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENGIES X1} PRDWDERJSUFPLIER!CLIA (%2} MULTIPLE CONSTRUCTION (X3) DATE sbRrveY
AND PLAN OF CORRECTION OENTIFIGATION NUMEEK; COMBLETED
A BULDING
—_—
A4E232 8. wika 09/26/2012
. 09/26/2012
NAME OF PROVIDER OR SUPPLIER

(X4} ID SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF GCORRECTION {%s)
: L| H CORRECTIVE ACTION S8HQULD BE COMPLETION
P?Egm éééﬁ&%%ﬂﬁ‘%i“&@?&g&%?ﬁé ﬁ?rfgagmmfoh; P%ng c’%gASGS‘REFE“EB’EE,g,Eﬁ (':!‘\I;I’E APPROPRIATE, DATR
F 322 Continued From page 20 - F 322 :4,) HOW THE CORRECTIVE
18, 2012, with diagnoses including Dementig, : ACTION(S) WILL BE
Hypertension ang Coronary Arery Disease. 'MONITORED TO ENSURE ,
X o 'THE DEFICIENT PRACTICE i
Observation during a medication pass on :WI'LL NOT RECUR? ‘
September 24,2012, at 10:45 a.m,, with Licensed !
Practical Nurse (LPN) #2, revealed the nurgg ;
ﬂue:hedlthe I:eECt-‘: tube t';.rim wat?;;. che;il?adﬁfor ! The Charge nurses will be
fesidual eonten prior giving the medica on : i , monthiy,
through the PEG tube, but failed to check the | f;;’g;‘;‘;;‘; b the DO zfmgﬂam"’;
ﬁlc;s%%r;jg;:%%SPEG tube prior o adrministering with appropriate procedure for
' checking placement.
Review of facility policy, Enteral Nutritional Results wili be reported to QA
Therapy (Tube Feeding), with no dae, revealeq quarterly. Will monitor for ¢
..femove plug end of feeding tube, chegk months,
Position of tube, angd attach barre| of syringe to )
end of the tubing...check position of tubs by; (¢
Place stethoscope over stomach and instill a
small amount of ajr into the enteral feedin
tube...listen for ajr to enter the stomach,, ®
interview with LPN #2 on September 24, 2012, at
115 a.m, inthe o Wing Hallway, confirmeq the
LPN failed to check the placement of the PEG
tube prior to giving medications and failed to
follow facility policy.
F 323 483.25(h) FREE OF ACCIDENT F 323
58=0 HAZARDSISUPERVIS!ON!DEVICES
The facility must ensure that the resldent
environment remains as free of accident hazards
as is possible; ang each resident recejves
adequate supervision and assistance dovices fo:
prevent aceidents,
FORM CMS-253?(02-99) Pravious Vergiong Obsalsle Evant Jb; £.6Ma14 Fagllty ID; TNpapt I continuation shast Pzge 21 of 37
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R HIIVIRY JLIVILED FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES 1) PROVIDERISUPFLIER!CLIA (X2} MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
44E232 8. WiNG 09/26/2012
NAME GF PROVIDER OR SUPPLIER

BLEDSOE COUNTY NURSING HOME

STREET ADDRESS, GITY, STATE, ZIP CODE
10T WHEELERTOWN AVENLE

PIKEVILLE, TN 37367

{X4} D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {¥5)
PREFIX (BACH DEFICIENCY MUST BE PREGEDED BY FyLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
¥AgG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRUSS-REFERENCED TG THE APPROPRIATE DaTE
DEFICIENCY)
F 323 | Continued From page 21 F 323 i F 323 : lﬁ 0/ ¢
This REQUIREMENT is not met as evidenced H
by: L) WHAT CORRECTIVE
Based on medical recard review, review of_ ACTION WILL BE :
manufaclurer's recommendations, observation, ACCOMPLISHED FOR THOSE |
interview, and review of Material Safety Data RESIDENTS FOUND TO BE !
Sheets (MSDS), the facility failed to ensure a ‘
restraint device had been a AFFECTED BY THE ;
pplied correctly for £? ,
one resident (#13) of twelve residents reviewed DEFICENT PRACTICE! :
for restraints and failed to ensure personal sa .
alarms were in place for three residents (#13, #3, Resident #13: A smailer wheelchair :
#24) of seven residents reviewed for accidents of was order to accommodate the
twenty-four residents reviewed. Proper placement of the restraint.
. Also chair alarm was placed on
The findings included: resident while in wheelchair as
Resident #13 was admilted to the facilty on May ordeted.
18, 2008, witk diagnoses including Diabotes ,
Meliitus, Hypertension, Congestive Heart Failura, ,The box of ice cream sait was
and Mental Retardation, ‘removed from cart by the
; Administrator
Medical record review of the annual Minimum ;
Data Set {MDS) dated May 30, 2012, revealed {Resident #3- The cali light was
the resident had severe cognitive impairment, -placed within reach of the resident
required supervision for trarisfers, required limited 'by the staff
assistance for Activities of Datly Living (ADL's), ; '
and ro restraint use. Resident #24: The cal} light was
Medical record review of the quarterly MDS dated ; Placed within reach of the resident
August 28, 2012, revealed the resident used 5 :and the bed alarm was attached
trunk restraint daily. j roperly to the resident by the staff.
Medical record review of the care plan last
reviewed August 29, 2012, revealed "...non self
release seat belt to w/c (wheelchair) when up for
safely.,.bed/chair alarm, "
Medical record review of the Physician's
September recapitufation orders dated
FORM CMS-2587(02-09) Previous Versions Obaglere Evert |D:Lamat Facllity ID; THG4D1 If centinuation sheet Page 22 of 37



No. 1751 pryP. 5.

: ADM 4234475289 10/05/2012
PEioy, 7. 2012° 743PMANDERLANGE&§L‘EP\§9\E oM 4 FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 ]
STATEMENT OF DEFICIENCIES (X% F'ROVIDEWSUPPLIERIGIJR [+ 0} MULTIPLE.CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBLER: ' COMPLETED
A. BUILDING
44E232 B NG 09/26/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY, STATE, ZIP GODE :
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURsING HOME PIKEVILLE, TN 37367
(X4} 1D SUMMARY STATEMENT oF LEFICIENCIES D PROVIDER'S FLAN OF CORRECTION (.ﬁ)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACT iON SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caossnemneggsgéz g;a}s APPROPRIATE DATE
F 323 | Continyed From page 22 F 323 29 g)%mli‘%%?l?{gll
September 1, 2012, through September 30, 2012, RESIDENTS HAVING
Tevealed ".. seatbelt when upin wle..." THE POTENTIAL TO
. , HE
Review of the manufacturer's recommendations BE AFFECTED BY T
for application of the econobet revaaled " cross SAME DEFICIENT
the straps ang place the right loop over the left PRACTICE?
kick spur and the loft loop aver the right kick .
spur..." The charts were reviewed by the
DON far residents who have
Observation on September 24, 2012, at 10:13 restraints, each resident was then
a.m., in the dining foom, revealed the resiggnt observed by the DON for proper
sitting in a wheelchair with an econo-belt (safety placement of restraint. This was
belt restraint) in use ang no personal safety done by 10/12/12
alarm. Further observation at this time revealed During weekly observation rounds
the straps through the space betwaen the by the DON. call lights and
Wheelchair seat and the back rest and the left Y e ” re monitored
loop over the left kick spur and tre right loop over bed/personal alarms were
the right kick spur. for proper placement, No gther
resident was affected.
Interview with the Director of Nursing (DON) on e
September 25, 2012, at 7:45 a.m., in the DON's S .
offioe, confirmed the facilty failsd to appy & 3) :vvﬁi,TBﬁ?ﬁrUmREo
personal safety atarm, and fajleq to apply the PLACE OR WHAT
econo-belt according to manufacturer's
fecommendations, CHAN GES_ WILL YOU
MAKE TO ENSURE
Observation on September 23, 2012, at 4:45 THAT THE DEFICIENT
p.m., révealed an activity cart useq by the Activity PRACTICE DOES NOT
Department in the hallway outside the dining RECUR?
reom. Continued observation revesled four
pound box of ice cream salt full, Conﬁqued _ Inservice will be conducted by the
&ngzft?n revealed there were no residents in DON on 10/18/12. Wil review the
Wey. manufactures recommendations for
Review of the Material Safety Data Sheet (MSDS) proper application. ) .
for the ice cream salt revealed "...Hazards Also to be discussed is call light
Identification-intake of large amounts...following placement as well as bed/chair
effects wers observed...wmiting. alarm proper placement. -
o _en Lfinued
FORM CMS-2567(02-99) Pravioys Versions Obzalety Event ID:Lama{1 Facility ID: TNO40 T If continuation sheat Page 23 of 37
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No. 175 1prul: 8. 10052012

FIWITIOH Y UL VY FORM APPROVED
CENTERS FOR MEDICARE s MEDIcAID SERVICES OMB NO, 0938-0301 )
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPRLETED
A BUILDING
44E232 8. WiNG 09/26/2012
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37367
SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION o)
%‘2.:'& (EAGH oEncrEchTn%LTsr BE PRECEDED BY FuLL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L$C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE baTe
DEFICIENCY)

F 323 Confinyed From page 23 F 323 Inservice ipcludcd' nurses, C.N.f}.s,
diatrhea...dehydration...high blgod housekeeping, maintenarce, social
pressure...shock...pulmonary edema...first aig services and activity staff
measures...eye tontact, flush with water
immediately,

' Those staff members who cannot

Observation and interview on September 23, aftend the inservice at that time will
2012, at 4:50 P, with the Administrator, in the be given 1:1 instructions by the
hallway, confirmed the ice cream salt was labeled DON or substitute.
not for human consumption and was unatiended I
In a resident area, )

: . 4.) HOW THE CORRECTIVE
Resident #3 was admitted to tha facility on June Az':TION(S) WILL BE
28, 2011, with diagnoses including Dementia, MONITORED TO ENSURE
Hypertension, Osteoarthritis, ang Alzheirners
Disease. THE DEFICIENT PRACTICE

WILL NOT RECUR?

Medical record review of the Annual Minimum . ]
Data Set {MDS) dated J uly 11, 2012, revealed the The DON or appointed substitute
resident hag seversly impaired cognition required will monitor residents with seat belt
limited to extensive assistance with al Activities restraints for proper placement,
of Daily Living (ADLs); and had not experienced DON, or approp. substitute will
any falls since the {ast asssessmant. make observation rounds at least

: ; . kly and observe for call light
Medicat recorg review of the nursing notes dated vee
July 9, 2011, revealed the resident hag an and bgc!{person?‘[ alarm for proper
unattended fall out of bed, with ng injuries, and no Placement. Will report to QA
other falls were documented in the medical quarterly for 6 months.
record,
Medical record review of the care plan updated
September 19, 201 1, revealed, .. fall from
standing position. Potential for further falls...keep
call light in reach at al times when in room.._beg
alarm when in bed.. "
Medical record review of the physician's
recapitulation orders for September 2012,
revealad, "...bed slarm when inbad,, "

FORM CME-2567(02-0%) Previous Verslons Qbaolete Event ID:LEMS 11 Faclllty ID; Tha401 If continuatfor shasat Page 24 of 37
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7o 2012 2:49PHANDERLANGER BLEDSOE ADM 4234475289

TV DLV Y IGED

CENTERS FOR MEDICARE & MERICAID SERVICES
—eY | RS FUR MEDICARE

No. 175 1prl. _ 7. sovosszo12
FORM APPROVED

OMB NO. 0938-0391
STATEMEMT OF DEFICIENCIES 1) PRGVI_DER!SUPPLIERICI.I.I\ {%2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILING COMPLETED
_
44E232 5. WiNG 09/26/2012
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZiP GODE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37387
PROVIDER'S PLAN OF CORREGTIGN (5
é’é‘é’!& (EA(:S# gﬁgéﬁgﬁﬁgg En? IL:RDEECFII-%ESEE?:ULL pn'gnx (EACH EﬂonnEcnvs AGTION SHOULD RE comPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG °“°SS‘REFEREES,§E"T§ gg’e APPROFRIATE DATE
F 323 | Continued From page 24 F 323 51323 Ice Cream fidfz

a .
Observation on September 23, 2012, at 3:00 f
p.m., In the resident's room, revealed the resident 1.) WHAT CORRECTIVE :
pras ing In bed and the call light was dangling ACTION WILL BE :
below the bed, in betwean the mattress and the ACCOMPLISHED FOR THOSE
side rails, out of reach for the resident, and the RESIDENTS FOUND TO BE
bed alarm was present. but not attached to the AFFECTED BY THE
resident. DEFICENT PRACTICE? j
Interview with Certified Nursing Assistant (GNA) e
#7 on September 23, 2012, at 3:00 p.m. in tha | Staff will be oy oto tell al |
resident's room, confirmed the call light was out ' Yisitors not to leave unused supplies,
of reach; the resident was capable of using the In resident areas.
call light to cal) for assistance; and the hag alarm T
was to be attached to the resident, but was not. 2.) HOW WILL YOU

. ) IDENTIFY OTHER
Resident #24 was admittqd to the facility on May RESIDENTS HAVING
14, 2010, with dizgnosas including Hypertension, THE POTENTIAL TO
Ostevarthritis, Anemia, Edema, and Depression. | BE AFFECTED BY THE
Medical record review of the Quanteriy MDS i SAME D EF!,CIENT
dated July 25, 2012, revealed the resident had ; PRACTICE:
severely impaired cognition; was totally P o )
dependent on staff for all ADLS; and had not { Activity staff will be inserviced as
experienced any falls since the last assessment, i1o insuring a safe storage area and
fremoving any item that could
Medical racord review reveated the resident's [ast : possibly be hazardous to resideats
fall was on August 27, 2010, while transferring to S e
the wheelchair, with no injuries,
Medical record review of the care plan updated
on August 24, 2041 : tevealed, ™. at rigk for
fallﬁnjury...keep call light in reach at all times
when in rooim,,.2/8/12 bed/chair alarm @ (at) all
times,. "
Observation on September 23, 201 2, at 3:00
p.m., in the resident's room, revealed the resident
FORM CM$-2537{02-59) Previous Verslans Obspleta Event ID; L8M811 Faclifty ID: Thio40q
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ochov. 120107 2:49PMANEE RLANGE&ELED§QE ADM 423447528 FORM APPROVED
CENTERS FOR MEDIC RE & MEDICAID SERVICES OMB NO. ¢ 38-0391

STATEMENT OF DEFICIENCIES - X1 PROWDER!BUFPUER!CLIA {X2) MULTIPLE CONSTRUCTEON (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A BUILDING
—_—
4232 B —— 09/26/2012
ez
NAME OF FROVIDER OR SuppLIER STREET ADDRESS, GITY, STATE. ZIP CODE
107 WHEELERTOWN AVENUE
BLEDSOE COQUNTY NURSING HOME PlKEVlLLE, TN 37387
Xd) ID SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION (46)
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FuLL, PREFIX {EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY O LSg IDENTIFYING INFORMATION) TAG- CROSS-REFERENGED TG THE APPROPRIATE DaTE
DEFICIENCY)
F 323 | Continued From page 25 F 323 3) WHAT MEASURES
; ; WILL BE PUT INTO
Was lying in bed, with the call light wedgeq R WHAT
between the padding on the side rajl and the sids PLACE O U
rail. not visible to the resident, and out of reach CHANGES WILL YO
for the resident, and the bed alarm wag prasent, MAKE TO ENSURE ‘
but not attached to the resident, THAT THE DEFICIENT °
- ! PRACTICE DOES NOT
Interview with CNA #7 on September 23, 2012, at ; RECUR? )
3:00 p.m,, in the residents room confimed the
call light was out of reach; the resident was
capable of using the ¢aj) light fo call for . : ;
assistance; and the beg alarm was to be aftached Actfwty staff will check the;lr. ;
to the resident and was not. equipment and carts for such items;, :
F 329 483.25(1) DRUG REGIMEN IS FREE FROM Fa2o ) Lo
85=D 'UNNECESSARY DRUGS Iee cream cl_m_rt will be monitored
daily by activity staff or appropriate
Each resident's drug regimen must be free from substitute, on an ongoing basis,
unnecessary drugs, An unnecessary drug is an / T s
drug when used in excessive dose (inciudin 4.) HOW THE CORRECTIVE
duplicate therapy): or for éxcessive duration; or ACTION(S) WILL BE
without adequate monitoring; or without adequate MONITORED TO ENSURE
indications for its use; or in the presence of s
i Tt THE DEFICIENT PRACTICE
adverse consequences which indicate the dose - RECUR?
should be reduced or discontinued; or any WILL NOT :
combinations of the reasons above, . ]
' Activity staff will report any .
Based on a comprehensive assessment of g occurrence to Director of Activites
resident, the facility myst ensure that residents for appropriate action,

therapy is necessary (o tregf

behaviorg| interventions,

drugs,

who hava not used antipsychotic drugs are not
given these drugs unjegs antipsychotic drug

a specific condition

Activity Director will report to QA

FORM OMS-2567(02-99) Previous Versions Obsgrare

1) beginning
as diagnosed and documented in the clinical ??}gﬁﬂy for 6 months &
record; and residents who use antipsychotic :
drugs recaive gradual dose reductions, and T
unless clinically
contraindicated, in an effort to discontinue thase
Event [D: LMo 11 Facilily 1D: TNG401 if continuation sheet Paga 26 of 37
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. 75289
YCNov. 7. 2017 2:49PMANDE RLANGER BLEDSOE ADM ¢234475 FORM APPROVED

SENTERS FOR MEDIGARE & MEDIGAID SEryiore B NO. 0038-0391
STATEMENT OF p FICIENG)
AND PLAR O CDRERECI'I%E:ES 1) lgggﬂgmgﬁp&m{g\ {X2) MULTIPLE CONSTRUCTION (xajgg'hl;g LSEUTFEVDEY

A BUILDING
| 44E232 B WiNG 00/26/2012
NAME OF PROVIDER OR SUPPLIER

BLEDSOE COUNTY NURSING HOME

STREET ADDRESS, CITY, STATE, 21p CODE
107 WHEELERTOWN AVENUE

PIKEVILLE, TN 37387

X9 ID SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EAGH DEFICIENGY MUST BE FREGEDED BY FULL PREFIX (PAGH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 329 Continued From page 28 F 320 F 329 /!ﬁq/,a
L) WHAT CORRECTIVE
. . . ’ . ACTION WILL BE
;’QIS REQUIREMENT is not met as evidenced : ACCOMPLISHED FOR THOSE
Based on medical recerd review and interview RESIDENTS FOUND TQ BE
the facility failed to ensure unnacessary . AFFECTED BY THE
medications were not administered for one ! DEFICENT PRACTICE?
resident (#40} of ten sampled residents of ;
twenty-four residents reviewed. : Resident #40: Physician had a copy
o f of the sensitivity report when
The findings inciuded: - ordering antibiotic. The resident
Resident #40 was admitted to the facility on May 5 ﬁ;::;?ed an“tb xgtn: With and
18, 2010, with diagnoses including Anxiety, . Problems noted.
Hypertension, ang Arthritis. ‘lj "o
Medical record review of a physician's telephone | 2) HOW WILL YOU
order dated Juty 24, 2012, revealed "...obtain UA ] IDENTIFY OTHER
(urinalysis) with C/s {culture and sensitivity) if : RESIDENTS HAVING
indicated. . " THE POTENTIAL TO
" AFFECTED BY THE
Medical record review of a Jaboratory report dated ; BE AFVE
" : i SAME DEFICIENT
July 24, 2012, revealed a Urinalysiz had been i PRACTICE?
collected on July 24, 2012. :
Medical record review of a physician's telephone { Any resident who has aculture
order dated July 25, 2012, revealed “., Cipro j ordered has the potential Fo be
{antibiotic) 500 mg (milligram) po (per mouth) BID jaffected. The current residents on
{twice daily) x (times) 7 days DX (diagnosis) UT]  antibiotics were reviewed by the
{urinary tract infection),,.” iDON for proper treatment 10/12/12
Medical record review of the finaf culture report B T
dated July 28, 2012, revealed the organism.
Escharichia coli had baen identified and was not
sensitive to Ampicillin,
Medical record review of a physician's telephone
FORM CMS-2537(02-99) Pravious Versiong Obsolale Event ID:LBMB1 1 Favility iD: TNO401 if continuation sheot Page 27 of 37




Nov. 7. 2012y 2:50PM,, « ERLANGER BLEDSOE ADM 4234475789 No. 1751,R,N|,’;=UJ 0,0,05,20,2
DELnn'; WICI | U l-mp.u m AND HUMAN SERVICES FORM APPROVED
CENTE FOR MEDICA E & MEDICAID SERVICES . OMB NO, 0938-0391 :

STATEMENT OF DEFICIENCIES X1} PRO\nf)ER!SUPPLIEHJCLIA X2) MULTIPLE CONSTRUCTION (X2 DATE SURVEY
AND PLAN ‘OF CORRECTION IDENHFICAHDN MUMBER- A BUILD]NG COMPLETED
44E232 B, WING 097282012
NAME OF PROVIDER OR SUPPLIER

T

BLEDSOE COUNTY NURSING HOME

STREET ALDRESS, CITY, STATE, ZIP GODE
197 WHEELERTOWN AVENUE
FIKEVILLE, TN 37367

Except when waived under paragraph {c) or (d) of

this section, the facility must use the services ofa |

registered nurse for at least 8 consecutive hours
a day, 7 days a week,

Except when waived under paragraph (c) or (d) of
this section, the facility must designate a
registered nurse to serve as the director of
nursing on a full ime basis,

The director of nursing may serve as a charge
AUrse only when the facility has an average daily.
oecupancy of 60 or fewer residents,
This REQUIREMENT is not met as evidencag.
by:

Based on review of staffing and interview, the

facility failed {o have a registered nurse for at

least eight consecutive hours g day, seven days a
week,

The findings included:

Review of the September 2012 staffing s¢hedule

(X4) 10 SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By £yLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG cnossﬂepenaggsglgﬂ J?,E APPROPRIATE DATE
F 329 | Continueg From.page 27 F 320 3) WHAT MEASURES
order dated July 26, 2012, fevealed ", D/C WILL BE PUT INTO
(discontinue) Cipro 500 mg BID Ampieillin PLACE OR WHAT
(antibictic) 500 Mg o BID x 7 days DX: UT),_~ CHANGES WILL YOU
Interview with the Director of Nursing (DON) on ¥, TO ENS
. ; ' THAT THE DEFICIENT
September 25, at 10:11 a.m,, in the nurses' CTICE DOES NOT
station, canfirmed the organism was not sensitive PRA o E
1o Ampiciltin, the facility failed to notify the RECUR?
physician, and the resident recejved sevan days , An inservice (with nurses) will be
of an unnecessary medication, ' conducted by the DON on 10/18/]32
F 354 483.30(b) WAIVER-RN 8 HRS 7 DAYSMWK, F 354 will include paying particular
$8=F | FULL-TIME DON

attention to the sensitivity report
when calling the physician results,
Will instruct staff to notify
physician if antibiotic is resistant to
the organism.

For those nutses who are unable fo
attend the inservice, they will have
L:T instruction by the DON or
appropriate substitute,

14,) HOW THE CORRECTIVE
| ACTION(S) WILL BE

: MONITORED TO ENSURE

{ THE DEFICIENT PRACTICE

1

i WILL NOT RECUR?

{ DON or appropriate sy bstitute will

' monitor each sens itivity report for

" appropriate antibiotic usage, for 6

. months.

* Results will be reported in QA
quarterly,

FORM CMS-2667(02-29) Previous Versiona Obeore

Event ID:Lama1{

Facillty I8y: TNO4O1
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No. 1751 P 11
DEPAR| MENT OF HEALTH AND HUMAN SERVICES
R

FORM APPROVED
GENTEBS FOR MEDICARE &,MEDIC_A!D SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIOER/SUPPLIERICLIA

02} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLANOF CORREGTION IDENTIFICATIDN NUMBER: . COMPLETED
A BULDING
44E232 B. YiNG 08/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
107 WHEELERTQWN AVENUE
BLEDSQE COUNTY NURSING HOME PIKEVILLE, TN 37367
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (8)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED by FULL PREFiX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENGY)
F 329 Continueq From.page 27 F 320
order dated July 28, 2012, revealed "...D/C
(discontinue) Cipro 500 mg BID Ampicillin
(antibiotic) 500 mg po BID x 7 days DX: UT1._*
Interview with the Directar of Nursing (DON) on
September 25, at 10: 11 a.m,, in the nurses'
Station, confirmed the organism was not sensitive
to Ampicillln, the facility failed to notify the
physician, and the resitiont received seven days
of an unnecessary medication, g
F 354 483.30(b) WAIVER-RN 8 HRS 7 DAYS/WK, . F3¥4| g 354
$8=F | FULL-TIME DON 11 fochh 5,
Except when waiveg under paragraph {c) or {d) of : 11{23’1'1‘ i OH!NITW(;I(,)L] BE [ ’
this section, the facifity must use the services of a | ' SHED FOR THOSE
registerad niurse for at least 8 consecutive hours | - ACCOMPLI
a day, 7 days a wesk. RESIDENTS FOUND TO BE
AFFECTED BY THE
Except when waived under paragraph (c) or (d) of DEFICENT PRACTICE?
thisi section, the facility must designate a On 9/26/12 3 letter was
registered nurge to serve as the director of submitted to Director of
nursing on a fuli time bagjs, Certification and the Director of
. Heal ilities and
The director of nursing may serve as g charge Bureiiﬁﬁeﬁ:ﬁmwm
nurse only when the facility has an average dally. 1 . ting & waiver
occupancy of 60 or fewer residents, etter is reques ng
of the RN Requirement due
. to the nursing home being
This REQUIREMENT is not met ag evidenced attached to a hospital, On 11/6/12
by: we were asked to submit further
Based on review of staffing and interview, the documentation for the waiver
facility failed to have_ a reglstered nurse for at * request. This will be submitted
least eight consecutive hours a day, seven daye a 11/7/12. Until notification of the
week. waiver is received our carrent RN
PR . staff will work overtime hours to
The findings included: cover the weekend shifts.
Review of the September 2012 staffing schedule o e
FORM CMS-2567(02-99) Pravious Verslons Obsolels Event ID;L8Ma14 Facllity 1: TNO401 I continuallon sheet Fage 28 of 37




No. 1751 prl: _12 1010872012
e 1 2012 2:50PMANDERLANGER BLEDSOE ADM 4234475289 FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0935.0391
STATEMENT OF DEFICIENGIES X1y PROWDER{SUPPLIER!GLJA (X2) MULTIPLE CONSTRUCTION X5 DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER; A, BULDING COMPLETED
44E232 B WiNG_ 09/26/2012
NAME OF PRCOVIDER DR SUPPLIER

BLEDSOE county NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP copE
107 WHEELERTOWN AVENUE

PIKEVILLE, TN 37367

{Xa) ID SUMMARY STATEMENT OF DEFICIENCIES 4] PROVIDER'S FLAN OF CORRECTION X5)
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDEN Y FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
REFICIENGY)
F 354 Continyed From page 28 F 354 2.} HOW wiLL You
for Licensed ang Registered Nurses revealed IDENTIFY OIHER
there were no Registered Nurseg (R.N) RESIDENTS HAVING
scheduled for Saturgays or Sundays. THE POTENTIAL TQ
' BE AFFECTED BY THE
Review of a letter dated March 24, 1 982, revealed SAME DEFICIENT
R.N. coverage was not required due {o having a PRACTICE?
small hospital attacked to the facility and RN All residents have the
covérage could be provided 1o the facility from the potential to be affected by
hospital staff, this practice. It has been
Interview with the Administrator on Septernber . ggtermme;llgy the f
25, 2012, at 10:00 a.m,, in the Administratare irector of Nursing for
office, confirmed the letter was 20 years old and the facility tl.mt 00 current
was not an RN waiver. The Administrator glsa Patient requires clinical
confirmed the facility failed to haye Registered care from an RN, We will
Nurses scheduyted eight consecutive hours 3 day, hot admit any resident
Seven days a week, who requires clivical care
F 371 | 483.35()) FOOD PROCURE, F 371 from an RN,
88=F STORE!PREPARE!SERVE - SANITARY
3) WHAT MEASURES
The facility must - WILL BE pyT INTO-
(1) Procure food from sources approved or PLACE OR WHAT
considered satisfactory by Federal, State or local CHANGES wiLL yoy
authorities; and TO ENSURE
| (2) Store, prepare, distribute and serve food
under sanitary conditiong THAT THE DEFICIENT
PRACTICE DOES NOT
RECUR?
On 9/26/12 3 Jetter was
submitted fo Director of
Certification and the
This REQUIREMENT s not met as evidenced Director of Health Care
by: ) _ Facilities and Bureau of
Based on observation and interview, the facility's Tenncare, This
dietary department failed to maintain sanitary letter is requesting 1
conditions for equipment and storage areas, and waiver of the RN
faited to property store food in the nourishment e
room,
FGRM CMS-2557(02-99} Previous Versions Qbsolete Event [D: LaMg11 Fatility 1D: Tvoag1 If continuation sheet Page 29.qr3y7
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b U L IR IV OCVILED . FORM APPROVED
__CENTERS FORMEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DERICIENCIES %) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION JDENTIFICATION RUMBER: COMPLETED
A BUILDING
B. WING .
44E232 WIKG, — 09/26/2012 |
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iF CODR
107 WHEELERTOWN AVENUE
BLED
LEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37387
{X4) ID SUMMARY STATEMENT oF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {45
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FU, PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR L&G IDENTIFYING INFORMATICN) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 354 | Continued From page 28 F 354 Requirement due ]

for Licensed and Registered Nurses revaaled fo the nursing hon}e be‘gg

there were no Registered Nurses (R.N.) © attached to a hospital, Oy

scheduled for Saturdays or Sundays. - - 11/6/12 we were asked to

submit further

Review of a letter dated Margh 24, 1992, ravealoy

) docamentation for the
R.N. coverage was not réquired due to having a g

' iver request. This will
small hospital attached 1o the faclity and RN, ;"e‘;‘:;' n:ft‘ged WL
ﬁggﬁsl;ztr;%uld be provided to the faciity from the _ Until notification of the

' walver is received onr
Interview with the Administrator on Septernber corrent RN staff will work
25, 2012, at 10:00 a.m., in the Administrator’ overtime hours to cover
office, confirmed the letter was 20 Years ofd and the weekend shifts,

F a7 483.35(i) FOOD PROCURE, F 371
§8=F STORE!P.REPARE!SERVE - SANITARY

The facility must -

(1) Procure food from soyrces approved or
considared salisfactory by Federal, State or local
authorities; and

1 (2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Bésed on observation and interview, the facility's
dietary department faited to maintain sanitary
cohditions for equipment ang storage areas, and

failed to properly store food in the nourishment
room.

FORM CMS.2507(02-09) Previous Varslons Obsgleate Eveont ID:1L.gM811 Faglifty 10: Toyo401 If continuation shaet Page 29 of 37
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WENov. 1. 2017 2:51PMANDERLANGER BLEDSOE ADM 4234475289 FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; GOMPLETED
A, BUSLDING _
44E232 &me 09/2612017
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
07T WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37387
DER'S PLAN OF CORRECTION X6
éﬁ‘gé?g (EA‘::&# Eé“ﬁﬁl‘éﬁéfﬁﬁg‘ ;S Eﬂnégéﬂégﬂ\fiuu_ FRII?FIX (E:gf?gognec-nve ACTION SHOULD BE CoMPLEmON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 354 | Continued From page 28 F 354 4) HOW THE
far Licensed and Registered Nurses revealed CORRECTIVE
there were no Registered Nurses (R.N.) ACTION(S) WILL BE
scheduyled for Saturdays or Sundays. MONITORED TO
Review of a letter dated March 24, 1992, revealed ﬁgglCIENT PRACTICE
R.N. coverage wag not required due to having a WILL NOT RECUR?
small hospital attached to the facility and R.N.
Coverage could be provided 1o the facllity from the ,
hospita| staff. ty The sched:u.le WIH be
changed to include the DON
Interview with the Administrator on September or MDS coordinator to
25, 2012, at 10:00 a.m., In the Administrator's cover the weekend shifis
_| office, confitmed the Ietter was 20 years old and until we receive a response
was not an RN waiver, The Administrator also from the waiver requast.
.| confirmed the facility fajled to have Registered This will be monitored b
Nurses scheduled 8ight consecutive hours a day, the DON and admini 4
seven days a weak. . He lsﬁator
F arq: 483.35(i) FOOD PROCURE, F 371
S8=F STORE!PREPARE!SERVE - SANITARY

| (2) Store, prepare, distribute and serve food

The facllity must -
(1) Procure food from S0urces approved or

considerey satisfactory by Federal, State or loeal
autharities; and

under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation-ang interview, the facifity's
dietary department failed to maintain sanitary
conditions for equipment and storage areas, and
failed to properly store food in the nourishment
room.

FORM CMS-2567(02-99) Pravigys Vearslons Obsoiele_

Event I0:LMa11
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ooy, 1 2010 0:51PM ANDERLANGER BLEDSOE ADM 4234475289 oM A o012
CENTERS FOR MEDICARE & MEDICAID SERviCES OMB NO. 09380391
ST. ATEMENT OF DEFJCIENC!ES (X1} PROWDER!SUPPMERJCL!A ’HMUL‘I’JPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATlON NUMBER: A BULDING COMPLETED
44E232 pwwe______ 09/26/2012
NAME OF PROVIDER QR SUPPLIER

BLEDSOE COUNTY NURSING Home

107 WHEELERTOWN AVENUE
PIKEVILLE, TN 37387

STREET ADDRESS, CITY, STATE, ZIp CODE

o | SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FyLL PREEIX (BAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR 1s¢: IDENTIFYING INFORMATION) TAG cnoss-REFERagcgg Eo (me APPROPRIATE DaTe
EFICIEN:
F 371 Continued Frorm page 29 F 371 F_37i 4 ’/’ a/’
) 1) WHaT CORRECTIVE
The findings included: ACTION Wiy L, pp
ACCOMPLISHED FOR THOSsE
Observation of the dietary depariment on Alﬁ%gﬁg’s FOUND TQ B
A A D BY THE
September 23, 2012, beginning at 10;13 am, DEFICENT PRACTICR:
with the facility's cook Present, revealed the "
following: - The rafrigerator pojg \Plpe and
c'clllng above the Eondenser unit yas
1. The extarior perinater of the wali-in 68n=d on September 23, 2012,
refrigerator‘s condenser unit, inpluding pipe, and 2,No staff wij) Keep any beveraggs
ceiling ahove the condenser unit, had In the Walk-in refrigergior,
accumulation of blackered debris,
Two beverages, with 4 staff member's name 3L ier wi
. ' | ) LArge stand 1
written on each Cup, were stored in the walk-in aftey esch‘l’.'s:’;',?!h‘llﬁii Fleaned
refrigerator.
3. A plastic covered large mixer with grease on 4 No & L _
e descending nut from the undersigeg o e s e o Ot
beater arm and white powder residue on the o staling, ki 2 food pod 8
exterior upper rim of the Splash guard ang date, and use by gae '
Rackside of the mixer bowl arm, Interview with
@ Gook, at the time of the observation, \
confirmed the plastic Covered equipment meant ) HOW wiLL, voy
- IDENTIFY QTHER
the equipment wag cloan and ready for use, RESIDENTS HAVING
_ ) THE POTENTIAL Ty
Interview with the cook, present during the BE AFFECTED By TE
observation on eptember 23, 2012, beginning at SAME DEFICIENT PRACTICE?
Jddam, in the dietary department confirmed
the facility faited to maintain sanitary conditions - All residonts a the facifiy e
for equipment and storage areas, Further be affected .
interview with the Cook, confirmed employee
baverages were ot to be stored in resident food 2. Afl residents can e 5 ffecteq.
areas,
3. Al residents can be affecied,
Observation of the refrigerator in the Nourishment .
4, All
Room on September 26, 2012, at 10:25 am., Al residents can e affocrsy
revealed a resident's Covered food plate
e e a .
containing onion rings, mashed potatoes, and g Con 1{ nacd
-FORM CMS-256?(02-99} Previcus Versions Obsolete Evenl 1D:Lemg 11 Facllity ID: o401 If continuation shest Page 30 of 37
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES 1) PROVIDER/BUPPLIERICLIA, [} CONSTRL R
AND PLAN OF CORREGTION i IIENTIFICATION NUMBER; U2 MULTIPLE STRUCTION W’SS;%ESTE%EY

A. BUILDING

B. WING
| 44E£232 08/26/2012

NAME OF PROVIDER OR SUPPLIER

BLEDSOE COUNTY NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP cODE
107 WHEELERTOWN AVENUE

PIKEVILLE, TN 37367

{Xay 1D SUMMARY STATEMENT OF DEFICIENGIES ] PROVIDER'S PLAN OF CORRECTION {4s)
FREEIX (EACH DEFICIENCY MUST BE PREGEDED BY FuLL PREFIX (EACM CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG cnoss-aersaegg;g;g g{,’f APFROPRIATE DATE
F 371 | Continued From page 29 Fan 3} WHAT MEASURES
WILL BE PUT INYQ PLACE
The findings included: A RAT g&%&%ﬁg&#ggﬂ
Observation of the diefary department on 35251{?” PRACTICE DOES NoT
September 23, 2012, beginning at 10:13 am.,
with the faility's cook present, ravaaled the ) P
foliowing: i. The refrigerator coils, pips and ceiling
will be cleaned ona monthly basis or
. if needed o be claaned sooner, g5 part
1. The exterior perimeter of the walk-in of aur regular cleaning gfthis
refrigerator's condenser unit, including pipe, and refeigerator. Staff will receive an
ceiling above the condenser unit, had nseevice o nal keelmqg any personal
accumutation of blackened debris. beversges inthe wallsin caoler
2. Two beverages, with a staff member's name
written on each cup, were stored in the walk-in 2. Altdietary s"’fk“'"' ®Ceive an
mfﬂgerﬂtor. IMservice Ol? ng eepmg_ any
3. A plastic covered large mixer with grease on Feigurarey s o food in he sralicin
the descending nut from the undearside of the
beater arm and white powder residue on the
exterior upper rim of the 8plash guard and 3. Al dietary staff will eceive and
backside of the mixer bowl arm. Interview with mservige on the large stand mixer
the cook, at the time of the observation, .
confirmed the plastic covered equipmeant meant 4. Distary staff‘andl a(;,;N}A‘s will reccive
i 8 inserviee on labeling and datin
the equipment was clean and ready for use. any food ar rink put n the rgsi et 3
Interview with the Cook, prasent during the . f,%';}ffé:ﬁiia#fﬁ Efea{: E.L‘l”.'fﬁé‘ f‘L’GE P
observation on Septembar 23, 2012, beginning at stored in the resident refrigerator, Visitors ‘
10:13 a.m., in the dietary department, confitined will nat kave access to the resident
the facility failed to maintain sanitary conditiong . efiigerator.
for equipment and storage areas. Further
interview with the cook, confirned employes
beverages were not {o be stored In resident food
areas,
Observation of the refrigerator in the Nourishment
Room on September 26, 2012, at 10:25 a.m,,
revealed a resident's covered food plate
containing onion rings, mashed potatoss, and a
FORM CMS-2667(02.98} Pravious Verslons Dbsolate Event ID:L8Me11 Facillly ID; TND401 If continuation sheet Page 200137
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T S : FORM APPROVED
CENTERS FO E & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QOF DEFICIENCIES (X1} PROVIDER)‘SUPPLIERICLIA {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
Ad4E232 8. WiNG 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP QODE
107 WHEELERTOWN AVENUE
BLED
LEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37387
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0] PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX. (EACH CORRECTIVE ACGTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRoss.REFEREggE&Eﬁ g{«}s APPROPRIATE DATE
F 371 | Gontinued From page 30 F 371 O SaRRECTIVE
Mmechanically altered meat, satting on top of MO]‘;{I‘I‘&I}ED ;;? Cb;rwggg“slzlgs
i i i ) DEFICIENT P ICEW
individuai servings of juices. NOT RECUR?
Interview with the Adninisirator oh September
26,2012, at 10:25 a.m., in the Nourishment L. The walkein refrigerator will bz inspected
Room, confirmed the plate "looks like a resident weekly by the dictary supsrvisor .

fray," was not labeled with a date or name, and
Was not 1o be stored in refrigerator. 2.The walk—in refrigerator will be monitored
F 425 483.60(a),(b) PHARMACEUTICAL SVC - F425 wna daily basis,

88=D | ACCURATE PROCEDURES, RFH

3.The large stand mixer will be checked

The facility must provide routine ang emergency ¢ach day by the dietary supervisor.
drugs and biologicals 16 its residents, or obtain . . Ml be
them under an agreement described in 3. T'.’f ““:i"é"f; “‘bf"flf”:‘a“” o
§483.75(h) of this part, The facility may permit feqtored daily by diclary sepervisor.

unlicensed personnel to administer drugs if State
law penmits, but only under the general
supervision of a licensed nurse.

A facility must provida pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of alt drugs and biologicals) to meset
the needs of each resldent,

The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT Is not met as evidenced
by:

Bésed on medical record review, ohservation,
and interview, the Tacility failed to provide
pharmacy services in a timely manner for one

FORM GMS-2587(02:93) Pravigus Versiona Chsofele Event ID:LAM811 Fagility [D: TNO4D1 If continuation sheel Page 31cof37
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: 4475289
“Slov. 7. 2017 2:51PMANDE RLANG E&._BkvE.D\?P\E ADM 423 FORM APPROVED
CENTERS FOR MEDICARE & MEDICAS SERVICES OMB NGO, (1838-0391
STATEMENT OF DEFIGIENC!ES (X1} PROV]DERISLIPPLIER!CLIA (X2Z) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION [DENTIFICATION NUMBER: COMPLETED
A. BUILDING
446232 B i 09126/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, €1TY, STATE, 2P copE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37367
(X4) Ib SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION i)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROBRIATE DATE
DEFICIENCY)

F 425 Continued From page 31 Fa25| ¥ 426 ttfrofizs
resident (#55) of ten residents reviewed during a ’ ) )
medication administration observation, 1) WHAT CORRECTIVE

i . ACTION WILL BE
The findings include: ACCOMPLISHED FOR THOSE
Resldent #55 was admitted 1o the facility on RESIDENTS FOUND TO BE
September 11, 2012, with diagnoges including AFFECTED BY THE
Edema, Depression, Atrial Fibrillation, and DEFICENT PRACTICE?
Arthritis,
Medical recorg review of a Physician's Admission Resident #55: The pharmacy sent a]
Sers dated Septamber 11, 2012, through the medication that was on hand to
September 3, 2012, revealed ".,.Rocaitrol be given. The medication wag Aot
g\gltgmtp) 025 mg (miligram) 1 po {per mouth) available from their normai
distributor on Thursday, they then
Medical record review of 2 Medication ordered from another digtri butor on
Administration Record dated September 11, Friday, however no weekend
2012, through September 30, 2012, revealed deliveries are made to the pharmacy.
Rocalitrol 0,25 Mg was not administereg The medication arrived on Monday
September 12, 22, and 23, 2012, as the pharmacy sent the medicatiog
o facili t d
Interview with Licensed Practica| Nurse (LPN) #1 ;.;:23 ety for the next scheduled
on September 23, 2012, at 11:23 a.tn,, in the e et
nurse's station, confirmed the Rocalitro! 0.25 mg T e
had not bean available from the pharmacy on
eptember 12, 22 and 23, 2012, and the 2.) HOW wWiLL, YOU
medication had not been given. IDENTIFY OTHER
RESIDENTS HAVING
Interview with the Pharmacist on September 25, THE POTENTIAL TO
2012, at 2:00 p.m,, by telephone, confirmeq the BE AFFECTED BY THE
Racalitrol had not been available, SAME DEFICIENT
F 4311 483.60(b), (d), (¢) DRUG RECORDS, F 431 PRACTICE?
58=D | LABEL/STORE DRUGS & BIOLOGICALS
HH H x i d
The facility must employ o oblain the sarvices of Al charts (MARs) were revicwe
a licensed pharmacist who estabiishes a system by the DON and no other residents
Of records of receipt and disposition of all were found to be affected. 4
R — - e on Fipyad
FORM CMS-2567(02-99) Previoys Versions Obsolste Event 1D:LemMB11 Faclfity ID: Thir04 If continuetion shest Page 32 of 37
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LIRS RN J FORM APPRG\JED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB ND. 0838-0391 _
ATEME EF|
f;DTgmuNgFﬂggRRECg%ﬂEs X1 .E‘Eﬁ‘{{?.f&’%‘éﬂ’b{f{jé‘é‘;f‘ (X2) MULTIPLE CONSTRUCTION (%3} gg:;ie’ Lsg%\aer
A. BUILDING
| 446232 B WiNa 0812612012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
107 WHEELERTOWN AVENUE
B .
LEDSQE COUNTY NURSING HOME PIKEVILLE, TN 37367
%4 D SUMMARY STATEMENT OF DEFIGIENCIES 1 PROVIDER'S PLAN OF CQRRECTION X5)
FREFIX (EAGH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX * (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 425 CO[.]tl‘nUEd From page 3:] ' . E 425 3.) WHAT MEASURES
res;dent__(#55) of ten residents reviewed duiring a WILL BE PUT INTO
medication adrministration observation. PLACE OR WHAT
The findings included: CHANGES WILL YOU
: MAKE TO ENSURE
Resident #55 was admitied to the facility on THAT THE DEFICIENT
September 11, 201 2, with diagnoses including PRACTICE DOES NOT
Edema, Depression, Atrial Fibriftation, and RECUR?
Arthritis,
. , - it becomes
Medical record review of a Physician's Admission In the future, as soon as |
orders dated September 11, 2012, through apparent to the pharmacist that a
.| September 30, 2012, revealad "...Rocaltrg) medication will not be av_allable at
(vitamin) 0,25 mg (milligram} 1 po (per mouth) the next scheduled dose time, they
.| daily..." will contact the nursing staff who
will then contact the physician for
Medical record review of a Medication alternative orders.
‘| Administration Record dated September 11, This wilt be discussed by the DON
2012._through September 30, 2012, revealed at the inservice 10/18/12 to nurses.
Rocalitrol 0.25 mg was ot administered For those nurses not able to atfend
Seplember 12, 22, and 23, 2012 the inservice 2 1:1 discusison will be
Interview with Licensed Practical Nurse (LPN) #1 held with them by the DON or
on September 23, 2012, at 11:23 am., in the approp. substitute.
nurse's station, confirmed the Rocalltrol 0.25 mg T
had not been available from the pharmacy on
September 12, 22, and 23, 2012, and the
medication had not been given. 4) HOW THE CORRECTIVE
ACTION(S) WILL BE
Interview with the Pharmagist on September 25, MONITORED TO ENSURE
2012, at 2:00 p.m., by telephone, confirmed the THE DEFICIENT PRACTICE
Rocalitrol had not been available. WILL NOT RECUR?
F 431 483.60(b), (d), (e) DRUG RECORDS, F431]  This will be monitored (for at least
§5=D | LABEL/STORE DRUGS & BIOLOGICALS 6 months) by the DON and the
- Pharmacist for proper compliance
The facilify must employ or obtain the services of and notification.
a licensed pharmacist who establishes a system The results will be reported to OA
: e ported to Q
of records of receipt and disposition of all quartetly, )
FORM GMS-2567(02-99) Previous Versions Cbsclate - Event ID:L8Ma11 Faclilty ID; Thoapy If continuation shest Page 32 of 37 '
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WkiMov. 7. 2012, 2:52PMANDERLANGER BLEDSOE AOM 4134475289 FORM APPROVED
_CENTERS FO MED|CARE & MEDICAID SERVICES OMB NO. DQM}QL_
STATEMENT OF DEFICIENCIES {)(1) PROWDERISUPPUER.’CLM {X2) MULTIPLE CONSTRUCTION {X8) DATE SURVEY
AND PLAN OF CORRECTION |DENT|F'CAT|0N NLIBER: A BUILDING COMFLETED
44E232 B VING 09/26/2012
NAME OF FROVIDER QR SUPPLIER

BLEDSOE COUNTY NURSING HOME

STREET ADDRESS, CiTY, STATE, ZIP CODE
107 WHEELERTOWN AVENUE

PIKEVILLE, TN 37387

controlied drugs in sufficlent detail to enable an
accurate recanciliation: and determines that drug
records are in order and that an acoount of ail
controlled drugs is maintaineg and periodically
reconciled,

Orugs and biclogicals used in the facllity myst be
labeled in accordance with currently acceplted
professicnal principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicabie.

In accordance with State and Federal laws, the
facility must store al| drugs and biologicals in
lacked compartiments under proper temperatura
controls, and permit only authorized personnel to
have access to the keys,

The facility must provide separately iocked,
PaMmanently affixed compartments for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Pravention and
Control Act of 1978 and other drugs subject to
abuse, except when the facllity uses single. unit
Package drug distribution systems in which the

quantity stored is minimat and a missing dose can |

be readily detecteq,

This REQUIREMENT is hot met as evidenced
by:

Based ©n observation, review of facility policy,

KD ID . SUMMARY STATEMENT OF DEFICIGNGIES D PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX (FACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSsREFERESgE&Eg c‘:r‘:r)s APFROPRIATE
F 431 | Continued From page 32 431 F 431 ! ‘/’ "ﬂ;‘

1.} WHAT CORRECTIVE
ACTION WILL BE
ACCOMPLISHED FOR THOSE
RESIDENTS FOUND TO BE
AFFECTED BY THE
DEFICENT PRACTICE?

Treatment cart was Jocked upon
notification. Treatment cart will be
kept locked when unattendeq.

Also the bottles of sanitizer were
rertoved from top of the eart and
secured,

2.) HOW WILL YOU
IDENTIFY OTHER
RESIDENTS HAVING
THE POTENTIAL TO
EE AFFECTED BY THE
SAME DEFICIENT
PRACTICE?

The treatment cart had been
observed by the DON each morning
upon artival (Monday thru Friday)
and on rardom observations
throughout the day, with no other

Qccurrences,
and interview, the facility failed to enayre drugs T T
and biologicals were Secured for one of one
treatment carts in the facility. . W
Con?+n4s
FORM CMS-2567(02-90) Previous Versions Gbsglets Event ID; LAMB11 Faility |b: Treddon If continuation sheet Paga 33 0f 37
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FORM APPROVED
CENTERS FOR MEDICARE & MED CAID SERVICES ’ OMB NO. 0938-0391
—<=N1ERD FOR MEDICARE I dvil NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER{SUPPLIER/CLIA {2} MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
44E232 B. WING 09/26/2012
NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME . PIKEVILLE, TN 37367

PROVIDER'S PLAN OF CORRECTION (X5)
éﬁ?ﬁ& (EAg’i-'lJ E?QE?&?&E&?P EEO ;F?EE&%ES%‘](E%ULL Pngﬂx (EACH CORRECTIVE AGTION SHOULG 8E CambLEYioN
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS&REFEREEES&TE?[ &E APPROPRIATE
F 431 | Continued From page 32 F 431 3.) WHAT MEASURES
controlled drugs in sufficient detail to enable an WILL BE PUT INTO
accurate reconciliation; and defermines that drug PLACE OR WHAT
records are in order and that an account of all CHANGES WILL YOU
controlled drugs is maintained and pericdically MAKE TO ENSURE
reconciled. THAT THE DEFICIENT
Brugs and biologicals used in the facility must be II;%%%iCE DOES NOT
labeled in accordance with cumently accepted )
professional principles, and include the
appropriate accessory and cautionary
instructions, and the-expiration date when
applicable, .
Inservice (to nurses) will be
In accordance with State and Federa] [aws, the conducted 10/18/12 by the DON,
facility must store all drugs and biolagicals in included will be the importance of
locked compartments under proper temperature keeping treatment (as well as med
controls, and permit only authorized personnal to cart) locked when left unaftended.
have access to the keys. Also included will be the necessity
The facility rust provide separately locked, °'f kee‘.’c‘["g sanitizers out of reach of
permanently affixed compartments for storage of the residents,
controlied drugs listed in Schedule 1) of the Any nurse who is unable to attend
Comprehensive Drug Abuse Prevention and nservice will have 1:1 instruction of

Control Act of 1976 and other drugs subjact to content of inservice.
abuse, except when the facility uses single.unit W

package drug distribution systems in whichthe |
quantity stored is minimal and a missing dose ¢an
be readily detected,

This REQUIREMENT is not met as evidenced
by

Based on observation, review of facility policy,
and interview, the Tacility failed to ensure drugs
and biclogicals were sacured for cne of one
treatment caris in the facility.
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(X4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION [15]
FREFRIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 431} Continued From page 33 F 431 4.) HOW THE CORRECTIVE
The findings included: ACTION(S) WILL BE
MONITORED TO ENSURE
Observation on September 25, 2012, at 4:30 THE DEFICIENT PRACTICE
p.m., in the hallway outside of the nurses statian, WILL NOT RECUR?
revealed an unlockad and unattended treatment )
cart with two botties of cleaner for the glucometer DON or appropriate substitute wifl
on the top of the cart monitor the treatment cart, for at
. . ! . . hs, to ensure it is
Review of facility policy, Pharmacy Sevices, with least § months,
o date, revealed "...all drugs and biologica) are locked when unattended and to
stored in locked compartments under proper ensure compliance with sanitizers
temperature controls._* being kept out of reach of residents
when cart is left unattended.
Interview with Licensed Practical Nurse (LPN) #7, Resuits will be reported in QA
oh September 25, 2012 at 4-30 p-m., confirmed quarterly,
the treatment cart was unjockeg and unattended T
and contained drugs and biclogicals which were
net securad.
F 4411 483,65 INFECTION CONTROL, PREVENT Fa41| Fadi ! ’/ “’/“"’"
$8=E | SPREAD, LINENS
1.) WHAT CORRECTIVE
The facility must establish and maintain an ACTION WILYL BE
Infection Control Program designed to provide a ACCOMPLISHED FOR THOSE
safe, sanitary and comforiable environment and RESIDENTS FOUND TO BE
10 help prevent the development and transmission AFFECTED BY THE
of disease and infection. 0
DEFICENT PRACTICE?
(a) Infection Control Program . )
The facility must establish an Infection Control Restdent # 29, #43, 42 and #21:
Program under which it - At the next accu-check, the nurse
(1) Investigates, controls, and prevents infections sanitized her hands between ﬁngqr
in the facility; sticks and administration of insuljn,
(2) Decides what procedures, such as isolation,
should be applied to an individual resident: and The door locks on the storage closet
(3) Maintains a record of incidents and corractive were changed and doors locked by
actians related to infections, maintenance on 9/23/12. Instruction
{b) Preventing Spread of Infection provided to staff’ (verbally) by DON
91232
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0%4) D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORREGTION 1x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 441 Continued From page 34 F 441 2.) HOW WILL YOU

(1) When the Infection Control Program IDENTIFY OTHER
determines that a resident needs isolation o RESIDENTS HAVING
prevent the spread of infection, the facllity must THE POTENTIAL TO
isolate the resident, BE AFFECTED BY THE
(2) The facility must prohibit employees with a SAME DEFICIENT
communicable disease or infected skip lesions PRACTICE?

from direct contact with residents or their food, if :

direct contact will transmit the diseass. ; DON at weeki|
(3) The facility must require staff to wash their dobs'.erv;tlons Eg ctl?: f‘o? rivacy andy
hands after each direct resident contact for which uring Hnger 3 sanit: Ii)n has
hand washing is indicated by accepted . for approp. hand sanitizing,
professional practice, found no other residents to be

affected.

{c) Linens Alse observations by the DON on
Personnel must handie, siore, process and random occasions weekly, have
transport linens so as to prevent the spread of ‘ound no other residents affected by
h - found

infection. staff not sanitizing hands between

resident care,

This REQUIREMENT s not met as evidenced Also any resident whois
by: independent with mobilization had

Based on observation, facility policy review, and the potential to be affected.
interview, the facility failed to follow infection However no other resident has been
contrat practices for four residents (#29, #43, #2, affected since the doors are locked
#21) of twenty-four residents reviewed, and failed and only authorized personel
to ensure supplies and equipment wete storad in (hursing, materials management and
a clean manner for one storage closet. " “maintenance) have control of the
The findings included: key

Observation on September 285, 2012, at 11:15

a.m., in the dining roam, revealed resident #29
eating lunch. Further abservation af this time

revealed a LPN removed the resident from the
dining room and took the resident to the hallway
and LPN #3 performed an accucheck and
administered insulin without washing the hands.
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Observation on September 25, 2012, at 11:20
a.m., in the dining room, ravealed rasident #2
eating lunch, Further cbservation at this time
revealed a LPN removed the resident from the
dining room and topk the resident to the hallway
and LPN #3 performed an accucheck and
administered insulin without washing the hands,

Review of the facility's policy Hang Washing
revised May 25, 2001, revealed “...Hands should

be thoroughly washed before and sfter providing
resident care,. "

Interview on September 25,2012, at 11:25 am.,
in the hallway, with LPN #3, confirmed tha LPN
failed to wash the hands between performing an
accucheck for one resident (#2) and performing
accuchecks angd administering insulin Injections
for two residents (#29, #43),

Observation on September 25, 2012, at 1:35
p.m., in the haliway, revealed Certified Nyrge
Aide (CNA) #6 exit resident #42's room with
ungloved hands and placed soiled linen in the
soiled finen car. Furiher observation at this time
reveaied the CNA sntered resident #21's room,
without washing the hands, and placed ice and
water in the water pitcher,

Nurses were verba ly reminded by
the DON on 9/23/12 regarding
proper hand hygiene between
resident contact. Also staff
(nutsing, majntenance and materia]
management) were verbally
instructed regarding locking of the
doors to the storage closgt.

Inservice will be conducted
10/18/12 by the DON reviewing
hand hygiene policy and instruction
regarding keeping the doors to the
storage closet locked, (Inservice
included nurse, c.na.’s,
housakeeping, maintenance, socjal
Services and activity depts.)

e,

R OVIDE RSP (2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
IDENTIFICATIO NUMBER: A, BUILDING COMPLETED
44E232 . WING 09/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF cODE
107 WHEELERTOWN AVENUE
BLEDSOQE COUNTY NURSING HOME PIKEVILLE, TN 37387
{4} 1D SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED o FULL FREFIX (EACH CORRECYIVE AGTION SHOLILD BE COMPLETION
TAG REGULATQRY OR LGS0 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 44 i
441 | Continued From page 35 F 441 3) WHAT ME ASURES
Observation on September 25, 2012, at 11:18 l"‘l’ﬁlgl‘? ggUJH ATO
a.m., in the dining room, revealed resident #43 CHANGES WILY, v
eating lunch._ Further observation at this fime NGES WILL you
revealad a LPN removed the resident from the TO ENSURE
dining réom and took the resident fo the haliway THAT THE DEFICIENT
and LPN #3 performed an accucheck without PRACTICE DOES NOT
washing the hands, RECUR?
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Review of the facility's Infection Gontrol Palicy no
date revealed "...all employees are required to

wash their hands after each direct resident
contact,,.”

Interview on September 25, 2012, at 1:38 p.m., in
the hallway, with CNA #8 confirmed hand
washing had not been performed after direct
confact with residents.

Interview with the Director of Nursing (DON) on
September 25, 2012, at 2:30 p.m., in the DON
office, canfirmed the facility failed to foliow
infection control practices.

Observation on September 23, 2012, at 3:45
p-m., in resident rooms 101 and 103, revealed a
storage closet tinfocked. Continued observation
at this time revealed equipment and medical
supplies stored in the closet and the entrance
was made through the resident rooms.

Observation and interview with the Administrator
on Seplember 23, 2012, at 3:51 p.m.. in room
103, confirmed the room was unlocked, used for
equipment and medical supplies, and entrance
and exit from the storage room with clean
supplies and equipment was made through the
resident’s rooms,

{10 SUMMARY STATEMENT OF OEFICIENCIES iD PROVIDER'S PLAM OF CORRECTION (X5}
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE 00&;"}5; 1oN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 70 THE APPROPRIATE
DEFICIENGY)
F 441 | Continued From page 36 F 441

4,) HOW THE CORRECTIVE
ACTION(S) WILL BE
MONITORED TO ENSURE
THE DEFICIENT PRACTICE
WILL NOT RECUR?

DON will monitot the nurses during
glucose check and insulin
administration 1 time each and ag
needed to ensure compliance with
hand hygiene,

Results will be reported in QA
quarterly.

DON and Administrator will
maonitor closet doors for compliance
for 6 months, results will be
reported in QA quarterly.
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