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STATEMENT OF DEFIGIENCIES {X1} PROVIDER/SUPPLIERIGL A (X2} MULTIFLE GONSTRUCTION * [(X3) DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: A, BUILDING COMPLETED
44E232 B. WING 0212612014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE o
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{%4) 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF GORREGT/ON {5}
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB.REFERENCED TO THE APPROPRIATE BATE
. DEFIGIENGY)
F 000 } INITIAL COMM ENTS F 000
During-complairit investigation #31140, ang
#31451, cohducted during the annus|
recertification survey on February 24, through
Fébruary 28, 201 4, no deficiencies were ciled in
refation to compiaint #31140, r - T
F 2211 483.13(a) RIGHT TO BE FREE FROM Faai1| [F 221 3514
$3=E | PHYSICAL RESTRAINTS
' 1) WHAT CORRECTIVE
The ragident has the right to be free from any ACTION WILL BE
physical restraints imposed for purposes of ACCOMPLISHED FOR THOSE
discipling or convenience, and not required to RESIDENTS FOUND TO BE
Ireat the reslkient's medical symptoms. " | { AFFECTED BY THE
| | DEFICENT PRACTICE?
This REQUIREMENT ; idence ‘ .
b;n:ls EQUIREMENT is not met as evidenced Resident #18: New Pre-restraining
Based on medical record review, review of facility Assessment completed and Restrain
policy, observation, and interview, the facility consent obtained by phone from
failed to assess and/or obigin consent for POA on 3/5/14
physical resfraints for thres residents (#18, #17,
and #40) of seven residents reviewsd for physical Resident #17: New Pre-restraining
restraints, of twenty-seven residents revigwsd. assessment was completed and
The findings included: restraint consent ‘obtained 2/26/14
Resident #18 was readmitted to the facility on | Resident #40: Met with APS
May 14, 2010, with diagnoses including Anxiety, | representative (who is over resident)
.1 Chronic Pain, Hypertension, Hyperlipidemia, and on 2/27/14, explained side rails and
Osteoarthritis, lap buddy. Gave consent to APS
rep who will take to her supervisor
Medical record review of the quarterly Minimum for direction on exactly who can
Data Set (MDS) dated January 22, 2014, ] sign, If APS is unable to give
revealed the resident scored a one on the Brief “ | | consent, will inform physician and
Interview for Mental Status, indicating the resident have him give consent By 3/31/14
had severe cognitive impairment, was totally ‘ & '
dependent of two persons for bed maobility and
transfers, bed raits were used daily, and a trunk
LABORATORY DIRECTOR'S OR PROVIDER/BUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {x8) DATE
2ohas o™ iz S (3] 4

Program padicipation.
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: FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICE . OMB NOC.0938-0201
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
44E232 B. WING 02126/2014
NAME OF PROVIDER OR SUPPLIER o

(4} (D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDERS PLAN OF CORRECTION 5)
+ PREFIX {EACH DEFICIENGY MUST BE PRECEDED py FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APFROPRIATE OATE
- DEFICIENCY)
-F 221 Continued From page 1 F 221 [ 2)HOW WILL YOU IDENTIFY
restraint was used less than dally. OTHER RESIDENTS HAVING
. . C THE POTENTIAL TO BE
Medical racord review of the physigian's AFFECTED BY THE SAME
recapitulation orders for February 2014, revealed DEFICIENT PRACTICE?
a'seal bait was to be used when the rasident was '
seated in a wheelchair,
Medical record review revealed no documentation Charts were reviewed on a“,
a Pre-restralning or restraint assessment had residents who requite restraints,
been completed for the use of the seat belt X including side rails, lap buddies and
restraint, seat belts. New Pre-restraining
. - assessments will be compieted in all
Review of the facility's policy Restraints these residents by 3/31/14 by the
{Physical), Undated, revealed *...General charge nurses
Resident Righis Guidelines...Include resident's & )
fanily and sutrogate health care desision-makers - -
in care planning...Obtain informed consent for 3JWHAT MEASURES WILL BE
res(raint use...Asgess resident’s need for restraint PUT INTO PLACE OR WHAT
use... CHANGES WILL YOU MAKE
Observation on February 25, 2014, at 10:10 am., | Egﬁg;uﬁ;&gggg DOES
revealed the resident seated in a wheelchair, in :
the common area near the nursing statlon, with a NOT RECUR?
seat belt resiralnt in place, .. X
‘ Inservice to nursing staff (RNs,
Interview on February 25, 2014, at 12:50 p.m., LPNs and CNAs) on 3/12/14 to
with the Director of Nursing, in the conference discuss restraints, pre-restraining
room, confirmed a restraint assessment had not assessments, side rail assessments
been campleted for the use of the seat belt, and .and restraing consents.
there was no signed consent for the use of the New pre-restraining assessments,
seat belt restraint. side rail assessments and consents
will be obtained and copy placed in
Resident #17 was admitted to the facility on note book to be kept at the desk for
October 16, 2012, and readmifted to the facility frequent review by staff. By 3/31/14
on January 25, 2013, with diagnoses including New employees will be inserviced
Dementia, Anemia, Psychosis, and Delusions. by reading the minutes of the staff
meeting and signing/dating,
Medical record review of a physician's order
FORM CMS-2587(02-89) Previous Versions Chsolota Evenl ID:PiPS1 Facltity 10: TNO4D1 If continuatlon sheet Page 2 of 20
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_ FORM APPROVED
CENTERS.FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
TATEMENT OF DEFICIENC)ES PROVIDER!SUPPUEWCLM X2) MULTIPI NSTRUCT,

AND PLAN OF GORRECTION e IDENTIFICATION NUMBER: L ;:::JD[JGT TRUGTION _ m’é’éﬂ?f%?ﬁ"
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NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, 2IF CODE
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X4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {15)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 221 Continved From page 2 F221) 4) HOW THE CORRECTIVE
dated January 26, 2013, revealed "...f1on-self ACTION(S) WILL BE
release seat belt...” MONITORED TQ ENSURE
Medical o rewi £ the physici THE DEFICIENT PRACTICE
edical racord review of the physician's NOT RECUR? '
recapitulation orders dated February 1, through WILL NOT
February 28, 2014, ravesled "...Seat belt when in
{wheelchair) release Q {évery) 2 hr {hours), check All completed asSessmentsﬂ,]anSON
q 30 min (minUlES).-.” . consents will be TDPted to the "
who will copy, review and place in
Medical record review of the pre-restraining note book. ,
assessment (Undeted) revealed the assessment This book will be reviewed for
was incomplete. accuracy at least monthly by the
DON, including when a restraint ig
Observation on February 25, 2014, at 1 0:40 am, placed or changed.
;;?V%alﬁd tl_';ﬁ resident ?eated ina wheeichafr, in QA committee will monitor monthly
e nall, with a non release seat belt restraint In for at least 6 months,
place.
Interview on February 25, 2014, at 1:00 p.m., in
the conference room with the Director of Nursing
{DON), confirmed the pre-restraint assessment
was hot complete,
Interview on February 28, 2014, at 12:20 pm.,
with the DON, in 'the conference room, confirmed
No consent was obtalned from fhe resident's
family for the use of the seat belt restraint.
Resident #40 was admitted 1o the fagility on
August 17, 2012, with diagnoses ineluding CvA
{Cerebrovascular Accident) (with) R {right) side
weakness, and Seizure Disorder.
Medical record review of the Quarterfy Minimum
Data Set (MDS) dated November 29, 2013,
revealed the resident used bed rails daily as a
restraint.
Medical record review of the physician's
FORM CMS-2567{02-98) Previous Vecstons Chsclals Event I P1P541 Facllity iD: THO4D1 If conlinuation sheet Paga 3of20
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_CENTERS FOR MEDICARE & MEDICAID SERVICES oMB NO.QQ.'S_E—_Q:&_
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(x4} Ib SUMMARY STATEMENT OF DEFICIENCIES
PREFIX { - (EACH DEFICIENGY MUST BE PRECEDED BY FyLL
TAG | REGULATORY OR LSC DENTIEYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

1D {X5)
PREFIX {EACH CORRECTIVE ACTION SHQULD BE CGM;;.‘_E"EHON

TAG. CROSS-REFERENGED O THE APPROPRIATE
DEFICIENCY)

F 221 Continued From page 3

racapitulation orders dated February 1, 2014,
through February 28, 2014, revealed "Side Raif
up for positioning/mabilty.,.”

Medical record review of the Side Rall
Assessment dated August 17, 2012, revealed
"...Does the resident use the side rails for
positioning or '
Support?...yes... Recom mendations...Slde
Rails...Bilateral...”

Medical record review revealed no documentation
a side rail agsessment or restraint assessment
had been completed sinca August 17, 2012,

Observation on February 24, 2014, at 10:19 am.,
revealed.the resident tying on the bed with four
Quarter side rails in the raised position.

Interview on February 25, 2014, at 1:00 p.m., with
ticensed Practical Nurse #1, in the hall,
confirmed the resident was able to get out of the
bed,

Interview on February 25, 2014, at 3:15 p.m., with
the Diractor of Nursing, in the conference room,
confirmed no-restraint assessment had baen
completed for the use of the side rajls asa
restraint.

F 280 483.20(d)(3), 483.10(k)2) RIGHT TO

$8=D | PARTICIPATE PLANNING CARE-REVISE Cp

The resident has the right, unless adjudged
incompetent or otherwise found to be
-Incapacitated under the laws of the State, to
participate in planning care and treatment or
changes In care and freatment,

F 221

e ~-51{-t
F280| F_F-280 B30

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

FORM CMS-2567(02-09) Pravious Versions Obsolate Event ID:P1 Patlt
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIOES - OMB NO. 0938.0391
STAYTEMENT OF DEFICIENGIER (X1} pROV]DEWSUPPLlEWCUA {X2) MULT(PLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CURREET“ON ICENTIFICATION NUMBER: A BUILDING COMPLETED
d4E232 B. WING 02126/2014
NAME OF PROVIDER OR SUPFLIER STREETADDRESS. CITY, BTATE,- ZIP CODE
107 WHEELERTOWN AVENDE
BLEDSOQE COUNTY N SING E
LEDSO URSING HOM PIKEVILLE, TN 37367
[ 2V] 2] SUMMARY STATEMENT OF DEPICIENCIES 1D PROVIDER'S PLAN OF CORRECTION [X5)
. PREPFIX (EACH DEFICIENCY MLUST BE PRECEDED BY FuLy, PREFIX {(EACH CORRECTIVE ACTION SHOULE PE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATK)N) TAG CROGS*REFERENCED TOTHE APPROPRIATE DATE

DEFIGIENCY)

F 280 Continued Fram-page 4
A comprehensive care plan must be d

for the resident, and other appropriate
and, to the extent practicable, the part

legal representative; and periodically r

each assessment,

by:
twenty-seven residenls reviewed,

Tha findings included:

Resident #10 was admitted to the facil

Failure, and Cerebrovascuiar Accldent

mg (milligrams) daily, and Alprazalam
(antianxlety} 0.5 mg three times a day.

within 7 days after the complslion of the
comprehensive assessment; prepared by an
interdisciplinary team, that cludes.the attending
physician, a registered nurse with responsibility

disciplines as determined by the resident's needs,
the resident, the resident's family or the resident's

and revised by a team of qualified persons after

This REQUIREMENT is not met as evidencad

Based on medicat record review, observation,
and interview, the facility fallad to revise the Care
Plan for three residents (#10, #35, and #23) of

January 31, 2014, with diagnoses including
Bladder Cancer, Hypertansion, Diabetes, Anxiety,
Depression, History-of Chronic Obstructive
Pulmonary Disease, History of Congestive Maart

Medical record raview of the physician's
recapitulation arders for February 2014, revealed
the resident received Prozac (antidepressant) 40

Medical record review of the Admission Care Plan

aveloped

staff in
icipation of

eviewed

ity on

e —— e

F280| ;Resident #10: Medication :
‘monitoring and side effects were i
:included on the Comprehensive :
{Care plan 2/27/14 MDS Coordinator
Assistant.

Sy

Resident #35: The bed was changed
to Full Side rail bed 2/27/14 to
reflect accuracy with the care plan.
DON discussed ful! side rajls
Versys half side rails with the
'family to ensure this is what they
still wanted,

Resident #23: Care plan was
updated to include additions
intervention; Bed pad alarm and
| placing control box under bed where ‘
resident is unable to reach box to
tumn off. 2/27/14 by the MDS
Coordinator Assistant.

2.) HOW WILL YOU
IDENTIFY OTHER
RESIDENTS HAVING
THE POTENTIAL TO
BE AFFECTED BY THE
SAME DEFICIENT
PRACTICE?
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CENTERS FOR MEDICARE & MEDICAID SERVICES . 0938-0301
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: A, BUILDING COMPLETED

44E232 B.WING ___ - 02/26{2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE T

10T WHEELERTOWN AVENUE

BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37347

1y "
N R MUY B PAEGAE e St PREFIX (EACH CORRECTIVE Mt obe | con oy

TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRUFRIATE DATE

DEFIGIENCY)

F 280 Continued From page 5 F280| Care plans were reviewed on.all
dated January 31, 201 4, revealed no residents with restraints and falls by
interventions to address the resident's use of the the care plan coordinator and
antianxiety and antideprassant medications. assistant to ensure all interventions
Interview on February 26, 2014, at 8:45 a.m. with gi‘;‘;;’;;‘;f“ﬁ;[g’;d; ralls were

. ; ' A y gsistant 1o
the Director of Nursing {DON), in the DON's . . sistent
office, canfirmed the Admission Care Plan did not ensure stde rail usage was consis
address the use of the anlianxiety and with orders and r ecomtiendations.
ant'depressant medications. Care plans will also be reviewed by
MDS Coordinator Assistant to
_ ensure Psychotropic medications
Resident #35 was admitted to the facilily on wete care planned correctly. This
November 1, 2013, with diagnoses including will be complete by 3/31/14
Fracture of Right Humerus {upper arm bone), —— ——
Parkinson's, Osteopumsls.‘Hypertension, 3)WHAT MEASURES WILL
Non-insutin Dependsnt Diabetss, and Dementia, BE PUT INTO PLACE OR
Medical record review of the Admission Minimurn WHAT CHANGES VILL ,
D YOU MAKE TO ENSURE
ata Set dated November 14, 2013, revealed the
resident uséd bed ralis daily. THAT THE DEFICIENT
PRACTICE DOES NOT
Medical record review of the Care Plan dated RECUR?
November 14, 201 3, revealed full side rails were
ordered to prevent falls,
: Inservice by the DON on 3/12/14 to
Observation on February 26, 2014, at 12:45pm, include the necessity of including
revealed the resident had three quarter rails psychoactive medications on the
(tﬂ:_tteﬂ l._lfp(?:‘r;asddor:vilower) raised and one interim care plan, Interim Care Plan
quarter raj er) down. - will by revised to include a section
Interview with the Director of Nursing on February for these medications, Also will
26, 2014, at 12:55 p.m., In the chapel, confirmed inform staff of the sections for
the care plan had not been updated to reflact the behavior symptoms will need to
resident's use of three quarter bed ralls. have medications included, Also
included is importance and necessity
Residenl #23 was admitted o the faciﬂly on of intervenﬁons after each fall and
December 11, 2012 with diagnoses including CVA the correct use of restraints ag
(Cerebrovascutar Acctdent) with Right otdered
Hemiparesis, Alzheimer's, Hypertension, and )
FORM CMS-2567(02-89) Pravious Versions Obsglete Event ID: P1P541 Facliity ID: TNo4g1 If continualion sheet Page 6of 20
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—CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURvEY
AND PLAN OF GORRECTION IBENTIFICATION NUMBER: A BUILDING ‘ COMFLETED
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NAME OF PROVIDER OR SUPPLIER 8TREET ADDRESS, CITY, STATE, 1P CODE -
107 WHEELERTOWN AVENUE
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(X4) 1Bt SUMMARY STATEMENT OF DEFIGIENCIES Iy PROVIDER'S PLAN OF CORRECTION 065
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FuiL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REQULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
F 280 | Continued From page & F280f New eﬁ'nployees will be inserviced ™™
Osteoarthriils. by reading the minutes of the staff
meeting and signing/dating,
Medical record review of the Mirimum Data Set
dated Decomber 23, 2013, revealed the resident .
required extensive assistance for bed mobility,
transfer, dressing, and tojlet use. Further review, 4) HOW THE
revealed the resident's balance during fransitions -CORRECTIVE
and walking was unsteady and only able to ACTION(S). WILL BE
stabilize with human assistance. MONITORED TQ
Medical racord review of the current Care Plan, ) ENSURE THE
. e DEFICIENT PRACTICE
fevealed no documentation of additional .
interventions 1o address the resident's removal of WILL NOT RECU_R?
the pressure pad alarm. All completed restraint
agsessments will be kept on
Medical record review of the Licensed Nurses the “restraint info” book and
Notes dated January 26, 2014, revealed the kept at the nurses® desk.
resldent was observed on the floor at the The book will be reviewed
resident’s bedslde. The residents pressure by the DON at least weekly
alarm pad was noted o be in the floor at bedside and monitored by the QA
and not alarming. The resident was asked whal committee monthly for 6
happened to the pressure pad alarm and the ! N 3; e
resident "smiled” and said "l did that.” months. All new admission
interim care plans will be
Observation on February 26, 2014, at 7:15 aum., reviewed by the DON and
revealed the resident in the bed with g pressure QA committee for
alarm pad underneath the resident's shoulders. completeness inciuding
' monitoring for side effects
Interview on February 25, 2014, at2:30 p.m., in and usage of psychotropic
the Director of Nursing's (DON) office, with the medications.
DON and the MDS/CP (Minimum Dsta Set/Care
-Ptan) Coordinator, revealed the new intervention
for the fall ocourring on January 26, 2014 was to
place the safety pressure alarm pad further up
the resident's body to attempt to prevent the
resident from removing and turning the alarm off,
Furthar interview with the DON confirmed the
facility failed to update the care plan with-the new
FORM CMS-2507(02-89) Previous Versions Chsolata Event ID: P1P511 Facllity ID; To4o1 H contlnuation shesi Page 7of 20
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This REQUIREMENT is not met as evidenced

by:
Based on medical record review, observation,

and interview, the facility failed to implement the

Care Plan for one resident {#18) of twenty-seven
residents reviewed.

The findings included:

Resident #18 was readmitted to the facility on
May 14, 2010, with diagneses including Anxiaty,
Chranic Paln, Hypertension, Hyperlipidemia, and
Osteoarthritis.

Medical record review of the physician's
recapitulation orders for February 2014, revealed
the side rails were to be up/raised when the
resident was in bed for positioning and mobility.

Medical record review of 3 Slde Rail Assassment
dated May 14, 2010, revealed "...top 2 siderails
for pesitioning...* :

Medical record review of the Care Plan reviewed
on January 22, 2014, revealed "..1/2 side ralls yp
when in bed to assist with bed mobility and
prevent falis/injuiry...” -

Resident #18: The Half side rajls
(top 2 rails) were discontinyed from
the care plan 3/5/14

.New side rai] assessment was
;completed on 3/5/14 and consent
obtained by phone from POA on

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

: Cherts of all residents who havye side
irails in use will he reviewed by
'3/31/14 and new side rail
assessments will be completed by
3/31/14 by the charge nurses.

o ————— e

;3/5/14. Wil continue with full side |
:rails per MD order (monthiy orders) ;

FORM APPROVED
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 GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETE(
44F232 B. WiNG 02128/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE
BLEDSOE GOUNTY NURSING HOME- :,':;Ew;ﬁ;ﬁ:??;"s‘;‘f"ue
) D SUMMARY STATEMENT OF DEFIZIENGES D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED By FULL PREFLX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
1AG REGULATORY OR LEC IDENTIEYING INFORMATICIN) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
OEFIGIENGY)
F 280 Continyed From page 7 F 280
intervention following the resident's falf on
_ [Janvary 26, 2014, et e e e e+ .
F 282 | 483.20(k)(3)(i)) SERVICES BY QUALIFIED F262| F 282 55010
88=0 | PERSONS/PER CARE PLAN
. . ) 1) WHAT CORRECTIVE
The services provided or arranged by the facility A%TION WILL BF.
must be provided by qualified persons in
tes vt ACCOMPLISHED FOR THOSE
ggfgrdanca with each resldent's written plan of RESIDENTS FOUND TO BE
AFFECTED BY THE
DEFICENT PRACTICE?

FORM CM5-2667(02-89) Pravious Versions Obsolata

Evenl ID: P1P3H

Facllly 1B: TND401
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CENTERS FO EDICARE 8 MEDICAID S RVICES o M‘I:aolagé}%g%-%ggo
STATEMENT OF DEFIGIENGIES (X7) PROVIDER/SUPPLIERVCLIA (X2} MULTIEL.E CONSTRUCTION } DATE SURVEY
AND PLAN GF CORREGTION IDENTIFICATION NUMBER: A BULDING " GOMPLETED

44E232 B. WING
- — 02/28/2014
NAME OF FROVIDER OR SUFPLIER _ STREET ADDRESS, CITY, 8TATE, ZIPCODE — ——
BLEDSOE COUNTY NURSING HOME. 7 WHEELERTOWN AVENUE
, PIKEVILLE, TN 37387
(Xa) 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
PO | TEeMAORVORISCIENTEVNGINFORMATON | "iag" | odobe keoeRECTVEACTIONSHOUDDE | coufidion
DEFICIENGY)
F 282 Continued From page 8 F282{ |  3) WHAT MEASURES
WILL BE FUT INTOQ
Qbservation.on February 24, 2014, at 8:58 a.m., PLACE OR WHAT
revealed the resident lying on the bad with full CHANGES WILL YOU
length side rails bitaterally in the raised posiion, MAKE TO ENSURE
Qbservation on February 26, 2014, at 7:20 a.m., THAT I!CEE ggl;lsclﬁ%i'fr'r
and 12:10 p.m., revealed the resident Iving on the PRACT
bed with bilateral full side rails in the raisod : RECUR?
positlon. S
s Inservice on 3/12/14 by the DON
[nterview on February 25, 201 4, at 12:50 am., for nursing staff (RNs, LPNs and
with the Director of Nursing, in the confererica CNAS) to include instructions on
;oo{g. cq{r;ﬁrmc'ad the care plan was not followed use of restraint info book to include
of ths side rails, . P
Sorm | BEFENAC)LOATEPROVDEDFOR. | Fatg| sk osdent it tsraiis and L
$8=D ' o
_ copy of assessments and consents
A rasident who is unable to carry.out activities of | - and care plans will be included in
daily living receivas the necessary services fo ‘the baok. This will be completed by
maintain good nutrition, graoming, and persenal 37314

and oral hygiene. New employees will be inserviced

by reading the minutes of the staff
meeting and signing/dating.

This REQUIREMENT is not met a8 evidenced - 4) Hdw THE ¢ O_CTIVE

by .

Based on medical record review; facility policy ACTION(S) WILL BE

reviéw, observation, and interview; the faciy | - MONITORED TO ENSURE

failed to provide nail care for a dependent THE DEFICIENT PRACTICE

resident for one resident (#18) of three residents WILL NOT RECUR?

e\f. wa o e T . e b e e e e -

Kwenty-senan founos, o Dally Living, of This book will be monitored by the
. DON at least weekly to ensute

The findings included: compliance and after each resident

who will requite a new or different
Resident #19 was adrmitted to the facility on April » resiraint.

22, 2010, with dizgnoses including Traumatic

! < QA committee will monitor monthly
Brain injury, Hypertension, Anxiety, Dapression,

for 6 months.

FORM CMS-2567(02-82) Pravious Yerslons Obsoiats Event 10: PIFS14 Faciiity [D: TNO401 If contiruation sheet Page 8 of 20
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No. 2930 PreP. 11 0a03/2014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
| 6TATEMENT OF DEFIGIENGIES. ] (31} PROVIDER/SUPPLIER/CLLA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A SULDING COMPLETED
44E232 B.WING _, . 02126/2014
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, 2iP COBE
107 WHEELERTOWN AVENUE
Bl ED! c v :
E ‘SOE OUNTY NURSING HOME PIKEVILLE, TN 37387
(X410  SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 045}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX {EAGH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESICEBITO THE APPROPRIATE _ DATE
EFICIENCY)
F 282 | Continued From page 8 F 282
Observation on February 24, 2014, at 9:58 a.m.,
revealed the resident lying on the bed with full
tenagth sida rails bilaterally in the raised position,
Observation on February 26, 2014, at 7:20 am,,
and 12:10 p.m,, revealed the resident lying on the
bed with bilateral full side rails in the raised
position.
Interview on February 25, 2014, at 12:50 a.m.,
. | with the Director of Nursing, In the confererice -
reom, confirmed the care plan was not followsd }
for the side rails, et e
F 312 483.25(a)(3) ADL GARE PROVIDED FOR F312| | pagz 3314
88=D | DEPENDENT RESIDENTS
Aresident who is unable to carry out activifiag of iéggg 'EV?SL BECTIVE
daily living receives the necessary services o COMPLISHED FOR THOSE
maintain good nutrition, grooming, and personal AC
and oral hyglenas. ggﬁ%ﬁsggm TO BE
DEFICENT PRACTICE?
i
This. REQUIREMENT is not met as evidenced Resident #19; Nails were ¢leaped
by: o ‘ and ttimmed by C.N.A. on 2/26/14
Based on medical record review, facility policy (afternoon)
review, obssrvation, and interview, the facility
failed to provide nail care for 3 dependent
resident for one resident (#1 9) of three resldents
reviewed for Activities of Daily Living, of
twenty-seven residents reviewed.
The findings included:-
Resident #19 was admitted to the facility on Aprll
22, 2010, with diagnoses Including Traumatic
Brain Injury, Hypertension, Anxietly, Deprassion,
FORM CMS.2667(02-80) Pravious Varstons Obsclele Event ID: P1P511 Facliity ID; TNO4D4 If con!!nuatlon sheet Paga 0 of 20




“Far. 13. 2014° 1:44PMANDERLANGER BLEDSOE ADM

CENTERS FOR MEDICARE & MEDICAID SERVICES

4234475289

No. 2930praP. 12 g3mar2014
FORM APPROVED

OMB NO. 0938-0301

Manic Bipolar.

Review of the facility policy Nails, Care of (Finger
and Toe), revealed "...Purpose,..To provide
cleaniiness...to prevent spread of infection._for
comfort...o prevent skin problems..."

Observation and interview an February 25, 2014,
at n15 a.m,, with Licensed Practical Nurse #1
{LPN), in the resident's raom, revealed tha
restdent's nalls extended approximately 1/4 inch
beyond the nail bed with a brown substance
under the nails, Interview at this fime confirmed
the nails headed to be rimmed and cleanad,

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (7€) MULTIPLE CONSTRUGTION {X3) DATE SURvVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING COMPLETED
44E232 B.WING ___ 02/26/2014
NAME OF PROVIDER OR SURPLIER - STREET ADDRESS, CITY, STATE, ZiP CODE '
* 10T WHEELERTOWN AVENUE
BLEDSOE QU URSING '
HEDSOE COUNTY NURSING HOMe i PIKEVILLE, TN 37387 |
(%4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY, FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR | SG IDENTIFYING INFORMATION} TAG CROGS-REFERENCED 7O THE APPROFRIATE DATE
DEFIGIENGY)
e ) e e e e e oo,
312 Continued From page 9 F 312 2) HOW WILL YOU

All residents will be observed on

their shower days by the charge :
nurses to ensure nail cleanliness and
) trimming, :

IDENTIFY OTHER '
RESIDENTS HAVING
THE POTENTIAL TO

BE AFFECTED BY THE
SAME DEFICIENT
PRACTICE?

—— e i e

FORM CMS-2567(02-89) Previoys Verslons Obsolets Event ID; P1P511

Observation on February 26, 2014, at 12:00 , WILL BE PUT INTO
noon, revealed the resident seated in a i PLACE OR WHAT
wheelchair; in the dining room. Continved [ CHANGES WILL YOU
observation revealed the resident’s fingernails ! MAKE TO ENSURE
extending approximately 1/4 inch beyond the nail I THAT THE DEFICIE.
bed with a brown substance under the nais, ! PRACTIC NT
F 323 | 463.25(h) FREE OF ACCIDENT Fazal | ICE DOES NOT
$8=D | HAZARDS/SUPERVISION/DEVICES ; RECUR?
The facility must ensure that the resident ! Inservics on 3/12/14 by the DON to
environment remains as free of accident hazards | wrsing staff (LPNs, RNs and
as is possible; and each resident receives i CNAS) to include AM/PM care and
adequate supervision'and assistance devices to i nail care/hygiene. '
revent accidents. Staff was iserviced duting huddle
on 2/26/14 at 3pm for 7-3/3-11
shifts and 2/27/14 at 7am for 11-7/7-
: 3 shift on proper care of fingernails
This REQUIREMENT is not met as evidenced and if needed giving this resident
by: . o anti-anxiety prior to
Based on medical regord review, observation, cleaning/trimmin "
and interview, the facility failed to ensure a safety '
device was functional for one (#4 0), failed
Fachity 10: TNG401 H continuation sheet Page 90 of 20
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D SERVICES

No. 2930minP- _ | 330872014
FORM APPROVED

_ y OMB NO, 0938-0391
STATEMENT. OF BEFICIENCIES (%1} PROVIDER/SUPFLIER/CLIA {X2 MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING COMPLETED

44E232 B. WING
- — 02126/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE -
. BLEDSOE COUNTY NURSING HOME 107 WHEELERTOWN AVENUE
i , PIKEVILLE, TN 37387
(X4} iD SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION xs)
FREF)X (EACH DEFICIENGY MUST BE FRECEDED BY, FULL '
TAG REGULATORY OR LSC IDENTIFYING mfonmgmm P‘%EE"‘ cé%ﬁ%?&%?ﬁ?ﬂﬁé‘f&%ﬁ%E oo
DEFIGIENGY) -
F 312/ Continued From page 9 F312| New employees will be imiseiviced™
Manic Bipolar, by reading the minutes of the staff
meeting and signing/dating.
Re;{ie_w of the facility policy Nalls, Care of (Finger
and Toe}, revealed *...Purpose...To provide e ——- - Il
cleanliness...to prevent spread of infection.. for 4) HOW THE CORRECTIVE
comfort...to prevent skin problems.,.* ACTION(S) WILL BE
MONITORED TO ENSURE
Observation and interview on February 25, 2014, THE DEFICIENT PRACTICE
at 9:15 a.m., with Licensed Practical Nurse %1 WILL NOT RECUR?
(EPN}, in the resident's room, revealed the
resident's nalls extended approximately 1/4 inch i it i
beyord the nall bed with a brown substance gﬁrﬁgesﬁzﬁzi::&n:ggeg: :,?;,I :::
under the nails. Interview at this time confirmed compliance a that tin reporting
the nails needed i . :
alls needed to ba trimmed and cleaned (verbally} to the DON for any
Observation an February 26, 2014, at 12:00 deviation for 1:1 counseling with
noon, revealed the resident seated in a employee, ‘
wheslchair, In the dining room. Continued Will be reviewed in QA monthly
observation revealed tho resident's fingernails for 6 inonths.
extending approximately 1/4 Inch beyond tha nall
bad with a brown substance under the nalls, e e e - .
F 323 483.25(h) FREE OF ACCIDENT F323| p39s 330
88=D HAZARDSISUPERVIS!ONIDEVICES j
The facllity must ensure that the resident 1) WHAT CORRECTIVE
environment remains as frae of actident hazards ACTION WILL BE
as is possible; and'each resident recelves ACCOMPLISHED FOR THOSE '
adequate supervision and assistance devices to RESIDENTS FOUND TO BE
prevent accidents. : AFFECTED BY THE
’ DEFICENT PRACTICE?
] Resident #10: Pressure pad was
i . replaced on 2/25/14 and tested to
Sl's REQUIREMENT is not met as svidenced ensure proper working order.
Basad on medical record review, abservation,
and interview, the facllity failed to ensure a safety |
deviée was functional for one {#10), failad

FORM CMS-2567(02-09) Pravious Verslons Obsolata

Event ID:P1PST

Faclity |D: TNI4OT

If continuafion sheat Page 10 of 20




MCMar. 13, 20141 1:45PHAND ERLANGER BLEDSOE ADM 423447589 o 25 30rn’:_Magosizons

FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO._0938_n3g4
EN DEFICIENGIES X1} PROVIDER/SUPPLIER/CL ? LE TR
iﬁggﬂn oF gonéecwéfa en iot-:n%r[cnrssbn NUMBER. fj""’a,j:f;;j‘; CONSTRUCTION m’r?éﬂ%féjﬁc_f ¥
. 44E232 B. WING 02’28’201 4
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, 2IF CODE
107 WHEELERTOWN AVENUE
BLEDSOE ¢
LEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37387
(X4} 1D - SUMMARY STATEMENT OF DEFICIENCIES - 1D PROVIDER'S FLAN OF CORRECTION (5)
PREFiX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGER TO THE APPROPRIATE DATE
DEFIGIENGY)
F 328 Contibued From page 10 _ F3231 | Resident #35: Fall were reviewed
gﬁ_"'il':’_g '_"J:;‘::"go%fvigefg:a“g Eg" otnseo(f# 35) of and inservice provided to staff
e resi ravi acciden :
b . A (LPNs and CNAs) during huddle by
twenty-seven residents reviewed. the DON on 2/26/14 at 3pm for 73
The findings included: and 3-11 shifts and also _2!27! 14‘at
¢ 7am for 7-3 and 11-7 shifts. Bed
Resident #10 was admitted to the facility on changed to full side rails after a
January 31, 2014, with diagnoses including discussion with family members to
< | Bladder Cancer, Hypertension, Diabetes, History ensure continued request on 2/27/14
of Chronic Qbstructive Pulmonary Dissase, and to reflect cormect care plan,-
History of Gongestive MHeart Failure, and

Cerebrovasoular Accldent,

Medical record review of the admission Minimum :
Data Set dated February 13, 2014, ravegied the
resident scorad & 15 on the Brlef Interview for ' ' '
Mental Statys Indicating the resident was !
independent with-daily decislon making, required !

limited assistance of two persons for bed mobility, 2)) HOW WILL YOU

transfers, and walking, and had experienced a fall IDENTIFY OTHER

in the month prior to admission, ’ RESIDENTS HAVING

Medical record review of the Fal Risk Evaluation : gﬁgggggg%ﬁo}m

dated January 31, 2014, revealed the residsnt

was at high risk for falls, SAME DEFICIENT
PRACTICE?

Medical record review of the Admission Care Plan
dated Janvary 31, 2014, revesied the resident ‘
was at risk for falls and a mobility alarm was - All residents with pressure pads or

applied. - personal alarms were identified and
: . - all alarms were checked for proper
Medical record review of a physician's order :

. king order on 2/26/14
dated February 1, 2014, revealed "Bed/chair working order
pressure alarm at all timesg."

Madical record review of a nursing note dated
February 25, 2014, at 2:00 p.m., revazlad
"Resldent.found lying in baih b by CNA
{Certified Nursing Assistant), Resident stated '|

FORM CMS-2587(02-99) Previous Versions Obaplem Event D PiP&11 Fagllity ID: TND401 If continuation shaet Page 110f20




“ar. 13. 20147 1:45PMANDERLANGER B

LEDSOE ADM 4234475289

No. 2930 pryf. _15 031032014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NGO, ogss-c}:{n%*J
STATEMENT OF DEFICIENGIES X1 PROVIDER!SUPPLIER!BLIA X2 TIFLE CoO RVEY
AND FLAN OF CORRECTION o IDENTIFICATION NUMBER: k ;JTE;INZL CONSTRUGTION m’?&ﬂ%ﬁé’m
44E232 B. WING
NAME QF PROVIDER OR SUPPLIER 02’2&2014

BLEDSOE GOUNTY NURSING HOME

STREEY ADDRESS, CITY, STATE, 2IP CODE
107 WHEELERTOWN AVENUE
PIKEVILLE, TN 37367

(Xe) I SUMMARY STATEMENT QF DEFICIENCIES o . PROVIDER'S PLAN OF CORREGTION (%5)
P EACH bEFICIE
Tk éac.um%m'o“é'i‘;%‘?éééﬁpﬁ?ﬁéi?%nm%h; P CROSSREPERENGLG TS TR SHOULDBE | cowignion
DEFICIENCY)
F 323 | Continued From page 11 Fazs| — T e

was pulling my pants up and fell.’ Was askegd 3) WHAT MEASURES
why...didn't turn the ¢all light on resident stated '] WILL BE PUT INTQ
forgot.” Was reinforced to use call light when PLACE OR WHAT
needing help, there are two Pump knot, one on CHANGES WILL YOU
fr;;ehead & one on toi of..head. c/o (complaing MAKE TO ENSURE
of) pain where pump knot is, no other ¢jo THAT THE
{complaints of} pain...CNA stated alarm was on PRAgTICE gglé?;%ﬁr
but didn't go off. A note Was placed in...room o RECUR?
re -..to i | :

mind...to use the call light when needing help. Inservice to nursing staff (RNs,
QObservation on February 26, 2014, at 12:15 pm., LPNs and CNASs) by the DON on
revealed the resident seated In a chair, in the 3/12/14 on checking alarms for
resident’s room with a pressure pad alarm in proper working order daily, A
place, section was added to the C.N.A.

. ] work sheet for alarms to be checked
Interview on February 26, 201_4, at 7:50 am,, with daily for proper working order
Licensed Practical Nurse #1, in the medication beginning 2/26/14
room, confirmed the alarm did not sound at the Thg g iced F duri
time of the resident's fall on February 25, 2014, s wserviced to staff during
Conlinued interview revealed the pressure pad - h:ldddl.w on 2/26/14 3pm (for 1 a;nd
alarm had been replaced after the resident's fall, 2 Shrldﬂs)_a“d 2/27114 Tam for |
and it was unknown-why the alarm did not sound. and 3" shifts)
Continued interview revealed it was unknown This will be the responsibility of 7-3
when the pressure pad alarm was last checked CN.As
for proper functioning. New employees will be inserviced
interview on February 26, 2014, at 7:55 a.m., with gli;ffnc;';iéh :lénn:?;zsazg;he et
CNA#1, (CNA who found the resident af the tima
of the fall ori February 25, 2014), in the haliway,
revealed the alarm was turned on gt the time of
the resident's fall, but did not sound, "
Interview on February 26, 2014, at 8:00 a.m., with
the Director of Nursing {(DON), in the DON's
office, revealed the pressure pad alarms were
checked to be in working order when first
initiated, however, did not know if the alarms
were checked for proper functioning after
placement, :
FORM CMS-ZSB?(O2—99) Pravious Varsigns OCheolele Event ID: P1P511 Faciﬁly 1D: TNO401 If continuation shast Page 12 of 20




“Mar. 13, 2014 1.45PMANDERLANGER BLEDSOE ADM 4234475789

No. 2930priP. 16 0310212014

FORM APPROVED
CEN | ERS FOR MEDICARE & MEDICAID SERVICES . OMB-NO. 0938-03a1
STATEMENT OF DEFICIENCIES (28] FROVIUERISUPPLIERIGLIA (R2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
44232 B, WiNG 02/26/2014
NAME OF PROVIDER OR SubPLIBR

BLEDSOE COUNTY NURSING HOME

STREET AUDRESS, CITY, STATE. 2P GODE
107 WHEELERTOWN AVENUE

PIKEVILLE, TN 37387
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES Ib PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD Bis COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFIGIENCY)
F 323 | Continued From page 12 F 323 4,) HOW THE ORRECTIVE
C N{S) WILL BE
Resident #35 was admitted to the factiity on l‘?mggo(%n !II-"O ENSURE
November 1, 2013 with diagnoses Including THE DEFICIENT PRACTICE
Fracture of Right Humerus (upper arm bone), WILL NOT RECUR?
‘| Parkinsan's, Osteoporosis, Hypertension,
Non-Insulin Dependent Diabetas, and Dementia, , X .
DON will monitor for compliance at
Observation on February 26, 201 4, at 8:40 a.m, least weekly. Will report to QA
revealed the resident in g wheelchair with a chair committee monthly for 6 month.
alarm pad in the seat of the wheelchair, Fall reports will be monitored by the
' DON for approp. interventions put
' Medical record review of the Admission Minimnum into place after fall,
Data Set dated Novem ber 14, 2013, revealed the | QA committee will inonitor mon thly
resident required extensive assistance for bed for 6 th
mobility, transfer, walking, dressing, and toilet or & months.
use. Further review; revealed the resident's
balance during transitions and walking was not
steady and only able tg stabilize with human
assistance.
Medical record review of the Care Plan dated
November 14, 204 3, revealed the resident at risk
for recurrent falls with interventions Including
*...keep call light in reach...fall
Precautions...pressure pad alarm in bed and wic
(wheselchair)...put ... (the resident) in recliner after
dinner (2/11/14)..."
Medlcal record review of the facility's fall tracking
revealed falls ovccurting on December 18, 2013,
January 10, 2014, and February 11, 2014,
Interview an February 26, 2014, at 8:40 a.m,, in
the chapel, with the DON (Director of Nursing),
revealed after the fall on December 16, 2013, tha
facility reminded the resident to ask for
assistance and to usa the call light. Further
interview with the DON confirmed no riew
interventions were put into place for the falls
FORM CMS-2587(02-95) Frevious Varslons Obsolale Event 12 P1P51{ Facilty 1D; TNO409 If continuation sheet Page 13 0f20
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-, E ADM 4234475289
““Mar. 13. 20147 1:45PMANDERLANGER BLEDSO! FORMAPPROVED
CENTERS FOR MEBICARE & MEDICAID SERVICES OMB NO, 09380391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
44E232 B. WING 0212612014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 219 GODE T
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURf:‘-ING HOME PIKEVILLE, TN 37387
(4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION X33
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY fuL L PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 323} Continued From page 13 F 323
occurring on December 16, 2013 and January 10,
2014, The DON stated, " would have expectad
on the second one (fall) they (the fecility) wauld
have dong something else.” , e e s ot :
F 325 483.25()) MAINTAIN NUTRITION STATUS F 325 | F 325 P33ty
58=D [ UNLESS UNAVOIDABLE i i
1) WHAT CORRECTIVE H
Based on a resident's com prehensive E
t the faci hat ACTION WILL B
rosioment, ihe faclity must ensure that a ACCOMPLISHED FOR THOSE
(1) Maintains acceptabls parameters of nutritional RESIDENTS FOUEE TO BE
- status, such as body weight and protein levels, AFFECTED BY T 0
unless the resident's dlinical condilion . DEFICENT PRACTICE?
demonstrates that this is not possihle: and : )
(2) Receives a therapeutic diet whep there is a Resident #49 has been discharged,
nutritional problem, therefore no corrective action could
be taken.
This REQUIREMENT is not met as evidenced
by:
Based on medical record review, faciiity policy %) HOW WILL YOU
review, observation, and interview, the facility IDENTIFY OTHER
failed to follow the facility policy for weight loss for RESIDENTS HAVING
one resident with weight loss {#49), of three THE POTENTIAL TO
residents reviewed for weight loss of BE AFFECTED BY THE
twenly-seven residents reviewed, SAME DEFICIENT
PRACTICE?
The findings incluged: . .
i
Resident #49 was admit{ed o the !‘aca’lityl on All residents were weighted in
January 31, 2013, with diagnoses including 3614 thi izhts. Th i
Dementia, Diabetes, Depression, and or monthly weights. These |
Hypertension. The resident was discharged on welghts were reviewed tgy the ,DON :
April 2, 2093, and also by the FSS for inclusion in
_ ' weekly weights.
Medical record review of the weight control record
FORM CMS-2567(02-99) Previous Verslons Ohzolata Event [D: PIPS1 Facliity ID: TNR40t If continuatlon sheat Pags 14 of 20




“Cifar, 13, 20141 1:46PNAND ERLANGER BLEDSOE ADM 4234475289

No. 2930pmu®. 1803032014

FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391_
__'_——_-—__“—_-_'__"—-'v——v—_‘* e
I Y {12 WTIPLE CONSTRUGTION ) DATE Suve
A4E232 B, WING 02/26/2014
NAME OF PROVIDER OR SUPELIER

BLEDSOE COUNTY NURSING HOME

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

“loss from February 27, 201 3, to March 8, 2013.

revealed the followlng weights:
January 31, 2013-187 poungs
February 8, 2013-182 pounds
February 13, 2013-182 pounds
February 20, 2013-182 pounds
February 27, 2013-188 pounds
March 8, 2013-175 pounds

Medical record review of the weight record
revealed the resident had a thitieen pound weight'

Continued review revesfed waekly weights were
not documented after March 6, 2013,

Medical record raview of the Medical Nutritton
Therapy Assessment dated February 7, 2013,
revealed ".. Admit wt. (weight) 187.. DBW
(Desired Body Weight) 170-210.. feads self after
tray set up,..”

Medical }ecord review of the Licensed Nurses
Notes dated Feburary 7, 2013, revealed *...Feads
self (with) tray set up ate in (dining) room..."

Medival record review of the (Dietary) Progress
Notes dated March 5, 2013, revealed "...Resident
adjusting well to facility. Able o make needs
known. Diet continues to be CCHO (Consistent
Carbohydrate Diet), cut up (meats). PO (by
mouthy) intake is 50-75%. Will continue to monitor
PO intake and weight...”

Medical record review of the flow sheets far diet
intake dated Febryaty, and Margh, 2013,
ravealed the resident's diet intake ranged from
§0% to 100%.

Review of the facility policy, "Weight

Assessments", revealad ™...All residents will be

PIKEVILLE, TN 37387
{X4)ID SUMMARY STATEMENT OF DEFICIENCIES iv] PROVIDER'S FLAN OF CORRECTIC
FREFIX (EACH DEFICIENCY MUST BE PRECEDED fiy FULL PREFIX {EACH CORRECTIVE ACTIONRQIEDULDNBE comgfe}nou
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
F 325 | Continued From page 14 Fazs| _3 ) W];[AT MEASURES

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

Insetvice by the DON on 3/12/14 to
nutsing Staff (RNs, LPNs and
CNAs) included policy for weights,
re-weighs and weekly weights, -

F3S will notify physician with any
recommendation for weight loss.

Charge nurses will notify physician
for any weight loss over 5 pounds
monthly or each time resident is
weighed. C.N.A.s will notify
change nurse of a 5 pound or greater
weight loss each time resident ig
weighed.

New employees will be inserviced
by reading the minutes of the staff
meeting and signing/dating,

FORM CMS-2567(02-09) Previous Verslons Obsoleta

Event ID:PIP5SH -

Facltity iD; TNO4D1

If continuation sheel Page 15 of 20
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. 475289 No. 2930 prif. 1 03/03/2014
“Mar. 13, 20147 {:46PM ANDERLANGER BLEDSOE ADM 4234 FORM APPROUER
CEnIERS FOR MEDICARE & MERICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENGIES x1} PROWDER.’SUPPLIER’CL'A M2) MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BULDING COMPLETED
44E232 B. WiNg - 02/26/2014
NAME OF FROVIDER OR S8UPFLIER STREET ADDRESS. CITY, STATE, ZIP CODE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37387
{X4) ID SUMMARY STATEMENT OF DEFICIENGIES iy PROVIDER'S PLAN OF CORREGTION xs)
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDED RY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIRYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 325 Co.ntinued From page 15 . F 325 4.) HOW THE CORRECTIVE
weighed at least monthly and more ofien if ACTION(S) WILL BE
indlcated...Residents who have expierenced g MONITORED TO ENSURE
significant weight loss should be weighed waekly
until weight stabilizes. . ” THE DEFICIENT PRACTICE
WILL NOT RECUR?
Interview on February 25, 2014, at 1-40 p.m., with
the Director of Nursing (DON), in the conference DON and FS$ 1o review monthly as
room, confirmed the resident had significant well a5 weekly weights to engure
weight loss from February 27, 2013 to March 5, compliance,
2013, Continued interview confirmed weekly QA committee will monitor monthly
welghts had not been completed after March 8, for 6 months
2013,
Interview an February 26, 2014, at 7:30 a.m., with
the resident's physician, in the confersnce room,
confirmed would have asked for the resident to
be rewsighed with weight loss of 13 pounds in
one week. Further interview confirmed would
question if weight was accurate.
Interview on February 26, 2014, at 11:00 am,,
with the DON, in the conference ropm, revealad
the resident had & buiit up shee and was not sure
if weighed with or without the shoe on, felt the
weight of 188 wag Inaccurate. Continued
interview confirmed the resident was rewelghed
at 175 pounds on March 6, 2013, and weekly
weights had not been gbtaingdg,
C/0 #31451 U 2, %Y
F 320 | 483.26(1) DRUG REGIMEN IS FREE FROM F3z29| {F 320
§8=D | UNNECESSARY DRUGS !
. 1) WHAT CORRECTIVE
Each resident's drug regimen must be free from i ACTION WILL BE
unnecessary drugs, An unnecessary drug is any { ACCOMPLISHED FOR THOSE
drug when used in excessive dose (including RESIDENTS FOUND TO BE
duplicate therapy): or for excessive duration; or ' AFFECTED BY THE
without adequate monitoring; or without adequate ; DEFICENT PRACTICE?
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No. 2930pryP.

) 5789 2 oa/0312014
Y“Mar. 13, 20147 1:46PMAND ERLANGER BLEDS_QE ADM 423447 EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301

AND FLAN OF CORmaaTNSlES o) IENTIE AT e aLIA e CONSTRUGTION S
44E232 B. WING 02i26/2014
NAME OF PROVIDER OR SUPPLIER

BLEDSOE COUNTY NURSING HOME

STREET ADDRESS, CITY, STATE, 2iP GODE
107 WHEELERTOWN AVENUE
PIKEVILLE, TN 37387

(X4) ID SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION (X5)
PRERIX {EACH DEFICIENCY MUST BE PRECEDED BY FyLL FREFLX {EACH CORRECTIVE AGTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE bare
DEFIGIENCY)
T ——— e T
F 329 Continued From page 16 F329| !Resident#4: Medication was
indications for Its use; or in the presence of discontinued with no adverse effects
adverse consequences which indicate the doss in delay.
should be reduced or discontinued; or any
combinations of the reasons above. —
) 2,) HOW WILL YOU
Based on 4 cotnprehensive assessment of g IDENTIFY OTHER
resident, the facility must ensure that residents RESIDENTS HAVING
who have not used antipsychotic drugs are not THE POTENTIAL TO
given these drugs unless antipsychotic drug BE AFFECTED BY THE
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical SAME DEFICIENT
récard; and residents who use anfipsychotic PRACTICE?
drugs receive gradual dose reductions, ang
behavioral interventions, untess clinlcally
conlraindicated, in an effort to discontinue these During the next month's (March)
drugs. pharmacy review, all residents for
physician tecommendations will be
imnediately faxed to physician(s)
and call placed to physician(s) to
respond to recommendations,
| idenced T
E;is REQUIREMENT s not met as evidenc 3) WHAT MEASURES
Based on review of a pharmacy communication WILL BE PUT INTO
farm, medical record raview, observation, ang PLACE OR WHAT
interview, the facility failed to ensure one resident CHANGES WILL YOou
{#4} did not receive an unnecessary medication MAKE TO ENSURE
of five residents reviewed for unnecessary THAT THE DEFICIENT
medications of twenty-seven residents reviewed. PRACTICE DOES NOT
CUR?
The findings Included: —_ _EE L .
: DON will speak to physicians
Resident #4 was admittgd 1o the fgcility on regarding the importance of act] ng
January 27, 2010, with diagrioses including . timely on Pharmacist
Congestlve Moart Failure, Mypertension, Chronic X
. " recommendations by 3/31/14)
Paln, Constipation, Coronary Artery Diseasa, R dati ill be faxes and
Dementia, and Atrial Fibvillation. | eeommendations will be faxes
' calls placed after faxing until
Review of a Physicians Communieation Form, Tresponse 1s met.
FORM CMS-2567(02-29) Previaus Verelans Obsolate Event I:P1R311 Feclliry [0: TNO£04 If continuation sheet Page 17 of 20




No. 2930 pgyP. 21

MCyar 13, 2014 1:47PMANDERLANGER BLEDSOE ADM 4234475289 FORM APP R
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO, ogas-o\:’am
TATEM CEPR 1
A PLAN OF CorRERT [ rovERBummLEr L 0 MLTIPLE CoNSTRIGTION 0 v vy
. 44E232 B. WING
NAME OF FROVIDER OR 3UPPLIER STREET ADDRESS, CITY, STATE, 2P CODE Q212612014
BLEDSOE COUNTY NURSING H S SELERTOWN AVENUE
RSING HOME PIKEVILLE, TN 37367
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION ()
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FU
TAG REGULATORY OR LSC IDENTIFYING lﬁFon?mnoLa'i) P?Ef;'x céﬁ‘;‘éf'ﬂ‘éﬁg‘ééﬁégé ?gﬁg fpﬁ%ﬁnﬁrs cuug;g o
DEFICIENGY)
F 329 Continued From page 17 F320( 4) HOWTHE CORRE ECTIVE
from the pharmacist, date July 25, 2013, ACTION(S) WILL BE
revealed ".. Antl-psyehotic Quetiapine (Seroquel) MO
25 o _ NITORED TO ENSURE
mg {milligrams) w/o {without) documentation E
of a specific diagnosis ang bensfit to the THE DEFICIENT PRACTICE
resident...* WILL NOT RECUR?
_ QA gommittee will thonitor for
Medical record review of the July 2013, timeliness for 6 months,
physician's recapitutation orders revaaled
“...Quetiapine,,.25 mg (milligrams) take 1/2 tablat
at bedtime..."”
Medical record review ravealed no documentation
the physician was notified of the pharmacy
recommendation until August 21, 2013, when an
order was obtained to discontinue the Seroguel.
Observation on February 24, 2014, at 9:53 aam.,
revealed the reslident seated in a recliner, in the
resident’s room, with an alarm in place,
Interview on February 25, 2014, at 3:05 p.m., with
the Director of Nursing, in the conference rooin,
confirmed there was 3 delay in notifying the
physician of the pharmacy recommendation, and
the resident received the Quetiapine until August
21, 2013, ¥ 09§ - 114
F 428 483.60(c) DRUG REGIMEN REVIEW, REPORT Fazs| F -4 R
=D | IRREGULAR, ACT ON H
S8=0 T 1.) WHAT CORRECTIVE :
The drug regimen of each resident must be ACTION WILL BE :
reviewed at least once a month by a licensed ACCOMPLISHED FOR THOSE |
pharmagist, RESIDENTS FOUND TO BE ]
» A¥FECTED BY THE :
The pharmacist must report any irregularities to DEFICENT PRACTICE?
the attending physician, and the director of :
nursing, and these reports must be acted upon, Resident #4¢ medication was i
' discontinued on 8/21/13 without any é
adverse effects caused by delay. -'
FORM CM8-2557(02-99} Previous Versions Qbsolats Even! ID:P1P511 Facility [D: TND401 If continuation shaat Page 18 0f20




No. 2930pRuP-_ 22031032014
Ulyer {3, 20141 1:47PMAND ERLANGER BLEDSOE ADM 4234475289 EORM APPROVER
CENTERS FOR MEDICARE & MEDICAID SERVIGES ' OMB'NO, 0838.0381
STATEMENT QF DEFIGIENGIES {x1) pRUWDER{SUPPUERfCUA %2} MULTIPLE CUNSTRUCTION - (X3} DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION MNUMBER; A BU"—blNG COMPLETED
445232 B. WING 02/28/2014
NAME OF PROVIDER OR SUPPLIER T

BLEDSOE COUNTY NURSING HOME

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

(X4 1D SUMMARY STATEMENT OF DEFICENGIES . Ip PROVIDER'S PLAN OF CORRECTION o)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETTON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
F 428 | Continued From page 18 P48l 2y How Wik vou
' IDENTIFY QTHER
RESIDENTS HAVING
o ] , THE POTENTIAL TG
g;:l:ls REQUIREMENT is not met ag evidenced BE AFFECTED Ry THE
Based on review of a pharmacy communication SAME DEFICIENT
form, medical record review, and Interview, the . PRACTICE?
facility failed to timely notify the physician of : Wl!h the next month's pharmacy ‘
pharmacy communication for one resident (#4) of review (March), all residents that .
five residents reviewed for unnecessary , have recomm endations will be faxed ;
medications of twenty-seven residents reviewsd, : t(;‘ the physician(s) and cal] placed to ;
L | physician(s) 1o respond to .
The findings included: | recommendation. ° ‘
Resldent #4 was admitted to the facility on ‘
January 27, 2010, with diagnoses inciuding i
Congestiva Heart Fallure, Hypertension, Chronic S
Pain, Constipation, Coronary Artery Diseass, 3) WHAT MEASURES
Dementia, and Atrial Fibrillation. WILL BE PUT INTO
PLACE OR
Medical resord review of the July 2013, CH PIGgS “‘?I}IE%,I‘;’OU
physician's recapitulation orders revealed MAKE TO ENS
"...Quetlapine(Seroquel)...zs mg (milligrams) take THA FURE
1/2 tablet at bedtime., * T THE DEFICIENT
PRACTICE DOES NOT
Review of a Physicians Com munication Form, RECUR?
from the pharmacist, dated July 25, 2013,
revealed "...Anti-psychotic Quetiapine . DON will spesk to the physicians,
(antipsychotic)...25 mg {milligrams) wio (without) by 3731714, regardin g their timely
dacumenfation c:.f a specific diaghosis and benefit response to recommendations made
to the rasident... _ by the pharmacist.
Medical record review revealed no documentation |- 5;;?{";”":“}:"23 “"H be] faxgstw
the physician was notifled of the pharmacy ¢ and phone ca s placed to
recommendation until August 21, 2013, when an physician by DON until response to
order was oblained to discontinue the Seroquel. recommendation is met.
interview on February 25, 2014, at 3:0 p.m., with
the Director of Nursing, in the conference reom, _
FORM CMS-2567(02-98) Previous Verciana Obsulata Event ID: P1FR511 Faclilly ID; THO404 #f continuation sheet Page 19 of 20




confirmed there was a delay in notifying the
physician of the pharmacy recommendation.

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

QA committee will monitor for
timeliness monthly for 6 months,

. OF ADM 4334475789 No. 2930priP. 23 oarmarora
DEVfar. 13 2014 1:47PMANDERCANSER BLEDSOE FORM APPROVED
—CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938.0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (42} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANG FLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
44E232 B. WING 02/26/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
107 WHEELERTOWN AVENUE
BLEDSOE COUNTY NURSING HOME PIKEVILLE, TN 37387
(%4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION @s)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 428 | Continued From page 19 F428|  4) HOW THE CORRECTIVE
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