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F 000 | INITIAL COMMENTS N F 000
A Recertification Survey and complaint
investigation #35943 were conducted from
4/20/15 through 4/22/15, at Bledsae County
Nursing Home. No deficiencies were cited in
relation to complaint #35643 under 42 CFR PART
483, Requirements for Lang Term Care Facilities. , /
F 225 | 483.13(c)(1)(1-(N), (e)(2) (4) F225| 7 R 35 6/5 5
'88=0 INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS 1.) WHAT CORRECTIVE
The facility must not employ individuals who have i%’I\P;PLISRE? FOR THOSE,
been found guiity of abusing, neglacting, or
mistreating residents by a court of law: or have RESIDENTS FOUND TOBE
had a finding entered into the State nurse aide AFFECTED BY THE
registry conceming abuss, neglect, mistreatment DEFICENT PRACTICE?
of residents or misappropriation of their property;
and report any knowledge It has of actions by a .
court of law against an employes, which would Outside consultant reviewed policy
Indicate unfitness for service as a nurse alde or in depth and interfaced with Social
other facility staff to the State nurse aide registry Worker on 5-12-15. SW DON. and
or licensing authorities. . On * > ?
met regarding facility
The facility must ensure that al alleged viclations polioy and federal and state
Involving mistreatment, neglect, or abuse, regulations regarding timely
ineluding injuries of unknown source and Teporting of allegations of abuse
m appropriatiot?l of resident property are reporied Administrative team will review and
mmediately to the adminisirator of the facility and ise poli ead 5/31/15.
to other offictals in accordarice with State law fevise policy as o ed by 5/31
through setablished procedures (including to the Incident
reported to state
State survey and certification agency). ol ically op 6.2.15
The faclity must have evidence that all alieged T T -
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.
The results of al) investigations must be reported Lo v‘[f'szLf 5
EMTATIVE'S SIGNATURE e P®) DATE
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Any deficiancy statament ending
other safeguards pravide sufficient prote
foilowing the date of sunvey
days following the date these documents are made avaliable o the faciiity.
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CTY, STATE, ZIP CODE T
107 WHEELERTOWN AVENUE
BLEDSOE CQUNTY NURSING HOME PIKEVILLE, TN 37367
LUMMARCY OF DEFICIENGIES ROVIDER'S P F CORREGTION
%2,:'& {EACIS-! nmﬁﬁsﬂs PRECEDED BY FULL pagnc ¥ wﬂm@&musnouw BE coRETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG Gé&smaamcap TO THE APPROPRIATE DATE
. : DEFICIENCY}
F 225 | Continued From paget F225 2,) HOW WILL YOU
to the administrator or his designated IDENTIFY OTHER
representative and to other offigials in accordance ENT! VIN:
with State [aw (including to the State stirvey and %SIBOTEI% Tg
certification agency) within 5 working days of the BE CTED
incident, and if the alleged violation is vecified AFFE BY THE
appropriate corractive action miust be taken. SAME DEFICIENT
. PRACTICE?
g‘;is REQUIREMENT is no_t met as evidencad - All residents lgave ttu? potential to be
Based on review of the facility policy, review of attected by this prastice.
an abuse investigation and interview, the facility T oA T AT A
failed to report 1 allagation of abuse to the Gt o %‘E‘;Y?TA&TMO PSLAURECESOER‘ L
of 1 abuse investigation raviewed,
. ) WHAT CHANGES WILI, YOvU
The findings included: MAKE TO ENSURE THAT THE
DEFICIENT PRACTICE DOES
Review of the Tacllity policy Abuse, Neglact, NOT RECUR?
Mlmpfmpﬁaﬁon Protocol with a reviseg date of
1212014, revealsd "...The Administratar will Meadatory i p «
provide & written report of the results of all zbuse - kveses “Abuse
! = 4 : Reporting” will be scheduled for all
investigations and appropriate action taken to the to be leted by 6/5/15
state survey and certification agency... within five staifto be completed by . ;
(B) working days of the reported incident...” fegam;i :PPW Teporting i
procedyres, .
Review of ap allegation of abuse investigation Social Worker and DON are
dated 4/6/15, revealad no docurmentation the responsible for this inservice,
allegation had been reported to the State.,
Interview with the Social Worker/Abysa :‘lor the n;:.t li:ﬂnoms, ant di will
Coordinstor on 04/21/2018, at 4:20 PM, in the onthly be g X .
Conference room, revealed the allegation of reminded of appropriate reporting
abuse had been reported to the Social Worker. procedures for any resident abuse
Continued interview revealad the Social Worker during staff Huddles,
had Investigatad the allegation and found it io be Social Worker and DON will be
unsubstantiated. Continued interview revezled "I responsible for this information
allegations of abuse are investigated and found to during Huddles, e 4.
be unsubsiantiated they are not reported {o the = o Lot
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE T
107 WHEELERTOWN AVENUE
BLEDS OUN
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{X4) iD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION ' oxs)
CH DEFICIENCY MUST BE PRECEDED BY FULL P EACH GORRECGTIVE ACTION SHOULD BE COMPLETION
P-F;EEFGD( R(Egummﬁv OR LSC IDENTIFYING INFORMATION) }';AEED( CéOSS-RE?ERENCEDDEFICI‘IE'?‘ mTHEAPF'ROPRIATE DATE
- to the administrator or his desigrated ACTION(S) WILL BE
representative and to other officials in accordance MONITORED TO ENSURE
with State law (including to the State survey and THE DEFICIENT PRACTICE,
certification agency) within 5 working days of the WILL NOT RECUR?
incident, and f the alleged violation is verified
@ppropriate corrective action must be taken, Social Worker will report at
quarterly QAP me etitigs regarding
any allegations of abuse that have
This REQUIREMENT s not met as evidenced been reparted as well es outcogges
by: : of monthly Hudgle meetings
' Based on review of the facility palicy, review of regarding abuse,
an abuse investigation and interview, the facility
failed to report 1 allegation of abuse fo the State
of 1 abuse investigation reviewed, Social Worker, DON, or
‘ Administrator will e responsible
The findings included: .
e for repor ting any futurs allegations
Review of the facllity policy Abuse, Neglect, of abuge and subsequent
Misapprapriation Protocol with a revised date of mvestigations of reported abuse to
1212014, revéaled ".. The Administrator will appropriate state agencies,
provide & written report of the results of all abuse T —~— -
investigations and appropriate action taken to the
state survey and certification agency...within five
(5) working days of the reported incident...”
Review of an sllegation of abuse Investigation
dated 4/6/15, revealed no documentation the
allsgation had been reported to the State.
Interview with the Social Worlker/Abuse
Coordinator on 04/21/2018, gt 4:20 PM, In the
Conference room, revealed the allegation of
abuse had been reported to the Saclal Worker.
Cantinued Interview revealed the Sodal Worker
had investigated the allegation and found it to be
unsubstantiated. Continued Interview revealed "t
dllegations of abuse are investigated and found to
be unsubstantiated they are not reporiad to the
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(X&) ID SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORREGTION 0t
EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CQRREGTIVE ACTION SHOULD BE COMPLETION
"%"‘ FgEGUIAT(EDFIiY OR LSC IDENTIFYING INFORMATION) TAG CRDSS-REFEREggFEID mg chemmmeE DATH
F 225 | Continuad From page 2 F 225
state. If substantiated they are reported
immedlately.” Further interview confirmed the
Tacility had falled to report an allegation of abuse
{o the State,
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F279| F 279 &lefis
§8=D | COMPREHENSIVE CARE PLANS
: 1) WHAYT CORRECTIVE
Afacility fust use the results of the assessment | A%JTION WILL BE
to develop, review and revise the residert's ACCOMPIISHED FOR THOSE
comprehensive plan of care. RESIDENTS FOUND TO BE
The faciity must develop a comprehensive care AFFECTED BY THE
plan for each resident that includss measurable . DEFICENT PRACTICE?
objectives and timetables to mest a residant's Resident #8; caze plan was revised
medical, nursing, and mental and psychesocial by the Care Plan/MDS Coordinator
recas Inat ars identified in the comprehensive t0 include the location of the AV
fistula ag well as accessing for
The care plan must describe the services that are buitt/iheill during post dialysis
1o be furnished to attaln or mairsin the resident’s assessments,
highest practicable physical, mental, and -
psyshosocial well-being as required under 2.) HOW WILL YOU
§483.25; and any services that wouid otherwise IDENTIFY OTHER
be required under §483.25 but are not provided RESIDENTS HAVING
due to the resjdent's exerclse of rights under THE POTENTIAL TO
§483.10, including the right to refuse trestment BE AXFECTED BY THE
under §483.10(b)(4). - SAME DEFICIENT
PRACTICE?
This REQUIREMENT is not met as evidenced
by: ' ) The charts/care plans of all dialysis
Based on review of facility policy, medical record patients were reviewed to ensure
a care plan that included post dlalysis care, Tor 1 a9 assessing for bruft/thril, Only
resident (#8) of 2 residents recelving dialysis of one other dialysis chart was found
18 residants reviewed, and new orders written for correct
The findings included: location of AV ﬁstula!shu-nt and for
assessmnent to include bruit/thrill/.
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(06) 1 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECYIVE ACTION SHOULD BE COMPLETION
TAS REGLLATORY OR LST: IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY)
F 2791 Continued From page 3 F278 3) WHAT MEASURES
revealed " _Assessment of access site for G
bleeding Assessment of AV (arterial vanous) CHANGES WILY, YOU :
fistula/graft strength of thrill (vibration of blood fek MAKE TOENSURE |
flowing through the access) and bruit...* (sound THAT THE DEFICIENT |
heard thipugh use of a stethescope of blood PRACTICE DOES NOT
flowing through the access) RECUR? '
admitted to the facllity on 3/3/2015, with shiff
" | diagnoses including: Status Post Pacemaker, {between each shift) as well as 1 on
End Stage Renal Disease on Hemodialysis, Atrial 1 between April 22 and April 24,
Fibrillation and Weakness, - . 2015 as well as staff inservice on
. 5/13/15 by the DON, with review of
Medicel Record review of the care plan dated policy for assessment post dialysis.
3/16/2015, revealed the location of the dialysis e e s e,
access and the need {o assess the dialysis
access site for brultthrill post dialysis, had not 4.) HOW THE CORRECTIVE
been included in the care plan. ACTION(S) WILL BE
MONITORED TO ENSURE
L{znmf ew with Migimt:mﬂ?ata Set o%l:lDS) Nurze on THE DEFICIENT PRACTICE
1/45, at 4:30 PM, in the MDS office confirmed WILL NOT RECTUR?
the location of the dialysis access site had not ot
been included In the care plan. All dialysis patients admitted will be
Interview with the Director of Nursing (DON) on reviewed to ensure docymentation
4/22{16, st 9:26 AM, in the DON's office, of location of fistula/shunt as well as
confirmed the facllity had falled to care plan the correct assessment of brujt/thrili.
dialysis access site and post dialysis care io This will be done by the DON and
assess the dialysis site for the bruit/thrill MIS coordinator.
according to Tacility policy. » Results will be reporied and
| F 308 | 483.25 PROVIDE CARE/SERVICES FOR F308| " 1 onitored through QA meetings
$$=D | HIGHEST WELL BEING '
quarterly.
Each resident must recelve and the facllity must - -
provide the necessary care and services to attain
or maintain the highest practicable physical,
FORM CMS42587(02-54) Previcus Versions Obselete Evert ID:XREX11 Faolty i TNO4OT |  continuaion chest Page 4 of ¢
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PREFIX (EAGCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE 0 oN
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. DEFICIENCY)
F 309 | Continued From page 4 Faos| F_309 G615
mental, and psychosocial well-being, in
accordance with the comprehensive assessment 1.) WHAT CORRECTIVE
and plan of care. ACTION WILL BE
ACCONPLISHED FOR THOSE
RESIDENTS FOUND TO BE
. ATFECTED BY THE
This REQU
o Q [REMENT is not met as evidenged DEFICENT PRACTICE?
Based on review of facility polley, medical :
records, and interviews, the facility faifed to
assess the dialysis access site for bruit/thrill for 1 Resident #8: 1 on 1 Inservice with
resident (#8) of 2 residents receiving dialysis out Charge Nurses was done between
of 18 residents reviewed. April 22 and April 24 to ensure each
. . nurse knew how to assegs for
The findings included: ’ bruit/tl ) itl by the DON. Also, order
Review of facllity policy for Past Dialysi was written on Aprit23, 2015 to
revealed ".. _Agmml?m of au:tass s;{tselsfo?nare refiect location of fistula and
bleeding Assessment of AV (arterial verious) inoluded on Treatment Record.
fistula/graft strength of thrii] (vibration of bload felt -
flowing through the access) and bruk...” (sound 2.) HOW WILL YOU
heard through use of a stethescope of blood IDENTIFY QTHER
flowing through the access) RESIDENTS HAVING
‘ THE POTENTIAL TO
Medical record review revealed Resident #8 was BE AFFECTED ?{YT THE
admitted to facility on 3/3/2015, inciuding the SAME DEFICIE
diagnoses Status Post Pacemaker, End Stage PRACTICE?
Renal Disease on Hemodlalysis, Atrisl Fibrillation,
and Weakness. The charts/treatment records of all
' Modical : +d review of th otse for th dialysis patients wetre reviewed 10
sdical record review e nurse's T rthe ation of AV fistula/shunt
Month of Aptil 2015, revealed 9 post dialysis sie casure loc as;':s:in*;‘for bragt/thsill,
assessments documented by 4 Licenged other dialysis chart; order
Practical Nurses (LPN's). None of the nurse's Only one other dialys: A
notes included the location of the dialysis access was wriften to include correc
sita or assessment of the brultfthriil. lacation and also to n:yclude
checking for bruit/thrill.
Telephone interview with LPN #2 on 4/22/15, at @
FORM CMB-2867(02-99) Pravious Vertions Obsolets Event ID:XREX11 Fagllity 10 TNO4D1
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F 309

Continued From page §

AM, confirmed she had not checked the bruitihrill
when she assessed the dialysis site on 4/8/185
and on 4M3MS5.

“Telephone interview with LPN #1 on 4/2215, at
9:05 AM, canfimed she had not checked the
bruitAhrilt when she assessed the dialysis site on
4/1/15, 4/6/15, AM0/M5, and 4MTMS.

interview with the Director of Nursing (DON) on
A22/18, &t 925 AM, In the DON's office
confimed the facility had failed to assess the
bruitihrill post dialyzis according to facility pollcy.

309

| . Guarterly QA meetings.

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

Nurses were inserviced in huddle
(between ¢ach shift) as well as 1 on
1 between April 22 and April 24,
2015 as well as staff inservice on
$/13/15 by the DON, with review of
policy for assessment post dialysis
and verbal instructions to mclude
location of fistula.

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

All dialysis patients admitted will be
reviewed to ensure documentation
of location of fistula/shunt as well as
correct assessment of brujt/thrill,
This will be done by the DON and
MDS cootdinator. Each month the
Treatment records will be monitored
to ensure location of fistula is
documented. Results will be
reported and monitored through
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