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' e e . . . | SN2
F 000, INITIAL COMMENTS FOOO| o F 205 - Resident # 2 has been

| Complaint investigation #29327, #29330,

| #20339, #29421, #20513, and #29528, were |

|
_ ! ~ discharged. Residents who
! have been transferred to

: completed at Asbury Place of Maryville on April ' hospital or therapeutic leave in |

1 11,2012, Deficlencies were cited on complaint | - ; a £ i

| Investigation #29327, #29421, and #29512, under the past 2 weeks and are

i 42 CFR 483, Regulations fof Long Term Care eligible for bed hold have been

' Facilities, No deficiencies were cited related to 2 i ol b- =
complaint investigation #29330, #20339, and identified. These records have
#28628. been reviewed to ascertaln

F 205 483.12(b)(1)&(2) NOTICE OF BED-HOLD F 205 .

85=D | POLICY BEFORE/UPON TRANSFR that transferred residents /
- . family member /

Before & nursing facility transfers a resident to a N . !

| hospital or allows a resident to go on therapeutic representative have received |

' leave, the nursing facllity must provide written written information regarding

information to the resident and a family member the Facility .
or legal representative that specifies the duration & facility’s bed hold policy.
: of the bed-hold policy under the State plan, if any, '

| during which the resident is permitted to return | The Bed Hold policy will be
- | and resume residence in the nursing facliity, and . ; i
- the nursing facility's policlss regarding bed-hold reviewed and revised. |
 periods, which must be conslstent with paragraph The Social Worker will be re-
i ge)gfl?i')‘l of this section, permitting a residentto - educated regarding the need
i to notify the resident / family |
| At the time of transfer of a resident for i ;
. hospitalization or therapeutic lsave, a nursing member / representative of
i facility must provide to tha resldent and a family | - the facility’s Bed Hold policy
J member or legal representative written notice .
which specifies the duration of the bed-hold policy i A copy of the Bed Hold policy

| described in paragraph (b)(1) of this section.

will be included in all new

' _ resident admission packets.
! This REQUIREMENT s not met as evidenced P

! by: -

! Based on medicall record review and Interview

Jl the facility falled to provide the family with the

LABOBATORY DIREGFOR'S OR PROVIDER/SUPRLIER REPRESENTATIVE'S SIGNATURE TITLE ' (X6) DATE
. P prihatbre.  H157//5-
ny deficiency staternent ending with 2n astarisk (") denotas a deficiancy which the institution may bo excused from correcting providing It is detarminad that

other safeguards provide sufficlent prolaction to the patients. (See instructions.) Excapt for nursing.hotmes, the findings stated above are disclasable 50 days
following the date of survey whether or not @ plan of correction is provided. For nursing homes, the above findings and plans of cormaction are disclosable 14
days following the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program particlpation, .
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F 205 Transfer documentation will be
audited for inclusion the
distribution of Bed Hold policy
! The findings included: ' information to transferring

residents / families and i

i ;
F 208! Continued From page 1
| required bed hold information for one resident

IN I ’ ¢
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | DEFIGIENCY)
.i
% (#2) of nine residents reviewed. l

| Resident #2 was admitted to the facility on

- September 1, 2011, with diagnoses that included representatives by the DON or
| Quadriplegia, Respiratory Failure, and Ventilator . : . ' '
| Dependent, designee.

| Medical record review of a Physician's Progress e
| Note dated January 5, 2012, revealed *...readmit 100% of transferred resident’s

 after a prolong stay at (local hospital) for sepsis.” | charts will be audited per

' Medical record review of an Admission Resident . Week, for 4 weeks, then 10
 Data Coflection Nursing Assessment Tool dated charts per month for three

January 5, 2012, revealed the following pressure h
ulcers: sacrum- stage IV, right shoulder- stage I mopes,
left shoulder and left ankle unstagable.
Medical record review of g Readmission The results of the audits will be
Minimum Data Set dated February 2, 2012, - viewed at the Quali
revealed the resident was ventilator dependant, _ re dout e gty

| totally dependent in all activities of daily living and _ Assurance Committee (DON,

| required a feeding tube for nutrition. Administrator, Facilities

| Medical record review of 2 Social Service Director maintenance and
Progress Note dated February 20, 2012, revealed : housekeeping, MDS,

L. (family member) called...will sign congent to :
, lreat... is happy (Resident) is going to (hospital) | Pharmacy, Social Services,
: for wound treatment.” ! Medical Director, ADON,

| Medical record review of a Nursing Disﬁharge Dining Services) meeting
1 Summary dated February 28, 2012, revealed " monthly for three (3) months

{ (Resident) goes into respiratory arrest when | :
 turned to right side dressing changes...(primary | | andrecommendations made
- doctor) wrote orders to send out to (hospital).” | as appropriate, i

i | |
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. A. BUILDING c
- . 445017 B WING : _ 0411112012
NAME OF PROVIDER OR SUPFLIER - STREET ADDRESS, GITY, STATE, 2IP CODE
1 sumeed * b 2648 SEVIERVILLE RD
Xem ! SUMMARY STATEMENT OF DEFICIENCIES o | Jgﬁggggﬁes&wgfgfgfgﬁ‘gy&”ae Py
T AR On st o o | TRt | cteemeCvesctoNaioulone | coufe
. |[ . DEFICIENCY) :
F 205 | Continued From page 2
Medical record review of a Physician Discharge
Summary revealed *...Resident) care
necessitating transfer back to hospital with a
discharge date of Febryary 28, 2012." B * F242 - Resident # 4 has been
| Interview with the Primary Care Physician on April f Injersiaviad .and s_hower
2, 2012, at 3:55 p.m., in the physician's charting ‘ preferences identified and
room revealad "...each time we would do wound
care (Resident) would get worse...we could not documented,
sustain (Résident) here "
; o Resi ! P
Review of facility policy, Bed Held, updated on esident S ¥'s Car:e &S
August 2, 2005, revealed "...Procedure; When a ‘been updated to include these
health care center resident leaves the facility for preferences
an anticipated temporary absence (e.g. transfar ' ]
| to hospital, therapeutic leave), the nursing -
' supervisor will notify the social worker. The
j Soclal Worker will contact the resident or Residents who are able to
. residents respnsible party to determine whether ; - :
| the bed is to be held, " verbalize shower preferences
‘ - " have been identified and
Interview with the Social Worker on Aprit 2, 2012, i ; d
in the conference room confirmed ihat although hterviewed. Shower
thlere was a family discussion the family was not preferences have been
H H 8 H l e
' told or given information on a bed hold policy. identified and documented.
. C/O #2%421 Identified Resident’s Care
242 483.15(b) SELF-DETERMINATION - RIGHT TO F 242 | 9/ /
i I] MAKE CHOICES | Plans have been updated to 18/t
. | include these preferences.
The resident hag the right to chaose activities, ;
| sthedules, and health care consistent with his or | Nursing staff have been re-
- her interests, assessments, and plang of care; ' ) .
| interact with members of the community both i educated regarding Resident
 Inside and outside the facility: and maka choices Ri = includin i
- about aspacts of hig or her life in the facility that lghts "?C uding th? e .to
; | are significant to the resident. make choices regarding their
L | l care.
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FFade Care Plans and Resident |

F 242 i Continued From page 3

|

| This REQUIREMENT is ot met as evidenced
| by

Based on medical record review, observation,
 and interview, the facifity failed to consider the
: resident's choices for one resident (#4) of nine
residents reviewed.

The findings included:

Resident #4 was admitted to the facility on

September 26, 2008, with diagnoses including |
Inulin Dependent Diabietes Mellitus, Congestive |
Heart Failure, and Dementia,

Medical record review of a Minimum Data Set
dated March 27, 2012, revealed a Brief Interview
for Mental Status (BIMS) score of eight. The

| Resident was unable to recall rapeated words

- after & brief interval and required physical one

| person assistance with bathing.

' Review of the facility bathing scheduls revealad
 the resident was to be assistad with a shower

f iwice weekly on Tuesday and Friday.

| Medical record review of the Activity of Daily

i Living Flow Sheet for March 2012 revealed the
i resident received five showers on March 3, 186,
{ (13 days between showars), 21, 23, and 27.

l

Certified Nursing Assistant #2 on |
at 8:45 a.m. in the staff lounge, l
| revealed Resident #4 "...often '
| refuses...showers...when it is time (Resident) !
| goes to activities...around 3:00 p.m. (Resident) |
|

|

i Interview with

| April 4, 2012, |

] says...) didn't gat a shower...1t I too late then.”

interviews will be conducted to
| determine if showers are being
given at preferred times. The °
DON or designee will audit 5
residents per week for 4
weeks, then 5 residents per
month for three months.

The results of the audits will be
reviewed at the Quality
Assurance Committee {DON,
Administrator, Facilities
Director maintenance and l
housekeeping, MDS,
Pharmacy, Sacial Services,
Medical Director, ADON, !
Dining Services) meeting '
monthly for three (3) months
and recommendations made
as appropriate,.

|
|
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Interview with Licensed Practical Nurse #2 on ® 246 - Resident # 9 is now o
Aprll 4, 2012, at the Nurses' Station revealed ting meals in the dini I
although Resident #3 did refuse showsrs it was cating meals in the dining l
not on the Plan of Care, nor did the Resident's room. |
Plan of Care include interventions to plan |
showers around the Resident's activities. Electric hot/cold food cart has |
| GO #29307 been placed on this unit to ::T/
F 248 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246 keep hot foods hot and coid JQJ;;.
§s=D | OF NEEDS/PREFERENCES foods cold so foods are the '
. ) correct temper h
[ A resident has the right to reside and recsive. ;tt r:p rat'l.:ire Wheh
services in the facility with reasonablg served to the resident.

accommodations of individual needs and
preferences, except when the health or safety of
| the individual or other residents would be
endangered,

This REQUIREMENT is not met as evidenced
by: i

Based on madical racord review, observation,
{ and interview, the facility failed to ensure
| reasonable accomodations for inidividual needs
for one Resident (#8) of nine residents raviewed.

|
f The findings included:

! Resident #9 was admitted to the facility on
| January 17, 2012, with diagnoses including
- Diabetes Mellitus and Atrial Fibrillation.

|

i Medical record review of the Care Plan dated !
, February 27, 2012, revealed “..Diet...Regular...no
i salt...set-up (able to feed self after setting up '
| food),”

Residents who prefer to dine
In the dining room have been
identifled. Assistanceis being
provided to allow these
residents to dine in their
preferred setting. }

Residents that only require
set-up of food trays will be
served first, Trays will be kept !
in the Hot/Cold tray cart until l

ready to present to the ,
resident, . |

|
|
|
|
i

N
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tray and drinking the ice ¢ream from the
contalner,

-1 Observation on April 5, 2012, at 1:15 p.m., intha |
residnet’s room revealed the resident with lunch

ensure Hot /Cold tray cart is
being used correctly and that
Resident preferences are belng

Interview with the resident on April 5, 2012, at E
1:15p.m in the Resident's room revealed ".. | fike |
to go to the dining room to eat...l have to go to
the bathroom after | eat...they said they have
| People who need to be fed...] cannot wait (in the |
dining room) that long...| eat in my room...I had to |
eat this first (referring to the ice cream) it is j
: already melted and soupy...then my foed is
| medium warm,*

CIO #29327
F 371 483.35()) FOOD PROCURE,
SS:Dil STORE/PREPARE/SERVE - SANITARY

acknowledged. The DON or

designee with audit two meals
per week for 4 weeks then two
meals per month for 3 months,

The results of the audits will be
‘reviewed at the Quality
Assurance Committee (DON,
Administrator, Facilities
Director maintenance and :
housekeeping, MDS, :
Pharmacy, Social Services,
Medical Director, ADON,
Dining Services) meeting
monthly for three (3) manths
and recommendations made
as appropriate,

| The facility must -

! (1) Procure food from sources approved or
 considered satisfactory by Federal, State or local
i authorities; and

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

i Under sanitary conditions -

|
|

| . |

| This REQUIREMENT is not met as evidenced
! by: '

,l Based on observation and interview of the 2

| South Resident wing the facility failed to ensure
| food was served at the correct temperature.

L |

|
|
| !
| .

| The findings Included: : ' .|
i | |
|

! i
Event ID; VEEQ11
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F 371 | Continued From page 6 | F37m (e

| Review of the 2 South Staffing Schedule and

| Resident Census for April 10, 2012, revealed a

| total resident census of twenty-two residents: of
 those residents fifteen are total care and sixteen
| require total assistance with feeding. Further

| review of the staffing schedule revealed "...ideal
| staffing ...4.5 CNAs (Certifled Nursing

i Assistants)."

Observation of CNA staffing for 2 South on Aprll

5, 2012, at the Noon meal revealed three. CNA's,

: Continued observation of the Noon meal revealed

[ the food cart for “faeders" arrived on the 2 South

{ wing at 11:55 a.m, and was left on the long hall of

1 2 South, Although the plate of food was coverad
with an insulated dome covering, the cart itself

! was apen. The trays of food containad pasta

| salad, drinks and ice cream. The cart remained

| on the nursing wing from 11:55 a.m. until the last
tray was served at 1.25 p.m.

i Interview with CNA #4 on April §, 2012, at 1:30
| B-m., In the 2 South hallway revesled .. | getto
| them (trays) as soon as | can...you know gome
' people eat faster than others, .

|
' Interview with the Dietary Manager and food

- temperature test at 1:05 p.m. at the 2 South food
i cart revealed "...we do not have any more squash
' or pasta salad...not syre about the meat.” |
! Observation and interview with the Digtary !
. Manager confirmed the ice cream temperature ]'
| was 51.8 degrees Farhenheit. continued
' observation and interview with teh dietary

' Manager confirmed the ice cream was warm and
; liquid and when the thermometer was removed

f from the [iquid ice cream the temperature

j dropped to 50.3 degrees Farenheit.

i ‘

now have foods served from a
"hot / cold food cart. Electric
hot/cold food cart will be used
on this unit to keep hot foods
hot and cold foods cold so
foods are the correct
temperature when served to
the resident.

Residents who prefer to dine
in the dining room have been

identified, Assistance is being
provided to allow these
residents to dine in their
preferred setting,

Residents that only require
set-up of food trays will be
served first. Trays will be kept
in the Hot/Cold tray cart until
ready to present to the
resident to ensure proper food
temperatures.

!

i.
|
| |
| .
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| Interview with Resident #9 on April 5, 2012, at
i 1:15 p.m., in the Resident's room revealed ™...|

i like to go to the dining room fo eat...l have to go
| | to the bathroom after | eat.. .they said they have
; peopie who need to be fed.. | cannot wait {in the
{ dining roomy) that long...] eat in my room...
i (resident drinking ice cream from the ice cream
| contatines)... had to eat this first(referring to the
] fce cream) It is already meited and soupy...then
i my food Is medium warm.

| CIO #29327
F 514 483.75())(1) RES
88=D | RECORDS-COMPLETE/ACCU RATE.‘ACCESS_IB

i LE

* The facility must maintain clinical records on each
+ resident in accordance with accepted professional
' standa!ds and practices that are complets;

| acourately documented; readily accassuble and
| systematically orgamzed

| The clinical record must contain sufficient

, | information to identify the resident; a record of the
resident's assessments; the plan of care and

| services provided; the results of any
| preadmission screening conducted by the State;

: . and progress notas,

| This REQUIREMENT is not met as evidencad

n by:

. Based on medical record review and interview
the facility faited to maintain an accurate and i
. complete medical record for for one resident (#1) !
of nine residents reviewed,

monitor food temperatures
and to ensure Hot /Cold tray
cart is being used correctly.
The Dining Manager or
designee will audit two meals
per week for 4 weeks then two
meals per month for 3 months. |

The results of the audits will be
reviewed at the Quality
Assurance Committee (DON,
Administrator, Facilities
Director maintenance and
housekeeping, MDS,
Pharmacy, Soclal Services,
Medical Director, ADON,
Dining Services) meeting
monthly for three (3) months
and recommendations made
as appropriate.

i

i I
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F 514 | Continued From page 8
] The findings included:

| Resident #1 was admitted to the facility on

{ January 27, 2012, with diagnoses that included
end stage Aortic Stenosis and Congestive Heart
Failure requiring Hospice Care.

Medcial record review of Physician Orders dated !
February 1 to February 28, 2012, revealed an
order for 02 (oxygen) at two liters and to keep
SATs (oxygen saturation levels) above 90%
(percent). Further review of the orders dated
February 21, 2012, revealed “...make sure

| oxygen is continuous 2-4 liters at al} times..."

| Interview with the Director of Nursing on April 2,
1 2012, at 2:00 p.m., at the Nursing Station

f revealed no facility palicy could be located that

i was specific for documenting oxygen saturation
! levels.

 Interview with the Medical Director on April 2,

1 2012, at 2:10 p.m., revealed Rasident #1's

| oxygenation saturation levels, when required to
maintain saturation percentage, should be

. checked by a pulse ox at least twice daily.
|

i Review of the Vital Sign Chart (Oxygen Sat.

! column) revealed the facility failed to record the

: O2 puise ox reading twenty (20) times during the
month of February 2012 and zero (0) were
recorded for the month of March 2012,

i Interview and review of tha medical record with |
the Director of Nursing on Aprii 2, 2012, at 2:30 |
p.m., at the Nurses' Station confirmed the Vital |
Sign Chart Record did not consistently record |
Residant #1's oxygen saturation levels. [

F514] e F~514~Resident #1 expired ,55/1‘«}}:1
prior to receiving the 2567. l

ordered.

proper documentation
requirements,

oxygen saturation,

Residents on PRN of continuous
oxygen have been identified.
Oxygen saturation is being
monitored and documented as

 The policy and procedure on
Oxygen Use has heen reviewed
and revised. Nursing staff have
been educated on the Oxygen
Use policy and procedure and

The DON or dasignee will audit 5
resident charts per week for 4
weeks, then 5 charts per month
for 3 months for completion of
vital signs and documentation of
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P11 | Contimusd Frorpage Fet The results of the audits will be
CIO #26513 reviewed at the Quality .-
| Assurance Committee (DON, ;
i Administrator, Facilities
; Director maintenance and !
housekeeping, MDS, |
" Pharmacy, Social Servlces,
| Medical Director, ADON,
| Dining Services) meeting
r| monthly for three (3) months
! and recommendations made
:: as appropriate.
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