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T XD SUMMARY STATEMENY OF DEFICIENCIES ] PROVIDER'S PLAN OF CORREGTION - (X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENGY)
What corrective action(s) will be
F 000 | INITIAL COMMENTS FO00{ accomplished for those restdents
found to have heen affected hy the
A Recertification survey and complaint deficient practice;
tnvastigation #34281 was completed November
17-20, 2014, at Asbury Place of Kingsport, Resident #63 has had no additional
Deflciencies were cited related ta complaint roommate changes. If a roommate December
investigation #34281 under GFR Part 483, change is necessary in the future, 22, 2014
Requirements for Lang Term Care Facilities, resident #63 will be notified prior to f
F 247 | 483.15(e)}{2) RIGHT TO NOTICE BEFORE F247| the change.
8$=D | ROOM/ROOMMATE CHANGE ‘How you will identify other residents

. having the potential to be affected by
, the same deficient practice and what
corrective action will he taken:

Aresident has the right to receive notica before
the resident's room or roommate in the facility is

changad, Prior to this survey {in early
November), the Interim Administrator

This REGUIREMENT is not met as evidenced met with the Admissions staff and

by: Soctal Services staff t? discuss rogm

Based on medical record review and interview, changes and the admissions pracess,

the facility failed to notify one (#63) of three During this meeting, it was recognized

residents prior to & raommate change. that there was no established process
by which to ensure residents were

The findings included: notified of roommate changes. The
Admissions staff was assigned to

Resident #63 was admitted to the facility on July notify current rasidents of new

3, 2?14, with diagnoses_ including Hypertension, admission raommates. Social Services

Anxiety State, Depressive Dlso_rder,. Hearing was assigned to notify current

Loss, Dementia without Behavior Disturbances, residents of room changes causing

and Anemia,

new roommates. Therefore, it was

Medical record review of the admission Minimum determined that all residents have the

Data Set (MDS) dated July 15, 2014, revealed the potential to be affected. All residents
resident had no cognitive impairment and | willbe nutlﬁec! of room and reommate
required assistance with activities of daily living. | changes effective Dec.8, 2014.

Interview with the resident on November 18, Wha; measures v.;ill :e putinto pl?m
2014, at 1:20 p.m., In the resident's raom, or what systematic changes you wilt
revealad the resident had not been notified prior make to ensure that the deficient

to a rapmmate change. practice does not recur:

{Xp) DAT.

(2/9)1%)

Any deficlency stategf cy $hich il institution may be excused from comrecling providing 1t is de@rmintd that
ofher safeguards provide sufficient protection to the patients. (Seeinslruclions.) Except for nursing homes, te findings stated abova are disclosable 80 days
following 1he date of survey whether or not a plan of correction is provided. For nursing homss, the above findings and plans of cavection are disclosable 14
days following tha date these documents are made available to the facility, 1f deficlencles are cited, an approved plan of correction is requisite to continued
program particlpation.

et
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The assessment must accurately reflect tha
resident's status.

Aregistered nurse must
each assessment with
participation of health

conduct or coordinate
the appropriate
professionats.

Aregisterad nurse must sign and certify that the
assessment is completed,

Each individual who completes a portion of the
assessmant must sign and cerlify the accuracy of
that portion of the assessment,

Under Medicare and Medleaid, an individual who
wiltfully and knowingly certifies a material and
false statement in a sesidant dssessmant is
subject to & civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully arid knowingly causes another individual
to certify a material and false statement in a
resident assessment is subject to a civil monay

penalty of not more than $5,000 for each

be maintained by the Admissions
Coordinator and Social Warker of al
notifications of room and roommate
changes. If the Director of Nursing,
Nursing Supervisor, or Charge Nurse
makes the notification, that nurse wilf
notify the Soctal Worker of the date,
time, and persen notified so that the
log will be maintained accurately,
'How the corrective action(s) will be
‘monitored to ensure the defigient
practice will not recur; §.e,. what
quality assurance program will be put
into place:

Beginning the week of December 15,
2014, the Administrator, Director of
Nursing, or Nursing Supervisor will
monitor the Notification Logs
maintained by the Admissions
Coordinator and Social Woarker
3x/week x 4 weeks; then weekly x 4
weeks to ensure the log is accurate,
Accuracy will be determined by

FORM CMS-2567(02-59) Praviaws Versions Chealela

Event ID:SUA1

Faclly “@Mparing a room change report to
the logs to ensure all residents
impacted by admissions and room
changes have been notified.

STATEMERNT OF DEFICIENGIES {X1) PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
445481 B.WiNG 11/20/2014
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CITY, STATE, ZIP CODE ' ) i
ASBURY PLACE AT KINGSPORT ;?:igzgm L:::;io
{%4) ID SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF GORREGTION (x5)
BREFIX (EACH DEF(CIENCY MUST BE PRECEDED BY FULL, PREFIX {FAGH CORRECTIVE ACTION SHOULD B8 COMPLETION
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) TAG cnoss-nsseaeggégggge APPROPRIATE DATE
Effective December g, 2014, the
F 247 | Continued From page 1 F247| admissiens coordinator will notify
. current residents {or their responsible
Interview with the Admissions Coordinator and party when the resident is cognitively
the Sooial Worker on November 19, 2014, at Impaired) when a new resident i going
12:50 p.m., in the Admissions offics, confirmed, to be admitted to their room prior to
when a naw resident is admitted or a roommate the new resident’s arrival. The Sogial
change is necsssary, the Admissions Coordinator Worker, Director of Nursing, Nursin
or the Soclal Warker was responsibls for nofifying Supervisor, 'E}aa_ngml%sg'w_ﬁjfﬁmg}fv B
the resident residing in the room, prior to ¢ . i
placement of the new resident. Further interview cu"em;esw:" ts (‘.’r thefr mpcf'fs'ble
confirmed resident #102 was moved into the P artv:w o he restdent s cognitively
room with resfdent #63 on August 12, 2014, and impaired) of the need to change thelr
ne one notified resident #83 prior to the move. room or of a roommate change prior
F 278 | 483.20(g) - (j) ASSESSMENT F2rg| 1o the change being made.
88=D ACCURACY!COORDINATIONICERTIFIED : Effective December 8, 2014, a log will

e ——
sheefPage 2 of 14"




12-16-"14 17:29 FROM-&sbury
= Of

LEN L EMDS PV IVC RS Me VIS JENY A0

423-245-8957 T-648 P@ROS/0824 F-p61

- MAVNELS 1N, VIaG-User | )
STATEMENT OF DEFIGIENCIES {X1} PROVIDER/SUPPLIERICLIA PeYMULTIPLE CONSTRUGTION (%% pATE :suRvEy
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
445484 B. WING 117120/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITV, STATE, ZIP GODE I
. 100 NETHERLAND LANE
ASBURY PLACE AT KINGSPORT KINGSPORY, TN 37660
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F 278 | Continued From page 2 Fo78 . . _ . 2, 2014
What corrective action{s) will be L

assessment.

Clinical disagresment dees nat congtitute a
material and false stdtement,

This REQUIREMENT is not met as evidenced
by:

Basad on medicaf record review and interview,
the facility failed to accurately complete the
Minimum Data Set (MDS) for one resident (#87)
of forty-ons rasidents reviewad,

The findings included:

Resident #87 was admitted to the facility on
Qotober 14, 2014, with diagnoses including Atrlal
Fibriltafion, Osteoparosis, Congestive Heart
Failure, Hypertipidemia, Diabefes Mallitus Ii,
Malaise and Fatigus, Chronic Anticoagulation,
and Right Hip Fraciyre. :

Medical record review of an Admission MDS
dated October 27, 2014, revealed the resident
was net receiving antipsycholic raedication,

Medical record review of the physician’s orders
dated November 1, 2014 through Novamber 30,
2014, revealed an order for Melleril {(an
antipsychotic medication) 25 mg (miligrams) daily
and 50 mg at bedtime, with a start date of
CGctaber 14, 2014,

Inferview with the MDS Coordinator on November
19, 2014, at 12:50 p-m., in the MDS offics,
confirmed the facility had falled to acourately
assess the use of antipsychotic medication for
resident #87.

accomplished for those residents
found to have been affacted by the
deficient practice;

The MDS assessment for Resident #87
has been updated to reflect the
Antipsychotic medication,

How you will identify othar rasidents
having the potential to be affected by
the same deficlent practice and what
carrective action will be taken:

All residents on Antipsychetic
medications have the potential to be
affected,

By Dacember 5, 2014, the MDS
coordinator will obtain a report of alj
residents on Antipsychotic medications
and review each of those resident’s
current MDS assessiments to ensure
each Antipsychotic medication is
included in the Assessment.

What measures will be put into place
or what systematic changes you wiil
make to ensure that the deficient
practice doas srot recur:

By December S, 2014, the MDS
coardinator will maintain 3 fist of
Antipsychatic medications for
reference when completed MDS
assessments.
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{(X4)ID SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION x8)
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. How the corractive action(s) will be
F 278 | Continued From page 3 F278| monitored to ensure the deficiant
Interview with the Interim Director of Nurses on practice will not recur; L.e. what
November 20, 2014, at 1:00 p.., in the quality assurance program will be put
Administrator office, confirmed the facility had inta place:
failed to accurately complets the MDS.
F 280 483.20(d)(3), 483.10(k){2) RIGHT TO f280| Beginning in Decomber 2014, the
85=D | PARTICIPATE PLANNING CARE-REVISE CP Director of Nursing or Nursing
) ) Supervisor will obtain a report of all
The resident has the right, unjess adjudged residents taking Antipsychotic

incompetent or otherwise found i be
incapacitated under tha laws of he State, to
parficipate in planning care and treatment or
changes in care and treatment.

medications monthly for 4 months and
check the MDS assessment to ensure
the medication{s) have been included
on the Assessment,

A comprehensivs care plan must be developed
within 7 days after the completion of the F 280
comprehensive assessment; prepared by an What carregtive action{s] will be December|
interdisciplinary team, thet includes the attending accomplished for those residents 22,2014

physician, a registerad nurse with responsibilify -
for the resident, and other appropriate staff in found to have heen affected by the

disciplines as datermined by the resident's needs, deficient practice;

and, to the extent practicable, the particlpation of . i

the rasident, the resident's famiy or the resident's Restdent #86 was discharged on June
legal representative; and periodically reviswed 4, 2014.

and revisad by a team of qualified persons after
each gassessment, X How you will identify other residents
having the potential to be affected by
the same deficient praetice and what

corrective action will be taken:

g;‘_is REQUIREMENT 15 not met as evidenced Al residents have the potential to be

. . . . " affected. The wound specialist nurse
Ba_sad on lpedlc_al record review, review of facility will have reviewed the care plans of all
poticy, and interview, the facility failed to ensure a residents’ with pressure ulcers b
care plan was current related to a pressure ulcsr € WIth pre y

for one resident (#86) of farty-one residents December 5, 2014, Th_e care plans will
reviewed. have been updated as indicated to

ensure the pressure ulcer is reflected
The findings included: by December 5, 2014,
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Resident #86 was admilted ta the facility on May
3, 2014, with diagnoses including Diabetes
Meliitus, Left Knge Replacement, ang
Thrombosis (blood clot). Further review revealed
the resident was discharged from the facility on
June 4, 2014.

Medical record review of & 8kin Assessment
dated May 3, 2014, revealed "._no open
ulcers...abrasion to left knes...brulses;_ "

Medical record review of the Care Plan dated
May 3, 2014, revealed "...resident at risk for
impaired skin integrity due {o impaired
mobility...see interventions for skin breakdown
and treatment stalis...” Further review of the
Care Plan revealed no documentation the
resident developed any open areas or pressure
uleers requiring interventions to be updated on
the Care Plan.

Medical record review of 2 8kin Assessment
dated May 8, 2014, rovealed ".. bryises bitateral
fower extremities...skin tegr feft foot...no open
ulcers,.."

Medtical record review of 2 Nurse's Note dated
May 11, 2014, revealed ", at 7:30 p.m. while in
pt's [patient's] room...asked if | would look
at...bottom because...he was having
discomfort...a wound 0.9 x [by] 1.0 < [less than]
0.1 cm [centimeters] was noted to right
buttook...new wound cere orders wrilten to clean
wd [wound] with NS [rormal salina], apply skin
prep to perl (perineal) wd...cover with Inamed
dressing] and change every 3 days and prn fas
needed]...”

Al N E | AN o wrpy LESILIUAL, LY T¥H_ LTy L=l RN A Y =T d 1V 1Y NG, Usdﬁhuas']
',_"“_'_‘-__——‘——u-—_,.,_____""'""—-———_.—_.____ .
STATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3} DATE SURi/EY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A a)uu.nms )GDMPI‘.SET?I[JEY
- Biachidl 8. WiNG 11/20/2014
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE. ZIP GODE :
100 NETHERLAND LANE
.PLACE :
ASBURY.PLACE AT KINGSPORT KINGSPORT, TN 37660
(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN GF CORRECTION Y
PREFIX (EACH DEFICIENCY MUAT 8E PREGEDED BY FuLL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION -
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG cRoss-REFEﬁegg'Elg! Eﬂ g,';;E APPROPRIATE DATE
What measures will be put into place
F 280 | Continued From page 4 F280|  or what systematic changes you will

make t¢ ensure that the deficlent
practlee does not recur:

The Wound Specialist Nurse will .
Update the care plan of each resident
when she is consulted for any type of
wound or skin problem.

How the carrective action{s) will ke
monitored to ensure the teficient
practice will not recur; i.e. what
quality assurance program will be put
Into place:

Beginning the week of December 7,
2014, using the weekiy wound report,
the Director of Nursing or Nursing
Supervisor wiil check each resident’s
care plan to ensure it Is updated
praperly to include the wound/skin
problem, This will be done weekly x 4
weeks, then twice monthly X 2 months,
then monthly x 2 months.
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Continued From page 5

Medical record review of a Physicians Order
Sheet dated May 11, 2014, revealed "...Clean
wound with Normal Saline...apply skin prep to
peri wourd...cover with [named dressing] and
change every 3 days and prn.."

Medical record review of a Skin Assessment
dated May 15, 2014, revealed "...open area to
cocayx..." Further raview of the skin assessments
revealed the resident had an open area fo the
coccyx on May 22, 2014, and May 29, 2014,

Review of facility policy, Care Planning-
Comprehensive, dated July 13, 2012, revealed
"..{8) assessments of residents are ongoing and
care plans are revised as information about the
resident and the resident's condition change...(9)
the care planningﬁnterqisciplinary Team is
responsible for lhe review and updating care
plans...when there has been a significant change
in the resident's condition,_."

Interview with Registered Nurse (RN)#1 on
November 20, 2014, at 8:50 am., in the
Degwood Nurse's Station, confirmed the resident
developed a pressure ulcer {o the coceyx on May
M, 2014, and the resident's care plan was not
updated ta refiect the pressure ulcer.

483.25(¢c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a residant
who enters the facility withaut pressure sores
does not develop pressure soras unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
PIessure sores receives necessary treatment and

F 280

F 314

F314
What corrective action{s) wifl be
accomplished for those residents l
found to have baen affected by the i
deficient practice; I

Resident #171 was discharged from
the facility on June 12, 2014, i

Wil

)
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(X4) ID SUMMARY STATEMENT OF DEFICIENGIES o FROVIDER'S PLAN OF CORRECTION 06)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED By FULL PREFTX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROSS-REFE?EDNgFEI‘g éNq g\s;l)s APPROPRIATE DATE
How you wilj identify otfler residents
F 314 | Continued Frompage 6 F 314 having the potential to be affectad by
services to promote healing, prevent infection and the same deficlent practice ang what
prevent new sores from developing. corrective action will be taken:
) . ) All resldents have the potential {o ba
g;’s REQUIREMENT s not met as evidenced affected. Current residents will have
- ceived il ski
Based on medical recong review and interview, E}Tsfma ?d s;'n ass‘."ssme"if" K
the facility failed to ensure a weekly skin ane will receive weekly skin
assessment was completed for one resj dent assessments until discharged from the
(#¥171) of four residents reviewed for skin facility.
breakdown. What measures will be putinto place
or what systematic changes you will
The findings included: make 10 ensure that the deficjant
practice does not recur
- 20, 2014, with diagnoses including Laceration to Specialist Nurse will ensure skin
the Rignt Elbow, History of Stroke, History of assessments are assigned to be
geﬁ?;géal Infarction, Atria) Fibriflation, and completed by charge nurses o
) supervisors weekly for every resident.
Medical record review of 4 Hospital History dated In the absence of the Wound
: May 20, 2014, revealed the resident was admitted Specialist, a second nurse will be
to the hospital after a fal. Continued review responsible to make the assignments
revealed the resident received g laceration to the for skin assessments. The second
right efbow with sutures required, and a hit on the narse will be educated to the new
head. process by the Wound Specialist by
December 22, 2014,
Medical record review of the facility admission How the corrective action(s) will be
note dated May 20, 2014, revealed *.. abrasion monitared ta ensure the deficient
noted to right elbow and scab to left foot...Skin ractice witl net recar; i.e, what
cendition reddened and pale dry and warm...” pract actri l.e, wh
quality assurance program will be put
. . . into place:
'I’:i;tgagglt ;mr:y rg;ae% ;:i a Physidag ﬁ;%gfl? The Wound Speclalist Nurse and har
with Expressive ﬂp’hasia ’aﬁer Cel reb;'.t;d Vascular back up Nurse will review weekly skin
Accident...Goal is palliative but may not meet . assessments throughout the week to
hospice criteria...reatment with coumadin gnsure they are being completed as
because of risk for painful thrombus of lower . assigned, The interim Administrator
exfremities with sevare Peripheral Vascuiar - will have educated the wound I
FORM CMS-2567(02-98) Previous Versions Obsolats Evert ID:SUsH1 Faciily |10: TNB210 if comtinuation sheet Page 70f14
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F 314 | Continued From page 7
Disease,,.”

Medical record review of a Physiclan’s order
daied May 30, 2014, revealed ™. .eschar [dark
scab] to top of left foot oover with...Inamed wound
dressing]...change q fevery] 3 fthree] days and
pin fas needed] til resolved...”

Medical record review of a Nurse's Note dated
June 4, 2014, at 9:57 p.m., revealed *.. eschar
has fallen off and the waund is erythematoys
fredness of ihe skin}...with minimal tan colored
drainage...

Medicai record review of Physician's progress
’ "ote dated June 7, 2014, revealed "...wound over
. | dorsal foot examined...may not heal dye to poor
| circulation. . frig) of antibliotic systemically.,.”

Medical record review of a Physician order dated
June 7, 2014, revealed "...top left foot cleanse
with normal saline pat dry apply ointment cover
with telfa fiype of wound dressing] and wrap with
kling change every day tl healed...Bactrim fype
of antibiotic] fwice g day for 5 days.,.»

Interview and medical record review with the
wound n'eafh-nem nurse on Novemher 20, 2014, at

wound or any wound staging after May 20,2014,

Interview and medical record review with the
Interim Administrator and the Nurse Consuliant
on November 20, 2014, gt 2-20 p.m., in the

Interim Director of Nursing (DON) and the facility |

Specialist ang the second nurse to this
hew process hy December 22, 2914,
Thisisan ongolng process. Tha

results of the audits will be revieweg
at the Qap) Committae {DON,
Administratar, Facllities Director
maintenance and housekeepfng, MDS,
Pharmacy, Social Services, Medicg)
Divector, ADON, and Dining Services)
meeting at least quarterly.

F314
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PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMALETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFER‘EEI':%EID TG THE APPROFPRIATE DATE
F 814 | Continued From page 8 F 314
Administrator's office, confirmed the facility had
failed to complete weekly skin assessments of a
wotingd.
C/O #34281
F 329 | 483.25() DRUG REGIMEN IS FREE FROM F329| F329 I )
ss=0 | UNNECESSARY DRUGS ; What corrective action{s) will be 20—
Each resident's drug regimen must be free from ::lﬁ?:';ihe" ’;"r those residents T A
unnecessary drugs. An unnecessary drug is any defict ave heen affected by the 'L
drug wheri used in excessive dose (including cient practice: ¢
duplicate therapy); or for excessive duration: or Do 2015
?vithuut adequate monitoring; or without adequate Resident #87 Diagnosis of Psychasis 71
indications for its use; o in the presence of has heen added to the medical record. W_{,{.&’)
adverse consequences which indicate the dose Resident # 171 was discharged from )
— should be reduced or discontinued; or any the facility on june 12, 2014. i LA’ f‘fﬁ'
combinations of the reasons above. 1
. 12]30/r5
Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not ol 3 .
given these drugs unless anlipsychotic drug How you witl identify other residents
therapy is necessary to treat a specific condition having the potentjai to hﬁe affected by
as diagnosed and documented in the clinical the same deficient practice and what
record; and residents who use antipsychotic corrective action will be taken:
drugs receive gradual dose reductions, and
behavioral irterventions, unless clinically All residents who are prescribed
contraindicated, in an effort to discontinue these Antipsychotics have the potential 1o be
-drugs. affected.
All current residents who are
prescribed Antipsychotics have been
reviewed for a Medical Diagriosis to
. support the use of the medication. All
This REQUIREMENT is not met as evidsnced current residents who are prescribed
by: ﬁntlpS'{ChOthf? will be assessed for
Based on medical record review, interview, and current effectiveness ofthe
review of facility policy, the facility failed {o medication and assocfated behaviors.
FORM CMS-2587(02-99} Previous Versions Obsolate Event ID: 5S4 Facility [0; TNBZI0 It contimsation sheet Pags 9 of 14
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X 445481 BwiNe___ : 11/202014
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, 21 CODE T
; ‘ 100 NETHERLAND LANE
ASBURY PLACE AT KINGSPORT KINGSPORY, TN 37660
<4) 1D SUAMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION oo
H DEFICIENCY MUST BE PRECEDED BY FULL X (EAGH CORRECTIVE ACTICN SHOULD BE COMPLETION
’?-EE"‘ E{Eé?JLATORYOR LSC IDENTIFYING INFORMATION) p?fg cmﬂ&mgﬁpﬁ]%ﬁ APPROPRIATE DATE
What measures will be put into place
F 328 Continued From page 9 F 329!  or what systematic changes you witt
provide a medical diagnosis for the use of an make to ensure that the deficient
antipsychotic medication for one resident (#87) practice does not recur:
and failed to monitar for the use of an Upon admission, the charge nurse,
of six residents raviewed for Unnecessary Nursing will abtain 2 medical diagnosis
medicafion use of forty-one residents reviewed. for any resident who i prescribed an
X . ) Antipsychotic. If a diagnosis cannot be
The findings included: . determined by consultation with the
Resident #87 was admitted to the faclity on residant’s physician(s), the nursing
October 14, 2014, with diagnoses including Atrial Supervisor or Director of Nursing will
Fibrillation, Osteoporosis, Congesiive Heart obtain a Pharmacy cansult for
Failure, Hyperlipidernia, Diabetes Meliitus I, recommendations to the Medical
Malaise and Faligue, Chronic Anticoagulation, Director. The Interim Administrator
and Right Hip Fraciure. wiii have educated the nursing
—_ supervisors and Director of Mursing by
Medical recard reviaw of an Admission Minmum December 22, 2014 to this new and
Data Set dated October 27, 2014, revesled the ongoing process,
resident had scored fiteen on the Brief Interview
for Menral _Status. Indicating the resident was A behavior assessment too! will be in
Cognitively intact. place for each resident who are
" P taking Antipsychotics by
Medical recard review of the physician's orders currently ¢ : _
dated November 1 through 30, 2014, revealed an December 22, 2014. Nursing staff will :
arder for Mellari (an antipsychotic medication) 25 be educated as to the use of the =
mg (milligrams) daily and 50 myg at bedtime, with behavior assessment tool by December
& start date of Oclober 14, 2104. 22, 2014.
Medlcal record review of the resident’s diagnoses How the corrective action(s) will be
did not reveal a diagnosis Supporting the use of monitored to ensure the deficent
an antipsychotic medication. practice will not recur; i.e. what
uality assurance program will be ut
Interview with the resident on November 19, :m :{ace: progra »
2014, at 12:00 p.m,, in the resident's room, ! _—
revealed "l had an episode of Schizaphrenia in i
1973 and t was put on Meliaril then.” Continued
irterview reveated the resident had continued {o
take Mellaril from the time of the initial
‘| schizophrenic epizode.
Event [D: U011 Facllly ID: TNB21D if continuation shaat Page 10 of 14
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445481 B. Wine 11/20/2014
~AME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE
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04) ID SUMMARY STATEMENT OF DEFICIENCIES D - PROVIDER'S PLAN OF CORRECTION e
PREFLX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEiX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAS cmss-nsreaeggggg ;IAE APPROPRIATE DATE
F 329 . Continued From page 10 Fagg| The Director of Nursing and/ar Nursing
' Supervisor will review the medications
interview with the Interim Director of Nursing on of each new admission within 72 hours
Navember 20, 2014, at 1:00 p.m., in the of admissioh to ensure that all
Administrator office, confirmed the facility had medications have a supporting
falled 1o provide a medical diagnosis for the use diagnosis.
of the antipsychotic drug. The Director of Nursing and Nersing
Resident #171 was admitted 1o the facllity on May Supervisors will monitor the behavior
20, 2014, with dlagnoses including Laceration to assessmenis weekly x 4 weeks and
the Right Elbow, History of Stroke, History of then monthly x 4 manths.
Myacardial Infarction, Atrial Fibrilation, and
Damentia.
Medical recard review of the Physician's
recapitulation orders dated May 20, 201 4,
revealed "...Lorazepam [antianxicty
medication]...0.5 mg [milligram]...1 [onej
- tablet...twice daily...Haloperidol fantipsychotic
medication}...2 mg...at bedtime as needed...”
Medical record review of the Medication
Administration Records for May and June 201 4,
revealed the resident received Lorazepam 0.5 mg
twice daily from May 20 through June 7, 2014,
and it was decreased fo 0.25 mg twice a day. :
Further review revealed the resident received the |
Haloperidol six times between May 23 and June
8, 2014, )
Medical record review revealed no manitoring of
resident behaviors or side effects of the
medications.
Review of the facility policy, Behavioral
Management, dated Octobar 2, 2004, revealed
"...It is the policy...that resident behaviors are i
monitored on an ongoing basis..."” !
Interview and medical record review with the
facility Interim Administrator on November 19,
FORM ClS-2567(02-00) Previous Versions Obsolele Evant ID: SUBI Facity [0 THEZIQ i conlinuation sheet Paga 11 of 14
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
i - 445481 B WiNnG 11}20’2014 -
M OF PROVIDER OR SUPPLIER STREET AUDREES, GITY, STATE, ZIP CODE
D LAKE
ASBURY PLACE AT KINGSPORT . g;:g;"om o ‘
(X3} ID SUMMARY. STATEMENT OF DEFICIENCIES ] ID PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE COVELETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) . TAG CRoss-REFEREgggg I;%&F;EAPPROPRNE DAYE
f
F 328 | Gontnued From page 11 1[ F320
2014, at 10:05 am., in the Administrator's office,
cenfirmed the facility had failed to follow s polley
for monitoring of behaviors and possible
medication side effects,
C/O #34281 Fa41 |
F 441 { 483,85 INFECTION CONTROL, PREVENT F 441 rrective acti il Becenier
What corrective action(s) will be
88=D | SPREAD, LINENS accomplished for those residents T2 3084
. ki
The facility must establish and maintain an g:‘;;:?ez har::ﬁl:: ',m affected by the :7.:’}7\/,
Infection Conirol Program designed to provide a 3 * /_f/’__
saie, sanitary and comortable environment and , 4
ta help prevent the development and transmission Employee #1, LPN's 4182 ha“"f" been 205
of disease and infection. ] re-educated to the hand washmg j;z:(«:?
. policy. Employees caring for residents W )
{a) Infection Control Program ) #134, #162, and #26 will comply with I A H /?-
- The facility must establish an Infection Contral the'hand washing policy. . {
Program uader which i - ] : ' 3
{1} Investigates, controls, and prevents infections How you will identify other residents / 27[5&/ ’(7
in the fa}cﬂity: ) having the potential to ba affected by
(2} Decides wiiat precedures, such as Isolation, the same deficient practice snd what
should_ be applied fo an ir!di\fidual resident; and corrective action will be taken:
{3} Maintains a record of incidents and comrective
- actions refated io infections. All residents have the potential to be
. . affected. Staff members will wash or
gg %ﬁ:?&gﬁlffg;iﬁ cg;g{f;ihgggmm sanitize their hands in compliance with
determines that a resident naeds isolation to the hand washing policy. —
prevent the spread of infection, the facility must What measures will be put into place
isolate the raesident. or what systematic changes you will
{2) The facllity must prohibit employees with a rmake to ensure that the deficient
communicable disease or infected skin lesions practice does not recur:
from direct contact with residents or their food, if . ] .
direct contact will transmit the disease. The [_nten m Adn"fin|strator,.Drrectnr' of
(3) The facility must require staff to wash their . Nusing, or Nursing Supervisor(s) will
hands after each direci resident eontact for which educate all therapy and nursing
hand washing is indicated by accepted employees to the hand washing palicy
professional practice. by December 22, 2014.
FORRM CMS-2567(02-89) Previous Versions Obsolete Event [D:SULI11 Faciity ID: TNBZ10 : If continuation sheat Page 12of 14
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- Interview with employee #1 on November 19,

Personnel must handie, store, process and
fransport linens so as to prevent the spread of
infection.

This REQUIREMENT s not met as evidenced
by:

Based on observation, inferview, and review of
Tacility policy, the facllity failed to follow hand
hygiene for threa residents (#1584, #162, and #26)
of forty-one residents sampled on one of three
hallways observed.

Fhe findings included:

Cbservation on November 19, 2014, at 9:15 a.m.,
on the Dogwood Haliway, revealed employee #1
entered resident #154's room, placed gloves on
the hands, and assisted the resident back into the
bed. Further observation revealed the employee
placed the resident's bed sheets over the patient,
axited the room while removing the solled gloves,
placed the soiled gloves in the trash can, and
failed to wash or sanitize the hands. Further
observatioi revealed the employee entered
resident #162's-reom and provided care to the
resident, exited the room, and failed to wash or
sanitize the hands,

2014, at 9:30 a.m., in the Dogwood Hallway,
cenfirmed the employee falted to wash or sanitize
the hands after providing care for two residents
and removing solled gloves.

Review of the fadility policy, Handwashing, dated

assurance program will be put into
place:

. The Director of Nursing and Nursing
_Supervisors will perform impromptu

“hand washing audits throughout all
shifts with a minimum of 10 per week x
4 weeks, then 5 per week x 4 weeks.
The Director of Nursing and/ar Nursing
Supervisors will councll employees as
indicated.

The resulis 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, and Dining
Services) meeting at least
quarterly.
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F 441 ; Continued From page 12 F 444 How the corrective action(s) will be
. monitared to ensure the deficient
{c) Linens practice will not recur; l.e. what quality
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(%4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o] PROVIDER'S F1AN OF CORRECTION
PREFIX (EACH CORRECTIVE AGTION SHOLR.D BE
TAG CROSS-REFERENGCED TO THE APPROPRIATE
DEFICIENGY)

OOK&GE}:I‘ION
DATE

F 441

L

Continued From page 13

March 2008, revealed "..times {o wash
hands...before and after each resident
contact...after remaoving gloves., *

Observation on November 20,2014, at 9:30 a.m.,
on the Dogwood Hallway, revealad Licensed
Practical Nurse (LPN) #1 entered resident #26's
room, administered the resident's medication,
and picked up the resident's dirly water plicher in
the resident's room. Further observation revealed
the nurse exited the resident's room, without
washing or sanitizing the hands, and then
obtained ancther resident's medication from the
medication eart.

Interview with LPN #2 on November 20, 2014, at
2:40 a.m., in the Dogwood Hallway, confirmed the
nurse failed to wash or sanitize the hands after
administering the medications to the resident and
picking up the resident’s dirty water pitcher,

F 441
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