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* PEPARTMENT. OF HEALTH AND HUMAI\E SERVlCES _FORM APPRQVED
CENTERS F EDICARE &, } MEDIGAID'SEEVIO ES. ‘ ' AEING. 0088 0351,
STATEMENT OF DEFICIENCIES . '[p¢1) PROVIDER/SUBPL NSTF.UOTI
AND PLAN OF CORRECTION oD IRENTIFICATION NUMBER. ﬁ:&;;m = m ‘
‘ 445431 5. WiNa i - - | -OTM6/2015
NAME OF PROVIDER OR SUPPLIER ' BTREErADDRESS ¢mr s*rme, ztpqonE T '
[ 100 NETHERLAHIJ LANE"
| Asaum' PLACE AT KINGSPORT . KINGSPORT, TN 37650, B
SUMMARY STATEMENT oF DEFIC[ENC!ES ' ‘ " PROVIDERS" muopmmc'rlbu . )
om)gg( k{moa DEFICIENCY MUST BE-PRECEDED BY FULL, PREFIX (ACH CORRECTVEAGTION SHOULOBE . | oowPLETIoN
TAG EGULATORY OR LSC IDENTIFYING mnmmom TAG cmsmpem&e& TQ! m)empmpnmre
F 000 xNIT.'Lé\L*COMMENTs F 000
A MDS Focus Syrvey was completed at Asbury H
Plage. of Kingsporf on July13-15, 20156 A . :
deficiency was ¢ited under 42 GFR. Pag 483 .
Resuirenerits for Lont Term Gare Facfiities. _
F278| 483.20{g) - (1) ASSESSMENT - F 278 .
88=D 'ACCURAGYTGGORDINATIONICERTIFIED
The assessment must accurate!y teﬂect the -:
r&mident's stalus,
A registered nurse musi oonduet or coordmate '
each assessment with the appropriate L T
parficipation of health professlona[s. ) "1 -What corrective action(s) will be
1 Arqgistered nurse must sign and certify that the | accomplished for the residents found to
a8s sment is commetgd ; have heen affected by the deficient
i practice?
> Fagh Indnndual who complefes a por‘hon of the
. assessment must sign and certify the accuracy of ' oo
. | that portian of the assessment, - Resident #number 2’s MDS’s dated 1- j 7.29.15 '{
J dé Mo J M d cald divid I wh 20-15 and 4-22-15 were amended to - .
‘ nder Medicare and Medi an individual who . . R :
willfully and knowingly certifies a material and reflect Dua‘betes asan actl-ve diagnosis,
false statement in & resident assessmeant Is Both MDS’s were resubmitted on 7.29-
subject to a-civil money penalty of net more than 15, ’
$1,000 for each assessiment; or an indlvidual who ) )
wﬂtfully and knowingly causes another dividual Resldent number 3's MDS’s dated 5-13-
to cettify @ material and false statement ina - 15 and 5-31-15 were amended to
,midfn?sns;ssmeng:nsggggtot?oi ggr:;l;lmonay reflect no indwelling Foley catheter.
g:z:stgm ent: Mmors ’ S . Both ‘were resqu itted on 7-29-15
Clm[cal disagresment does not constitute a
materla! and false statement.
Thls REQUIREN‘IENT is not met as evidenced
(X6) DAYE

.ABORAT'ORY DLRECTOR'S OR PROVIDER!SUFLIER REPRESENTATIVE'S SIGNATURE

(Y

Any defidlenny stqtement andmg wtth an asterisk (*) denbtes deﬁaency\mim the Institution may b
othar safeguands
followiny the date of survey whether or not a plan of

%&(wu Witg, 01905
eexcused from providing itls determined fiat

de sufficlent pratection fo the patients. {8ae instructions.) Exoeptfornutshg homes, the firidings stated above ire disclasable 90 days

corregtion is provided, For nursing homes, the'above findings and plans of camestion are disclosabio 14

days following the/ date these documaents are mads available to the facility. }f deficiencles are citod, an approved plan of comsction ks requistta to continued
program parbcipation.
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GEPARTMENT F HEALTH AND HUMAN SERV!CES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO. 0938-0301

P Np— =
STATEMENT OF DEFIQIENCIES X1} PROVIDER/SURPLIERICLIA X2} MULTTPLE CONSTRUGCTION | {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING : COMPLETED
2 i 4454?” B. WiNG 07/15/2015
TAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
N é 100 NETHERLAND LANE
ASBURY PLACE AT Klr.msmn'r KINGSPORT, TN 37660
i SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (Xs)
é’é‘.‘;’#& ‘l {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH.CORREGTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 278 | Contirued From page 1 _ F 278

by: -

gaaed an'medical record review and interview,
the failiity failed to accurately complete Minimum
Data $et (MDS) assessments of 2 residents (#2,
#3) off10 residents reviewed.

The fidings included: 2. How will you identify other residents having

Residpnt #2 was admitted to the facilityon 1/8/16 | . the potential to be affected by the same
witg 391‘10398 inlduglﬂg OSteKmYeliﬂsb b i deficient practice and what corrective
Peripheral Vascular Disease, Anemia, Decubitus n o

Ulcer! Lower Extrermity Ulcers and Dizbstes. action wilk be taken?
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A list of all residants with a diagnosis of

Physician Prograss Notes and Wound . Piabetes was pulled and checked
Noted revealed the residant received daily against their MDS to verify dlagnasis
assegsment and treatment for Diabetes and accuracy on 7-30-15

muiltigle wounds. ) ’

- One new resident was found to have | 7-3015 |

Madigal record review of the Comprehensive Diabetes on care plan but notonvps. [
Minimum Data set (MDS) dated 1/20/15 revealed MDS$ corrected prior to submission.

section [, 12900 Diabetes was not marked as .
acﬁve' diagnDSIS. an - A llst Gf a“ ms‘dEntS with Fclev

; . catheters was pulled and their MDS’s
Medication record review of the Quarterly MDS .
dated 4/22/15, revealed section i, 12900 Diabetes . weie ChECke‘.j for accuracy on 7-30 15,'
was not marked as an active diagnosis. - - Noinaccuracies found.

Inferview with the wound nurse on 713/15 at 2:00
pm, in the reflections room, revealed the resident
contitwad 1o receive dally treatment of wounds
and diabetes,

interviaw and review of the 1/20/15 and 4/22/15
MDS:doctuments with the MDS Coordinatoy, on
714415 at 10:30 am, in the reflections room,
confirmed the facility had failed to accurately
document the resident's Diabstes on both the

FORM CM$-256?[02-99) Previous Versions Obaclels Event 10; VCION Facility 1D TNE210 if gondinuation sheat Page 2 of 3
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admitted to the facility on 2/16/15 with diagnoses
includling Fracture Dorsal Vertebra - Closed,
Aftertare Trauma Fracture Bone, Congestive
Heark Failure, Hypertension, Caronary Artery
Disease, and Peripheral Neuropathy.

Medi'gzl record review revealed Resident #3 was

Medical record review of a Physician's Order
datadl 2/23/15 revealed "...bladder training X
(imds) 24 hours...D/C (discontinue) foley
(indweiling catheter)...”

Medical record review of & Clinical Notes Repart
datefl 2/24/15 ravealed "...resident going thru
bladgler training started at 20:30 on 2-23-15 ends
at 2-£24-15, then foley Is to be removed...”

Medical record review of the 80 day MDS dated
5/13/15 and the Quarterly MDS dated 5/31/15
revealed an indwelling catheter was coded,

Intefview with the MDS Coordinator on 7/14/115, at
3:40 PM, in the Reflections Room, corfirmed the
indwelling catheter was removed on 2/24/15; and
was coded inaccurately on the MDS assessments
dated 5/13/15 and 5/31/15.

i
1

the deficient practice does not recur?

The MDS staff will be retrained on
coding accuracy of MDS by
the Asbury Communities Corporate
; Clinical Relmbursemant Coordinator by
8-5-15.
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i 1 : : PRINTED: 07/17/2015
' DEPARTMENT OF HEALTHA DHUMAN SEIERVICES FORM APPROVED
. GENTERS FO! {CAID SERVICES OMB NO. 0938-0391
' VETATEMENT OF DEF|CIENGIES {1y PROVIDERSUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
) .:gﬂb FLAN OF GORWLG‘NON | IDENTIFICATION NUMBER: A BUILDING COMPLETED
o B . 445484 B. WING 07“5}20*5
“I""NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: - ' 100 NETHERLAND LANE
*| ASBURY PLACE AT KINGSPORT  KINGSPORT, TN 37680
o ] PROVIDER'S PLAN OF CORRECTION (X5}
X4 1D SUMMARY STATEMENT OF DEFICIENGIES D o LD BE . ox
= Y MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SH MPLET]
i i G?J!:JET%F@ ORLSG IDENTIFYING INFORMATION) ric CROSS-REFEREDNE'I:_IEIEE gYH}E APPROPRIATE DATE
F 278 | Contlnued From page 2 F 278
- 1/20/§15 and 412215 MDS.

3. What measures will be put in place or what -
systematic changes wili you make to ensure

3-5-15

fi
!

e e o

4. How will the corrective action be
will not recur, i e., what quality assurance
program will be put into place?

The Director of Nursing and/or Nursing
Supervisors will perform MDS/chart
review audits; 3 per week x 8 weeks,
then 4 per week x 4 weeks. The résults
will be reviewed at the Quality
Assurance Committee meeting at least
quarterly.

monitored to ensure the deficient practices -
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