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F 000 | INITIAL COMMENTS F 800 The filing of this Plan o
Correction does not constitute an ,
AMENDED SURVEY admission that the deficiencies |
: -~ alleged did, in fact, exist, This |
An investigation of C/O #30764, ¥30825 and Plan of Correction is filed as
#31367 was conducted May 28-June 3, 2013. No evidence of the facility to comply
deficiencies were cited for C/O #30825 and s i
i with the requirement of ,
#31367, H ] i i s . .
C?O g Bzrm level deficiencies were cited for parti .CID at'l on and .cont'm_ue to
F 280 483.20(d)(3), 483.10(k)(2) RIGHT To F2go] Provide high quality resident care.
$5=G | PARTICIPATE PLANNING CARE-REVISE Cp |
The resident has the right, unless adjudged X Right to participate
incompetent or otherwise found to be : El‘zﬂ —%ﬁ
incapacitated under the laws of the State, to + PI2UmEZ cave — revise CP
participate in planning care and treatment or : ; *s aflegation of
changes in care and treatment. I Egmn%ckgs e:,;,tloi“,;,—:fdnfﬂ;tﬁﬂw.
. up treatment was coordinated with
A.cca_mprehenswe care plan must be developed aitending physician, orthopedic
within 7 days after the completion of the physician, and psych services, Carc plan
comprehensive assessment; prepared by an was not ahle 10 be updated with 2- person
interdisciplinary team, that includes the attending assist prior to Resident #1° discharge
physiclan, a registered nurse with responisibility fom the facility.
for the resident, and other appropriate staff in \ . .
disciplines as determined by the residents needs, 2. A*![ residents “’11‘." ’Egs’:og‘;i“i:ﬁm
and, to the extent practicabie, the participation of gcmdﬁ[ft‘;gg o pincs f;fmidms
the resident, the residents femily or the resident's requiring assistance of two persons for
legal representative; and peniodically reviewad bed mobility have been reviewed and
and revised by a team of qualified persons after rovised a9 appropriate, To he completed
each assessment, by 6/6/13,
3. Nursing stafT have been re-cducated on
updating care plans in regards to bed
mobility and positioning. New kires and é’/é//s
i : ; staff absent from the re-edyeation will
I:"S REQUIREMENT is not met as evidenced receive this trainifg upon starting work
: ] . i whichever is
Based on medical record review, review of g :;;ﬁ::g;: g%‘;:‘;k;mpf;c?by "}m 3,
facllity investigation and interview the facility fafled
ABORATORY DIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
ook _ o, Tos Aoietsinter  ohope

ny deficiency statemant ending with an asterisk {*) denotas & deficlency which the institution may be excused from comecting providing It Is determined that

ther safeguards provide sufficient protection to the Patlents. (See instryctions,) Except for nursing ho

mes, the findings stated above are disclosabla 90 days

llowing the date of Survey whether or not a plan of cormaction is provided, Far nursing homes, the above findings and ptans of correction are disclogable 14
1ys following the date these documants are mage available to the facility, If deficiencies ara cited, an approved Plan of correction is requisite to continued

egram paricipation.
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to ensure the care plan included two person
assist with bed mobility for one (#1) resulting in a
fractured wrist of nine residents reviewed. The
failure resulted in harm for resident #1,

The findings included:

Resident #1 was admiited to the facility on July 6,
2010 with diagnoses including Senile Dementia,
Anxiety, Hypertension, Amputation (Above the
right knee), Osteoarthrosis, Peripheral Vascular
Disease with history of Gangrene,
Erncephalopathy, Chronic Renal Disease, Bowel
Incontinence, Diabetes and Benign Prostatic
Hypertraphy {enlarged prostate) with Chronic
Urinary Retention.

Medical record review of the significant change
Minimum Data Set (MDS) dated August 29, 2012
revealed the resident scored 14/15 on the Brief
Interview for Mental Status (BIMS) with intact
cognition and required extensive assistance of
two persons for bed mobility,

Medical recard review of a nurse's note dated
November 5, 2012 at 8:10 a.m. revealed "...Noted
3 om (centimeter) bruise on {right) wrist area
purple in color & (and) 3-4 ¢m bruise on (left)
thumb & wrist area. (Physician) notified. A-rays
ordered..."

Medical record review of an x-ray report of the left
hand dated November 5, 2012 revealed "...Distal
radial cortical iregularity is noted...Distal Radial
Non-displaced Fracturs is suggested...Mild
Ostecarthrosis...”

Medical record review of & physician's progress

%4} ID SUMMARY STATEMENT OF DEFIGIENCIES m PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE CUMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG GROSG-REFERENCED 10 THE AFFROFRIATE DATE
DEFICIENGY)
F 280 | Continued From page 1 F 280 4. The Dircctor of Nurses and/or designee

{Asst. Director of Nurses ot MDS
coordinator) will audit the bed mobility /
positioning care plans of fivc residents
per weck for 12 weeks for the inclusion
of current bed positioning nceds. The
results of the audits will be reviewcd at
the Quality Assurance Committee (DON,
Administrator, Facilities Director
maittenance and housekeeping, MDS,
Pharimacy, Social Services, Medical
Direstor, ADON, Dining Setviccs)
meeting monthly for three (3) months
end recotnmendations mede as
appropriate. To begin with Jung datz at
the July Q.A. meeting,
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note dated November 5, 2012 revealed
“...currently with erythema marks on the
wrist...according to patient CNA (Cerlified Nursing
Assistant) held...wrist and tried to make {rasident)
eat. Patient states wrist are okay....bilaters
tenderness,,”

Medical record review of a bone density study
dated November 7, 2012 revealed a "T" score
(standard measurement used to interpret the
resuits of a bone mineral density test) of - (minus)
2.5 with an interpretation of Osteoporosis
(reduction in bone mass).

Review of the facility investigation timeline dated
November 8, 2012 revealed the Director of
Nursing (DON) interviewed the rasident after the
resident raported to Certified Nursing Assistant
(CNA) #4 that another CNA (#1) bad *...held both
of (resident's) wrists and strong armed...and
forced...to eat.” Continued review of the
investigation revesled the resident stated to the
DON "...a tall CNA...grabbed and held my
arms...noted to have purple petchial (petechial)
brutsing an right and left inner hands and wrist
areas..."

Interview on May 29, 2013 at 9:30 a.m. in the
conference room with the DON revealed when
CNA#1 was interviewed by the DON, CNA #1
denied the allgegation.

Telephone interview on May 31, 2013 at 8:55 a.m.
with CNA #1 denied the CNA tried to force the
resident to eat a banana. Continued interview
confirmed CNA #1 "lifted (resident} irnproperly
when pulling {resident) up in bed. {Resident) was
double amputee (Medical record review revealed

FORM CMS-25687{02-99) Pravioua Verslons Obsolele Event ID; WDLE11 Facllity ID: TNSDO3 If continyation sheet Page 3 of 21
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the resident was actually a single amputee above
the right knee). | went to the head of the
bed...had (resident) cross arms...a¢ross ghest,
There was no draw sheet on the bad. My hands
were over (resident’s) hands. My arms were
draped across (resident’s) shoulders. | pulied
(resident) from behind.__had moved {resident) that
way a dozen times.. "

Telephone interview on May 30, 2013 at 12:30
p.m. with the Tennessee Bureay of Investigation
(TBI) agent who investigated the injury to resigent
#1 confirmed the agent had Interviewed CNA #1
and the CNA confirmed performing an
inappropriate repositioning of the resident {(night
shift November 4-5, 2012).

Telephone interview on May 31, 2013 at 12:50
P.m. with CNA #1 revealed CNA #1 asked
another CNA to assist with pulling resident #1 up
in bed, but the CNA "said...didn't have time..."
Continued interview with CNA #1 confirmed the
following: The resident "usually had a draw
sheet,..that night having to change sheets more
often...removed draw sheet from the bed and did
not have another draw sheet with me...{resident)
was full assist...requires two people...| was in a
hurry...trying to get things done...was a complete
accident,..did the wrong thing trying to move
{resident) up by myseff...should have goiten
someone to halp me,..didn't know he had a bone
diseasa...”

Telephone interview and medical record review
with the MDS Coordinator on May 31, 2013 at
2:05 p.m. confirmed the resident was assessed
on August 29, 2012 as requiring two-person
assist with bed mobility. Continued interview

F 280

FORM CMS-2587({02-89] Pravious Veralons Obgolele Event iD: WDL214

Faclilty ID; TNBOD3 If canbinuati

oh gheat Page 4 of 24




B6/20/2013 16:09

4237941432

DEFARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES C)l'wilg:]l'\lﬁi")“I ?)Zgg-%\ég?
STATEMENT OF DEFICIENGIES %1 T : '
RS IR T g

C
445162 B. WING
NAME OF PROVIDER OR SUPPLIER CoRdns

ASELURY PLACE JC

PAGE 18/27

PRINTED: 08/05/2013

ASBURY PLACE AT JOHNSON CITYy

STREETADDRESS, CITY, STATE, ZIF CODE
105 WEST MYTRLE AVENUE
JOHNSON CITY, TN 37604

{Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY £ULL PREFIX (EACH CORRECTVE AT b0t oo e
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss.REFERENcggm THE API;%%F?RBMETE wﬁgm
DEFICIENCY)
F 280 | Continued From page 4 F 280
heeds for bed mobility or transfer requirements, s . -
Continued interview confirmed the care plan for F-282 Services by qualified
the resident did not include the requirsment for persons/per care plan
two-person.assist with bed mohility.
1. Upon discovery of Resident #8's
C/O #30764 incontinence care needs on 8/31/12,
F 282 | 483.2 - apprapriate peri-care was performed by
SS=§ PE:’I;{S%I;J){S%E}RSE%EEEABNY QUALIFIED F 282 CNA #2 and LPN #1. Upon discovery of
Resident #8's incontinenee care needs on
Th . . . 11/5/12, appropriate pepi-care wasg
€ services provided or arranged by the faility provided by CNA #1, as directed by LPN
must be provided by qualified persons in #2, Resident #8 has maintained skin
g:c:Manw with each resident's written plan of integrity. '
re.
2. Residents who are incontinent of howel
and/or bladder have been identified and
This REQUIREMENT is not met as evidenced e ave bocn reviewied and
by: updated accordingly.
Based on medical record review, faciity policy
{ﬁ;’f;:rr e";,'e};" gf personnel files and interview, 3, Nursing staf will be re-educated on
ility ailed to provide incontinence care for appropriste and timely incontinence care.
one (#8) of nine residents reviewed, Necw hircs and staff absent from the re-
o cducation will receive this maining upon %I(b/ia
The findings included: starting work or returning to work,
whichever is applicable, To be
Resident #8 was admitted to the facility on May completed by 6/6/13.
19, 2012 with diagnoses including 4. The Nursing Supervisor or designted
o ; . ,
C rebrov_ascula{r Accident (Stroke) resulting in Charge Nurse will randomly chock 3
Lgﬂ Hem|p_are§|s (weakness), Coronary Artery incontinent residents per day for 4 wocks
D'seassj' with history of poron.qry Artery Bypass and then 1 resident per day for 8 weeks to
Graft, hleOf‘}{ of Ischemie Calitis, Hypertension, Cigure appropriate and timely incontinent
Severe Cardiomyopathy and Benign Prostatic care has been provided, The rosults of
Hypertrophy (enlarged prostate). the audits will be revicwed at the Quality
Assurance Committee (DON,
Medical record review of a quarterly Minimurn Administrator, Facilities Director
Data Set (MDS) dated August 22, 2012 revealed rantenance and housekesping, MDS,
the resident scored 5/15 on the Brief interview for g‘?“’:‘ta"ﬁg}gﬁl g?“."“g’ ,ﬂ?d":;‘] |
Mental Status (BIMS) with severe cognitive m‘::ﬁn‘g’mnﬂ, ,y’f;;;::,ie é, months
impairment; required extensive assistance of two and recommendations mads as |
‘ORM CMS-2587(02-09) Provious Varslons Obaslate Evant ID:WDL911 Faclfity [D: TN9o03 If continuation sheet Page 5of 15
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for bed mobility and transfers; required extensive
assistance with dressing; was totally dependent
on staff for hygiene and bathing; required
assfstance with moving from a seated to a
standing position, moving on and off the toilet and
surface-to-surface transfers; and was incontinent
of bowel and bladder.

Medical record review of the care plan updated
August 15, 2012 revealed the resident was at risk
for impaired skin integrity related to decreased
mobility and bowel incontinence. Continued
review revealed "Provide incontinence care
following incontinent episodes...Calmoespting
(multipurpose moisture barrier) PRN (as needed)
to buttocks..."

Review of the personnel file (investigation for
allegation of abuse) for Certified Nursing
Assistant (CNA) #1 (terminated from the facility
on November 6, 2012) revealed Licensed
Practical Nurse (LPN) #1 documented a "written
warming" dated August 31, 2012 at 9:30 p.m. for
CNA#1. Continued review of the disciplinary
action revealed (Resident #8)...so wet (with bowel |
moverment {BM)) brief fell apart-skin gualded
{gaulded-rash caused by wetness)...Full bed
(symbol for change)...BM all over scrotum
gualded {gauided)...”

Continued review of the personnel file for CNA #1
revealed a second written warning was issued by
LPN #2 on November 5, 2012 and noted "...
(Resident #8) was wet, Resident was not
changed or position changed in § hrs. (hours)... "

Telephona interview on May 28, 2013 at 5:50 p.m,
with LPN #1 confirmed CNA #1 and LPN #1

the July Q.A_ meeting.
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F 282 | Continued From page 6

worked the evening shift on August 31, 2012 ang
confirmed GNA #1 was assigned to resident #8,
Continued interview confirmed when LPN #1
checked {resident #8), the resident was "so wet"
the brief fell apart and confirmed driad BM and
gaulding on the scrotum. Continued interview
revealted the LPN "Stopped my treatments and
my meds {medication pass)” and confirmed "me
and the encoming CNA (#3)" provided
incontinence care and a full bed change for the
resident. Continued interview confirmed LPN #1
"...knew rounds had not been done. There's 3
notlceable difference in just having thanged
someone and it {urine and feces) being there 3
long time. It was noficeable.”

Telephone interview on May 29, 2013 at §:13 p.nm.
with CNA #3 (who relieved CNA #1 on August 31,
2012) confirmed "It was evident...nadn't been
changed for hours,”

Telephone interview on May 20, 2013 at 6:55 p.m.
with LPN #2 confirmed 1PN #2 documented the
written warning (#2) for CNA #1 on November 5,
2013. LPN #2 confirmed CNA #1 worked the
night shift (same shift as LPN #2) on November
3, 2013. LPN #2 stated, "l marked the pad and
the brief {for resident #8)...went back (after) five
hours and they {pad and brief) had not been
changed. (Resident) was wet.®

C/O #30764
F 309 | 483.25 PROVIDE CARE/SERVICES FOR
58=G { HIGHEST WELL BEING

Each resident must receive and the facitity mus!
provide the necessary care and services fo attain
or maintain the highest practicable physical,

F 282

F 309
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F 309 | Continued From page 7 F 308 F-309 Provide care and services
. . . . ichest well-hein
Each resident must receive and the facility must for hi .
provide the necessary care and services to attain 1. Following Resident #1°s allegation of
or maintain the highest practicable physical, CNA #1, X~rays were obtained, Follow-
mental, and psychosocial well-being, in up treatment was eoordinated with
accordance with the comprehensive assessment attending physician, orthopedic
and plan of care, physician, and psyeh services,
Additionally, an investigation was
immediately initiated, ncluding,
suspenzion of CNA #1, Facility's
, ; investigation resulted in terminaiion of
;‘315 REQUIREMENT is not met as evidenced CNA 41 on 11/6/12.
Ba's_ed_ on medical record review, review of the Upon discovery of Resident #8°s
facility investigation, review of the facility staffing incofitinence carc needs on 8/31/12,
schedule and intetview, the facility failed to appropriate peri-carc was performed by
ensure appropriate pracedures were used in CNA #2 antd LPN #1, CNA. # received
repositioning one resident (#1) in the bed and a written performance warning for the
falled to provide incontinence care for one 8/31/12 inciden Upon discovery of
resident (#8) of nine residents reviewed. The ?efssljlgt#ﬂ's incontinence care needs on
ili i i . i » Bppropriate peri-care was
facility's failure resulted in harm for resident #1 provided by CNA #1. as directed by LPN
. . it #2. A review of Resident #8’s skin
Resident #1 was ad mitted to the facility on July 6, condition before and after both neidents
2010 with dingnoses including Senile Dementia, revealed no change in skin integrity.
A'mxiety. Hypertensian, Ar_nputat_ion (Abave the CNA #1 was initially given  final
right knee), Osteoarthrosis, Peripheral Vascular written warning on 11/5/12, but was
Dizease with history of Gangrene, subsequently suspended and terminated
Encephalopathy, Chronic Renal Disease, Bowe| on 11/6/12 as a esuit of the
Incontinence, Diabetes and Benign Prostatic investigation.
Hypertrophy (enlarged prostate) with Chronic . . .
Urinary Retention. Resident #1 was discharged 2. A;l re;xdmtsnx:l;:rr;gn;cot;:iitaysst:;t::ce
A ' . of two perso
to and expired in the hospital on May 18, 2013. been identificd, Care plans for residents
. . _— ii istance of two porsons for
Medical record review of the significant change m";?é"i]ﬁ'hmcﬁm m;‘:fwed and
Minimum Data Set (MDS) dated August 28, 2012 tevised as appropriate. Residents who
revealed the resident scored 14/15 on the Brief are incontinent of howel and/or bladder
Interview for Mental Status (BIMS) with intact have been identificd, end care plans have
cognition; required extensive assistance of twe been reviewod and updated accordingly.
persons for bed mobility; was totally dependent
FORM CMS-25687(02-99) Pravious Verstons Gbaoleta Evant [D:WDLO11 Facility 1B THO003 If continuation sheet Page 8 of 29
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F 309 | Continued From page 8 F30g| 3 Nursingstaff will be re-educated on
] . appropriate bed te-positioning technigues -
on staff for transfers, dressing and hygiene; had as well aa providing appropriate and
limitations in one lower extremity, was incontinent timely incontinence care. New hires and
of bowel; and had an indwelling urinary catheter. staff abscat from the re-education will -
veceive this training upon starting work
Medical record review of a nurse's note dated or returning to work, whichever is (0/ (:9/ [3
November §, 2012 at 8:10 a.m. revealed ".. Noted applicable. To be completed by 6/6/13.
3 cm (centimeter) bruise on (right) wrist area . . .
purple in color & (and) 3-4 em bruise on (left) 4. gfh@ﬁ&ﬁﬂﬁﬁﬁgéﬂfﬂi
g:gg}gg‘ ‘?,MSt area. (Physician) notified. X-rays Charpe Nurse, or wound care nurse) ;vill
observe CNA stafl reposition 2 residents
. t day for 4 weeks and then 1 reséd
Medical record review of an x-ray raport of the left ::, da; for 8 weeks. End then | resident
hand dated November 5§, 2012 revealed "...Distal
radial cortical irregularity is noted...Distal Radial Nursing Supervisor or designee (chargs
Non-displaced Fracture is suggested...Mild nurse or wound care nurse) will
Ostaoarthrosis...” tandomly check 3 inconiinent residents
per day for 4 weeks and then 1 resident
Medical record review of a physician's progress per day for 8 wecks to determine that
note dated November §, 2012 revealed ﬁf&ﬁﬂg:&m°¥hg’:§;’u?;m;f¢
"...currently with erythema marks on the oo ” o L1
wrist...aceording to patient CNA (Certified Nursing sudins will bcf,rr::ﬁ;ﬁgg;f Quality
Asslgfant) held...wrist and tried to make (resident} Administrator, Facilities Director
eat. Patient e:.'tates wrist are okay....bilateral maintenance and housckeoping, MDS,
tenderness,,. Pharmacy, Social Services, Medical
Director, ADON, Dining Services)
Medical record review of a bone density study meeting monthly forthree {3} months
dated November 7, 2012 revealed a "T" score and recommendations made as
{standard measurement used to interpret the appropriatc. To begin with June data at
results of a bone mineral density test) of - {minus) the July Q.A. meeting.
2.5 with an interpretation of QOsteoporosis
{reduction in bone mass).
Review of the facility investigation timeline dated
November 8, 2012 revealed the Director of
Nursing (DON) interviewed the resident after the
resident reported to Certifled Nursing Assistant
(CNA) #4 that another CNA (#1) had "...he!d both
of {resident’s) wrists and strong armed...and
FORM CM3-2567{02-88) Previous Viarsions Ohsclete Event ID: WDLS11 Frgllily ID: TN9XOG If continuation sheat Page 9 af 294
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forced...to eat." Continued review of the
investigation revesled the resident stated to the
DON "...a tall CNA...grabbed and held iy
arms...noted to have purple petchial (patechial)
bruising on right and left inner hands and wrist
areas, "

Review of the staffing schedule confirmed CNA
#1 work 3:00 p.m_-7:00 a.m. November 4-5,
2012.

Interview on May 29, 2013 at 9:30 a.m. in the
conference room with the DON confirned CNA
#1 was assigned to resident #1 at the time the
alleged incident occurred. Continued interview
revealed the facllity could not "prove” abuse by
CNA #1 and revealed an agent from the
Tennessee Bureau of Investigation {TBl)and a
worker from Adult Protective Services (APS)
came to the facilify to investigate the allagation
CNA#1 held the hands of the resident and tried
to force the resident to eat a banana.

Telephone interview on May 31, 2013 at 8:55 a.m.
with CNA #1 denied the CNA tried to force the
resident to eat a banana. Continued interview
confirmed CNA #1 "iifted (resident) improperly
when pulling {resident) up in bed. (Resident) was
double amputee (Medical record review revealed
the resident was actually a single amputea above
the right knee). | went to the head of the
bed...had (resident) cross arms...across chest.
There was no draw sheet on the bed, My hands
were over (resident's) hands. My arms were
draped across (resident's) shoulders, | pulled
(resident) from bebind...,had moved (resident) that
way a dozen times,,.,"

FORM CIMS-2567{02.98) Pravious Versions Obasleta Evant iD;WDL911 Faeliity 10: TNIDDS I¥ continuation sheet Page 10 of 21
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Continued From page 10

Telephone interview on May 30, 2013 at 12:30
p.m. with the Tennessee Bureau of Investigation
(TBI) agent who investigated the injury to resident
#1 confirmed the agent had interviewed CNA #4
and the CNA corfirmed perform ing an
inappropriate repositioning of the resident { night
shift November 4-5, 2012).

Telephone interview on May 31, 2013 at 12:50
P.m. with CNA#1 revealed CNA #1 agked
another CNA to assist with pulling resident #1 up
in bed, but the CNA, "said...didn't have time_ "
Continued interview with CNA #1 confirmed the
following: The resident "usually had a draw
sheet.. that night having to change sheets mora
often.. removed draw sheet from the bed and did
not have another draw sheet with me.. {resident)
was full assist...requires two people...| was [n a
hurry...trying to get things done...was a complete
accident,..did the wrong thing frying to move
(resident) up by mysef...should have gotten
someone to help me...didn't krow he had a bone
disease,,.”

Telephone interview on May 31, 2013 at 218 p.m.
with the DON confirmed "Everyene knows you
don't pull 3omeone by the arms...(CNA #1)
knew...did it improperly and did it anyway."

Telephone interview on June 4, 2013 at 10:25
a.m. with the radiologist who read the X=ray film
dated November 5, 2013 of the resident's wrist
confirmed the type of fracture seen on the X-ray
could have been caused by a "squeezing,
twisting” mofion as described by the CNA (#1).

Resident #8 was admitted to the facllity on May
19, 2012 with diagnoses including

F 308

FORM CMS-2567{02-99) Previous Vatslona Obsolete Event ID; W01t

Facillty 1D: TNQOOS If continuation sheet Page 11 of 21




86/20/2013 16:89 4237941432

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PAGE 17/27

FRINTED: 06/11/2013
FORM APPROVED
OME NO. 0938-0391

ASBURY PLACE JGC

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAM QF CORRECTION IPENTIFICATION NUMBER:

445162

(X2) MULTIFLE CONSTRUCTION
A, BUILDING

(X3) DATE SURVEY
COMPLETED

C
06/04/2013

B. WING

NAME OF PROVIDER OR SUPPLIER

ASBURY PLACE AT JOHNSON CITY

STREET ADDRESS, CITY, STATE, ZIP CODE
105 WEST MYTRLE AVENUE

JOHNSON CITY, TN 37604

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECGEDED BY FULL
REQULATORY OR LSC IDENTIEYING INFORMATION)

[~
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION $HOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

{X3)
COMPLETION
DATE

F 309 Continued From page 11

Cerebrovascular Accident (Stroke) resulting in
Left Hemiparesis (weakness), Coronary Artery
Disease with history of Coronary Artery Bypass
Graft, history of Ischemic Colitis, Hypertension,
Severe Cardiomyopathy and Benign Prostatic
Hypertraphy (enlarged prostate).

Medical record review of a quarterly Minimum
Data Set (MDS) dated August 22, 2012 revealed
the resident scored 5/15 on the Brief Interview for
Mental Status (BIMS) with savere cognitive
impairment; required extensive assistance of two
for bed mobility and transfers; required extensive
assistance with dressing; was totally dependent
on staff for hygiene and bathing; required
assistance with maving from a seated to a
standing position, moving on and off tha toilet and
surface-to-surface transfers; and was incontinent
of bowel and bladder.

Medical record review of the care plan updated
August 15, 2012 revealed the resident was at risk
for impaired skin integrity related to decreased
mabillty and bowel incontinence. Gontinued
review revealed "Provide incontinence care
following incontinent episodes...Calmoseptine
(muitipurpose moisture barrler) PRN (as neaded)
fo buttocks...”

Medical racord review of a monthly nursing
summary dated November 2012 revealed
"...Position...Every 2 hours...incontinent...”

Review of the facility’s policy for abuse and
neglect revealed "It is the policy of (facility
named) that no abuse, neglect or mistreatment of
aresident...will be tolerated.. Neglect-failure to
provide goads and services necessary to avoid

F 309
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Physical harm, mentat anguish or mental
illness..."

Review of the personnel file (investigation of an
allegation of abuse) for Certified Nursing
Assistant (CNA) #1 (terminated from the facility
on November 6, 2012) revealed Licensed
Practical Nurse {LPN) #1 documented a "written
warning” dated August 31, 2012 at 9:30 p.m. for
CNA#1. Continued review of the disciplinary
action revealed (Resident #8) *...so wet (with
bowel movement) brief fell apart-skin gualded
{red skin caused by wetness)...Full bed (symhol
for change)...BM all over scrotum gualded
(gaulded)... This nurse made walking round prior
to fncoming shift coveraga...CNA (#2) had to have
help to return resident to dry/safe/dignified
condition...” Continued review revealed CNA#1
signed the disciplinary action document.

Continued review of the personnel file for CNA #1
revealed a second written warnlng was issued by
LPN #2 an November 5, 2012 and noted ...
(Resident #8) was wet. Resident was not
changed or position changed in 5 hrs. (hours),
Employee had been off the floor several
times-ask fellow employess where {CNA#1)
was-3taff did not know...Policy; Residents will be
changed @ (at) X's (times) charge nurse deems
necessary and PRN...Follow directions of charge
nurse. Make sure regidents are clean & (and)
dry..." Continued review revealed the CNA gave
a written statement denying the gllegation.

Continued review of the personnel file for CNA #1
revealed the CNA was suspended by telephone
an November 5, 2012 “pending investigation of
resident allegation of abuse...” Continued review

FORM CM83-2867(02-99) Pravious Varsions Obsgjete Event [D: WOLS11 Faellity ID; TWB003 If continuation sheet Page 13 of 21
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of the personnel file revealed CNA #1 was
terminated on November 6, 2012 .. for
progressive disciplinary action as evidenced by
write ups on 8/31/12 & 11/5/12. Attendance
violations...Chrenic habitual or excessive lateness
or absenteeism__."

Review of the staffing schedule confirmed CNA
#1 worked 3:00 p.m.-7:00 a.m. {16 hours)
November 4-5, 2012,

Interview on May 29, 2013 at 2:10 p.m, in the
conference room with the Director of Nursing
(DON) confirmed CNA #1 had received a written
warning an August 31, 2012 for failure to provide
incontinence care for resident #8. Continued
interview revealed the DON was not informed of
the allegations until Monday, September 3, 2012.
Continued interview confirmed the DON (in place
on November 5, 2012) had not seen the second
written waming dated November 5, 2612 until
May 29, 2013 (when interviewed by surveyor) at
210 p.m.

Telephone interview on May 29, 2013 at 5:50 p.m.
with LPN #1 confirmed CNA #1 and LPN #1
worked the evening shift on August 31, 2012 and
CNA#1 was assigned to resident #8. Continued
interview confirmed the written warning was
documented by LPN #1 at 9:30 p,m. after CNA #1
left the facility early. CNA#3 relieved CNA #1.
Continued interview with LPN #1 confirmed
resident #8 was "so wet" the brief fell apart and
confirmed dried bowel movement (BM) and
gaulding on the scrotum. Continued interview
revealed the LPN "Stopped my treatments and
my meds (medication pass)” and confirmed "me
and the oncoming CNA (#3)" provided
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| Telephone Interview on May 28, 2013 at 6:13 p.m.

Continued From page 14

incontinence ¢are and a full bed change for the
resident. Continued interview confirmed LPN #
“...knew rounds had not been done., There's a
noticeable difference in just having changed
someone and it (urine and feces) being there a
long time. It was noticeable."

with CNA#3 (who refieved CNA #1 an August 31,
2012) confirmed resident #8 was "in a mess” and
confirmed LPN #1 assisted CNA#3 o "clean” the
resident. Cantinued interview confirmed "It was
evident.. hadn't been changed for hours.”

Telephone interview on May 29, 2013 at 8:55 p.m.
with LPN #2 confirmed LPN #2 documented the
second written warning for CNA #1 dated
November 5, 2013, Continued interview
revealed LPN #2 had ongoing concerns with the
lack of care provided by CNA#1. LPN #2
confirmed CNA #1 worked the night shift (same
shift ag LPN #2) on November 4.5, 2013 and was
assigned to resident #8. LPN #2 stated, *|
marked the pad and the brief (for resident
#8)...went back (after) five hours and they (pad
and brief) had not been changed. {Resident) was
wet. |told (CNA#1) to go change him.. He's
sopping wet, 1want you to do it now.”

Telephane interview on May 31, 2013 at 9:10 a.m.
with CNA #1 confirmed resident #8 "had constant

Diarrhea...always had BM on (resident)...”
LUontinued interview revealed CNA#1 denied

failure to provide incontinence care for 5 hours.

CiO #30764
483.25(a)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS
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_ ' ¥ i F-312 ADL eare provided for
Aresjdent who is unable to carry out activities of I dependent residents
dally II\{ing receives the necessary services to j
maintain good nutrition, grooming, and persenal !
and oral hygiene. f Upon discovery of Resident #8's
incontinence carc needs on 8/31/12,
appropriate peri-care was performed by
CNA #2 and LPN #1, CNA #1 received
This REQUIREMENT is not met as evidenced a written performance waming for the
by: 8/31/12 incident. Upon discovery of
Based on medical record review, facility policy fﬁ,’;;'f“" #8's incontinence care needs on
review, review of staffing schedules, review of vmﬁ',&?gﬁfﬁfﬁﬁgﬁ LPN
personnel files and interview, the facility failed to E;o A miiw of Resident #8's qkir}:
ensure staff turned/repositioned and checked for condition befor and after both incidents
incgnlinence epis'odes every two hours for one revenled no change in skin integrity.
resident (#8) of nine residents reviewed. CNA #1 was initially given a final
Raslder_nt_ #8 was left unattended for five hours. writtett watning on 11/5/12, but was
The facility's failure resulted in harm for resident subscquently suspended and terminatcd
8. as a result of the invegtigation.
Resident #8 was admitted to the facility on May % Residents who roquirc assistance with
;l:i, 2012 with diagrioses including fcontinence darc hiave been identified.
rebrovascular Accident (Stroke) resulting in i
: . t
L?.ﬂ Hem:p_nares_rs {(weakness), Coronary Ariery ngﬂfeﬁc‘fcﬁ: d}[l‘cumb? ;;;{:25 by
Disease with history of (.::oron.a.ry Artery Bypass 6/6/13. CNAs will complote peri-care
Graft, histary of Ischemic Colitis, Hypertension, competency and hed positioning/mobility
Severe Cardiomyopathy and Benign Prostatic campetency by 6/14/13. During é/ p,p/ 3
Hypertrophy (enlarged prostate). orientation, new hire CNAs will have
¢ducation and competency ¢n peri=care
Medical record review of a quarterly Minimum and bed reposition/mobility. Staff absen
Data Set (MDS) dated August 22, 2012 reveated from the re-cducation will reccive this
the resident scored 5/15 on the Brief Interview for {7HINING Upon retuting to wor
Mental Status (BIMS) with severa cognitive i i i
. \ 4. The Director of NI rd
Impairment; required extensive assistance of two (R:haércDirell;?or. w“f.-‘l?ﬁg“ ISu;SJrEril::r,
for ped mobility and transfers; required extensive Charge Nutse, o+ wound carc nurse) will
assistance with dressing; was totally dependent observe CNA staff reposition 2 residonts
on staff for hygiene and bathing; required per day for 4 wecks and then | resident
assistance with moving from a seated to 2 per day for & wecks.
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standing position, moving on and off the toilet and (Nursing Supervisor, charge nurse, or
surface-to-surface transfers; and was incontinent wound care nurse) will randomiy check 3
of bowel and biadder. incontinent residents per day for 4 wecks
| and then | resident per day for 8 weeks to
Review of the facility's policy for abuse and i determine that appropriate ad timely
neglect revealed "It is the palicy of (facility | ineontinent care has been provided. The
named) that no abuse, neglect or mistreatment of : results of the audits will be reviewed at
. . ’ the Quality Assurance Commitice (DON,
a resident... will be tolerated...Neglect-failure o , Administrator, Facilities Director
provide goods and services necessary to avoid l maintcnance and housckeeping, MDS,
physical harm, mental anguish or mental | Pharmacy, Social Servicas, Modical
illness...” ¥~ Director, ADON, Dining Servicos)
miceting monthly for thrae {3} menths
Medical record review of the care plan updated and recommendations madc as
August 18, 2012 revealed the resident was at risk appropriate. To hegin with June data at
for impaired skin integrity related to decreased the July Q.A_ meeting,
mobility and howe! incontinence. Continued
review revealed "Provide incontinence care
following incontinent episodes.,.Calmoseptine
{multipurpase moisture barrier} PRN (as needed)
to buttocks.,."
Medical record review of a monthly nursing
summary dated November 2012 revealed
"...Position...Every 2 hours...incontinent,..”
Review of the persarinel file {investigation of an
allegation of abuse) for Certified Nursing
Assistant (CNA) #1 (ferminated from the facility
on November 6, 2012) revealed Licensed
Practical Nurge (LPN) #1 documented 2 "written
warning” dated August 31, 2012 at 9:30 p.m. for
CNA# . Continued review of the disciplinary
action revealed (Resident #8) "...s0 wet {with
bowel movement) brief fell apart-akin gualded
{red skin caused by wetness)...Full bed {symbol
for change)...BM all over scrotum gualded
{(gaulded)...This nurse made walking round prior
to incoming shift coverage...CNA (#2) had to have
=ORM CMS-25087(02.99) Pravious Verslons Obsolete Even! ID:WDLY1Y Facility JD: TNS003 If continuation sheet Paga 17 of 21
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F 312 Continued From page 17
help 1o return resident to dry/safe/dignified

signed the disciplinary action document.

LPN #2 on Navember 5, 2012 and noted " .
(Resident #8) was wet. Resident was not
changed or position changed in § hrs. (hours),
Employee had been off the floor several
times-ask fellow employees where (CNA#1)

nurse. Make sure residents are clean & (and)

awritten statement denying the allegation,

of the personnel file revealed CNA #1 was
terminated on November 6, 2012 ".. for

write ups on 8/31/12 & 11/5/12. Attendance
or absenfeeism...”

#1 worked 3:00 p.m.-7:00 a.m. (16 hours)
November 4-5, 2012.

Interview on May 29, 2013 at 2:10 p.m. in the

canference room with the Director of Nursing

incontinence care for rasident #8. Continuad

condition..." Continued review revealed CNA #1

Continued review of the parsonnel file for CNA#
revealed a second written warning was issued by

was-Staff did not know...Policy: Residents will be
ulimnged @& (at) X's {times) charge nurse geems
necessary and PRN...Follow direstions of charge
dry..." Continued review revealed the CNA gave
Continued review of the personnel file for CNA #
revealed the CNA was suspended by telephone
on November 5, 2012 "pending Investigation of
resident allegation of abuse..." Continued review
progressive disciplinary action ag evidenced by

violations...Chronice habitual or excessive lateness

Review of the staffing schedule confirmed CNA

{DON) confirmed CNA#1 had received a written
warning on August 31, 2012 for failure to provide

F 312
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Continued From page 18

interview revealed the DON was not informed of
the aflegations untit Monday, September 3, 2012.
Cantinued interview confirmed the' DON (in place
on November 5, 2012) had not seen the second
written warning dated November 5, 2012 yntil
May 29, 2013 (when interviewed by surveyor) at
2:10 p.m.

Telephone interview on May 29, 2013 at 5:50 p.m.
with LPN #1 confirmed CNA# and LPN #1
warked the evening shift on August 31, 2012 and
CNA #1 was assighed to resident #8. Continued
interview confirmed the written warning was
documented by LPN #1 at 9:30 p.m. after CNA #1
left the facility early, CMA#3 relieved CNA#1,
Continued interview with LPN #1 confirmed
resident #3 was "so wet" the brief fell apart and
confirmed dried bowel movement (BM) and
gaulding on the scrotum. Continued Interview
revealed the LPN "Stopped my treatments and
my meds (medication pass)” and confirmed "me
and the oncoming CNA (#3)" provided
incontinence care and a full bed change for the
resident. Continued interview confirmed LPN #1
"...knew rounds had not been dore. There's a
noticeable difference in just having changed
someons and it (urine and feces) being there a
long time. It was noticeable."

Telephone interview on May 29, 2013 at 6:13 p.m.
with CNA #3 {(who refieved CNA#1 on August 31,
2012} confirmed resident #8 was "in a mess® and
confirmed LPN #1 assisted CNA #3 to "clean” the
resident. Continued interview confirmed "It was
avident...hadn't been changed for hours.”

Telephone interview on May 29, 2013 at 6:55 p.m.
with LPN #2 confirmed LPN #2 documented the

F 312
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The facility must ensure that nurse aides are able
to demonstrate competency in skills and
techniques necessary to care for residents'
needs, as identified through resident.
assessments, and described in the plan of care.

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
DEFICIENCY)
F 312/ Continued From page 19 F312) £-498 Nurse Aide demonstrate
second written warning for CNA #1 dated p cy. s
November 5, 2013. Continued interview com e.ten /eare need
revealed LPN #2 had ongoing concerns with the 1. Following Resident #1°s allegation of
lack of care pl"OV'idEd by CNA#1. LPN #2 CNA#1, }{.mys were obiained. Follow-
confirmed CNA #{ worked the night shift (same up trestment was coordinated with
shift as LPN #2) on November 4-5, 2013 and was attending physician, orthopedic
assigned to resident #8. LPN #2 stated, " physician, and psych scrvices,
marked the pad and the brief (for resident Additionally, an investigation was =
#8)...went back (after) five hours and they (pad immediately inftiatcd, ‘““IL“dE:ES , '
and brief) had not been changed. (Resident) was usponglon Of O nin of
wet. | told (CNA#1) to go change him...He's gﬁcﬁ P ez
sopping wet. | want you to do it now.” '
. ; Upon discovery of Restdent #3°s
Telephone interview an May 31, 2013 at 910 a.m. incontinence care nceds on 8/31/12,
with CNA #1 confirmed resident #8 "had constant appropriate peti-care was performed by
Diarrhea...always had BM on (resident)..." CNA #2 and LPN #1. CNA #1 received
Continued interview revealed CNA#1 denied awritten performance waming for the
failure to provide incontinence care for 5 hours, £/31/12 incident. Upon discovery of
Resident #8's incontinence ¢are needs on
C/O #30764 11/5/42, appropriate peri-carc wes
F 498 | 483.75(f) NURSE AIDE DEMONSTRATE Fags| Ve by O o ey
88=¢ | COMPETENCY/CARE NEEDS .

gondition before and after both incidents
tavealed no change in skin integity.
CNA#1 was initially given a final
written warming on 11/5/12, but was
subgequently suspetded and terminated
on 11/6/12 as a result of the
investigation,

2. Residents who require assistance with
i ; : bed mobility andfor incontinence care
This REQUIREMENT is not met as evidenced have heen ideutified.
by:

Based on rnediqal record review, review of the 3. Nursing staff will b re-educated on
facility investigation, review of facility staffing approptiate bed re-positioning technigues
schedules, review of facility policy, review of 28 well ag providing appropriate and
personne! files and interview, the facility failed to timely incontinence carc, To be
ensure one Certified Nursing Assistant (CNA #1) completed by 6/6/13. CNAs will dbod
was competent to provide gare for two residents complete perincare competency an
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{X43 1D SUMMARY STATEMENT OF DEFICIENCIES D d
PREFiX (EACH DEFICIENCY MLIST BE PRECEDED 8Y FULL PREFIX (EACh E"S&n“?c?ﬁé" f&%%“?ﬁgﬂﬁ;”ae COMPETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DERICIENGY)
F 498 | Continued From page 20 S
F 498 . -
. ) " ositioning/mability competency by
(#_13 #8) of nine residents reviewed. The facllity's 2![4!13. guring ntr)i'entaxinn, ne:v hire
failure resuited in harm to resident #1 and #8. CNAs will have edueation and
competancy on peri-care and bad
Refer to F-280 reposition/mobility. Staff absent from
Refer to F-309 the re-education wifl receive this training
Refer to F-312 t1pon returning to work.
The Director of Nursing or designes
(Rehab Director, Nursing Supervisor,
Charge Nurse, or wound care nurse) will
obscrve CNA staff reposition 2 residents @/“f/ls
per day for 4 weeks and then 1 resident
per day far 8 weeks.
The Director of Nursing or designee
(Nursing Supervisor, charge nurse, or
wound care nurse) will randomly check 3
. incontinent residents per day for 4 weeks
. and then ¥ resident per day for 8 weskato
' dctermine that approprigte and timely
, incontinent care has boen provided. The
‘ results of the audits will be reviewed at
the Quality Assurance Committee (DON,
Administeator, Facilities Diractor
' maintenance and housekeeping, MDS,
i } Pharmacy, Social 8ervices, Medical
| Director, ATION, Dining Services)
‘ meeting monthly for three (3} months
and recommendations made as
appropriate. To bhagin with June data at
the July Q.A. moeting,
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