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F 176 | 483.10(n) RE/JIDENT SELF-ADMINISTER F176 . "
reassessed by an interdisciplinary
An individual | sident may seff-administer drugs if i team toascertain the ability to
the interdiscip linary team, as defined by ¥ ;
§483.20(d)(2) 1i), has determined that this self-administer medications.
practice is sal 2.
_All residents with aerosol
treatments have been identified
This REQUIR *MENT is not met as evidenced
by: and assessed by an
Based on metlical record review, ohservation, interdisciplinary team for the
and interview, the facility failed to assess one .- 3 .
resident (#14) of twenty-one residents reviewed phility iy selbedminimes
prior to allowit g self administering of a drug. medications.
The findings iilcluded: The policy for self-administration
Resident #14 was admitted to the facility on of rfxed|cat|f:ns hashieen
October 9‘ 20 :lg. with diaQI'IOSES iﬂGlUdiﬂg reviewed. Licensed staff have
Pneumonia, t ypertension, Anemia, and been re-educated on the policy
Congestive H-:art Failure, -
for screening for self —
Medical recor { review of the monthly physician administering medications,
recapitulation prders' dated January 2011,
revealed "...Al buterol (bronchadilator) use for Director of Nursing or designee
Aerosol treatriients twice daily... will audit medical records to
| Observation ¢ itside the resident's room on ascertain residents self-
January 19, 211, at 9:32 a.m,, revealed charge administering medications have
nurse #1 obta ned Albuterol for resident #14, b db
entered the re sident room, and started the mRACRRNEC. N
Albuteral treaiment, Continued observation interdisciplinary team. Audits will
revealed the ¢ harge nurse left the resident's room be conducted on 5 residents per
while the Albu lerol was still being administerad. .
week for 4 weeks and 2 residents
Interview and medical record review with charge per week for 8 weeks.
‘| nurse #1 on J anuary 19, 2011, at 9:35 a.m., at
the 100.hall n irse's desk, confirmed the resident
had not been assessed for self administration of
e TraT o CTOR'S OR 355 TUEFFEPRESENTATI\E'S SIGNATURE TITLE (X8) DATE
.xﬁ Grll, it Aomingistealre, 0129201

Any deficlency staternent endir ;) with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
ather safeguards provide suffic ant protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days -
foltowing the date of survey wh ther or not a plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclosabla 14
Jdays following the date these d jcumeants are made available to the faclity. If deficiencies are clted, an approved plan of corraction is requisite to continued -

orogram participation,
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F 176 | Continued Frc m page 1 F178  The results of the audits will be
the albuterol. reviewed at the Quality
F 246 | 483.15(e)(1) F EASONABLE ACCOMMODATION F 246 Assurance Committee {DUN,

s$8=D

' The findings ir cluded:

OF NEEDS/PI.EFERENCES

A resident has the right to naside and receive
services in the facility with reasonable
accommeodaticns of individual needs and
preferences, € xcept when the health or safety of
the individual or other residents would be
endangered.

;’his REQUIRI!MENT is not met as evidenced
V:

Based on met ical record review, observation,
and interview, [he facility failed to ensure a call
light was in rei)ch to accommodate the needs of
one resident (+15) of twenty-one residenis
reviewed.

Resident #15 ' vas admitted to the facility on
March 17, 20C B, with diagnoses including Debility,
Difficulty Walk ng, Chronic Obstructive Pulmonary
Disease, and | "enal Insufficiency.

Medical recarc review of the resident care plan
dated June 7, 2010, revealed "...requires staff
interventions ¢  assistance fo perform ADL's
(activities of diily living) dit (due to) poor eye
sight..."

Observation Ir the resident's room on January 19,
2011, at 3:18 |..m., revealed the resident seated -
in a wheelchai . Continued ohservation at this
time revealed he resident call light (used to call
for assistance was on the night stand behind and

Administrator, Facilities Diractor
maintenance and housekeeping,
MDS, Pharmacy, Social Services,
Medical Director, ADON, Dining
Services) meeting monthly for
three (3) months and

- recommendations made as
appropriate.
F — 246 Resident #15’s call light
has been placed within reach of

resident.

All residents cali light's will be
within reach when in their room
to accommodate the needs of
each resident..

The call-light policy has been
reviewed and the staff have been
re-educated on the call-light
palicy.

The Director of Nursing or
designee will ohserve 10 rooms
per week for 4 weeks and then 5
rooms per week for 8 weeks to
datermine appropriate call-light
ptacement.

|

02-25-2011
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F 246 | Continued From page 2 - F 246  The results of the audits will be
out of reach o’ the resident, reviewed atlthe Quality
‘ y - Assurance Committee (DON,
Interview with the resident at this time revealed | Administrator, Facilities Director

the resident w anted fo lie down in bed but could

not find the cz |l light, maintenance and housekeeping,

MDS, Pharmacy, Social Services,

Cantinued interview and observation with Medical Director, ADON, Dining
Certified Nurs ng Aide (CNA #1) and CNA #2 in Services) meeting monthly for
the resident's "oom on January 19, 2011, at 3:20 three (3) months and

p.m., confirme d the resident had poor eye sight

and the facility had failed to accommodate the recommendations made as

resident's nee iis by not having the call light within appropriate. 02-25-2011
easy reach. _
F 281 | 483.20(k)(3)(i SERVICES PROVIDED MEET F 281 F- 281 Resident # 3 has been
The services |irovided or arranged by the facility orders obtained in relation to
must meet pre fessional standards of quality. Insulin dosing. No adverse effects
were noted.
This REQUIR MENT is not met as evidenced . .
by: All residents with arders for
Based on me ical record review, observation, sliding scale insulin have been )

and interview ' Me facility fafied to follow
physician's orilers for sliding seale insulin for one
resident (#3) ¢ nd failed to follow physician's reviewed and revised and sliding
orders for res! srative nursing for one resident (#7) scale insulin administered as

of twenty-one ‘esidents reviewed,

identified. Orders have been

ordered,

The findings ir cluded: .
The standing orders have been

Resident #3 w 3s admitted to the facility on revised to reflect current sliding
December 15, 2009, with diagnoses including I

Diabetes Mellius Type I, Cardiomyopathy, o lnsulln'pm‘tocal_ The
Rhabdomyoly: iis, and Dementia. hypogfycemic protocol has been
ieiiicad l - ol revised. The diabetic monitoring

edical recon| review of the physician's )

recapitulation srders dated November 1 through Tiowsheat has besn reviset to
30, 2010, and December 1 through 31, 2010, [ reflect current sliding scale insulin

ORM CMS-2567(02-99) Previous Vv irslons Obsolete Event 1D:WAYI11 Facility ID: TNS003 If continuation sheat Page 3 of 7



A1/28/2811 14:41

14239750153

ASBURY JC-ADMIN

PAGE @7/13

PRINTED: 01/21/2011

DEPARTMENT OF HE ALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDI JARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIE! | X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONST! RUCTION N}gSEEéJTREvDEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMBER: A BUILDING
445162 o 01/20/2011

NAME OF PROVIDER OR SUF "LIER
ASBURY PLACE AT JO INSON CITY

STREET ADDRESS, CITY, STATE, ZIP CODE
105 WEST MYTRLE AVENUE
JOHNSON CITY, TN 37604
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F 281 | Continued Fr:m page 3 F 281 dosages. The licensed staff have
revealed "...8 iding Scale Insulin per Standing been re—educated on the
I(_Z:J[id'ﬁrs 223)8 .',d at 5P (5:00 p.m.)...(See Diabetic hypoglycemic pratocol and
administration of sliding scale
Medical recor of review of the Diabetic Flow insulin.
Sheets dated November 1 through 30, 2010, and i
December 1 through 31, 2010, revealed "...Order . = .
for Sliding Se sle...Novolin R...70-150: no insufin; The DON or designee will audit
151-200: 4 ur its (units of insulin to be diabetic monitoring flow sheets
administered’ ; 201-250: 6 units; 251-300: 8 units; of 5 resident per week for 4
301-350: 10 L nits; 35"1 -400: 12 units; > (greater weeks and then 3 residents per
Continued m¢ dical record review of the Diabetic administration of correct insulin
Flow Sheets | zvealed on November 18, 2010, at dosages.
5:00 p.m., a f ngerstick blood sugar of 202 with 4
gg% of 'rnSugH admini]ftenad; on December 12, The results of the audits will be
, at 5:00 p.m., a fingerstick blood sugar of : d at the Quali
207 with 4 un [s of insulin a2dministered; and on z‘;ﬁr‘: ec Co = t.}tta t‘{D ON
December 22, 2010, at 5:00, a fingerstick blood ) " € Lommi X f“"_e .
sugar value a* 203 with 4 units of insulin Administrator, Facilities Director
administered, maintenance and housekeeping,
. MRS, Pharmacy, Social Services,
e g s S i e
: : chair talking wi ; :
a visitor in the hallway outside the resident's Sevices) meatingimontily for
FOOM. three (3) months and
recommendations made as
Interview with the Director of Nursing (DON) at appropriate
the nursing st ition on January 18, 2011, at 335 i e d
p.m., confirmed the facilty had failed to Resicaptis hasheen mecieane
administer the correct amount of insulin as by physical therapy and placed in
ordered by th physician. a restorative nursing program.
Resident #7 v as admitted fo the facility on All resitients who have been
January 8, 2010, with diagnoses including : h ~
Fracture Fem ,r, Aftercare Traumatic Fracture discharged from therapy have
Hip, Hyperten sion, Atrial Fibriliation, been screened to ascertain if
Encephalopai 1y, and Atherosclerosis. restorative nursing is appropriate.
“ORM CMS-2667(02-99) Previous ' erslons Ohsolete Event 10; Wavi1 Facility ID: TNBOO3 If continuation shaet Page 4 of 7
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F 281 | Continued Fro n page 4 F 281 A process has been developed for
therapy staff to notify nursing

Medical recarc review of the Minimal Data Set
(MDS) dated [ 'ecember 19, 2010, revealed the skl ?nv postierEpy .
resident had Ic ng term memary impairment, restorative recommendations.
moderately im »aired cognitive skills for daily
deciston makir g, and required two-person The Director of Nursing or

Assistancewinl iranalis, designee will audit physician
Medical recorc review of a Physician's Telephone orders for residents discharged
?T'C:t?f cti}attgd D ?G?mh?r Zﬂi I%O'I!Of l‘ﬁ;’se_aleld Pt from therapy and remaining in

patient) fo cor t. (continue) P.T. (physica e

therapy) 3 x /lk x 1 wk (three times a week for facility weekly for 12 weeks to
one week) thet will tum over to restorative determine appropriate
program...' restorative follow-up.
Medical recorc review of the Physical Therapy L

| Updated Plan if Progress dated December 20, Thr-_: results of the auc-lrts will be
2010, revealec "...Discharge reviewed at the Quality
Recommendal ions/Prognosis... Restorative Assurance Committee (DON,
program...D/C (discharge) to Restorative..." Administrator, Facilities Director

; . , ' . maintenance and house i

Medical recorg review of Physical Therapy Daily MDS, Pharmacy. Social Skee!amg,
and Weekly Prugress Notes revealed the resident ! _m O BCH NALES,
received P.T. t eatments on December 20-22, Medical Director, ADON, Dining
2010, (three tri:atments for one week) and was Services) meeting monthly for
discontinued. three (3) months and

| Interview with 1 ie Restorative Gertified Nursi PREIITENGETIGAS TG 8 “

ursing ; 2252
Assistant (CN/ ) #1, on January 18, 2011, at 2:00 il 02-25-2011
p.m., at the 10 )-hall nurse's station, revealed
Restorative CMA #1 had notl seen the physician's
order dated De sember 20, 2010, and the resident
was not starter on a restorative program.
interview with { e Physical Therapy Clinical
Manager, on J:inuary 18, 2011, at 2:35 p.m., in
the 100-hallwa r, revealed the resident's last P.T.
treatment was December 22, 2010, and the
resident was ¢ begin the restorative program.
JRM CMS-2587(02-99) Previous Ve islons Obsolete Event ID; W4YT11 Facillty 1D: TNS0OS If continuation sheet Page § of 7
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The facility m st maintain linical records on each
resident in ac ordance with accepted professional
standards an | practices that are complete;
accurately da :umented; readily accessible; and
systematicall organized.

The clinical re.cord must contain sufficient
information t¢ identify-the resident; a record of the
resident's ass essments; the plan of care and
services prov ded; the results of any
preadmission screening conducted by the State,
and progress notes.

This REQUIF EMENT is not met as evidenced
by [
Based on me Jlical record review and interview the

facility failed {» maintain 2 complete and accurate
medical recot il for one resident (#3) of twenty-one
residents revi swed.

The findings included:

Resident #3 1 ras admitted to the facility on
December 1£, 2009, with diagnoses including
Diabetes Mel itus Type I, Cardiomyopathy,
Rhabdomyoly sis, and Dementia.

examined by MD/ NP and new
orders obtained in relation to
Insulin dosing. Medication
administration record reflects
new orders. Resident had no
adverse effects.

Residents receiving insulin have
been identified. The Medical
Records of all residents receiving
insulin|contain current insulin
standing orders.

Lticensed staff have been re-
educated on the placement of
standing orders on medical
records.

The DON or designee will perform
audits of medical records of
residents receiving insulin ta
ascertain standing orders are
present. 5 records per week will
be audited for 4 weeks and 3

@1/28/20811 14:41 14239750153 ASBURY JC-ADMIN
PRINTED: 01/21/2011
DEPARTMENT OF HE ALTH AND HUMAN SERVICES _ FOR&“ %};Félg%\ég?
CENTERS FOR MEDI ;ARE & MEDICAID SERVICES OMB N :
STATEMENT OF DEFICIENCIE!: (¢1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION {XS}EOALEP&UTR%EY_
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: a—
445162 BN 01/20/2011
NAME OF PROVIDER OR SUF 'LIER STREET ADDRESS, CITY, STATE, ZIP CODE
-~ 105 WEST MYTRLE AVENUE
PROVIDER'S PLAN OF CORREGTION 5
(X4) 1D SUMME fEY STATEMENT OF DEFICIENCIES D CORRECTIVE ACTION SHOULD BE COMPLETION
P?-,EEIX R(EEg(L:JEA[‘)F%': E#%%cfsfg?ggﬁglﬁn% ﬁ%ﬁaﬁ%ﬁ P?ﬁm céossaEFERENGED TO THE APPROPRIATE DATE
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F 281 | Continued Frm page 5 F 281
Interview witt the Director of Nursing (DON), on
January 20, 2011, at9:15 a.m., in the DON's
office, confir 1ed the facility failed to follow the
Physician's T 2lephone Order dated December
20, 2010, to | lace the residlent on a restorative
nursing progr am. _ ;
E514 483 7511} FES F514) k. 514 Resident #3 has been
88=p | RECORDS-C OMPLETE/ACCURATE/ACCESSIB ©
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Medical recoi i review of the physician's
recapitulation orders dated January 1 through 31,
2011, revealkd *...Sliding 3cale Insulin per
Standing Ord zr Daily and at 5P (5:00 p.m.).."

Medical reco i review revealed no current
Standing Ord ers for Sliding Scale Insulin on the
resident's me rlical record.

Interview witt the Director of Nursing (DON) on
January 19, : 011, at 8:30 a.m., in the conference
room confirm 2d insulin was being administered
according to he current Standing Orders for
Sliding Scale insulin. Continued interview with
the DON confirmed the current Standing Orders
for Sliding Sc ale Insulin were not on the resident's
medical reco d. Further interview with the DON
confirmed thr: facility had failed to maintain a
complete an(| accurate medical record for this
resident.
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F 514 | Continued Fram page 6 F514|  records per week for 8 weeks will

be audited to ascertain that
standing orders are present.

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

02-25-2011
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