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(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

445487

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

08/27/2020

NAME OF PROVIDER OF SUPPLIER

THE WATERS OF JOHNSON CITY, LLC

STREET ADDRESS, CITY, STATE, ZIP

140 TECHNOLOGY LANE
JOHNSON CITY, TN 37604

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0580

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations
 (injury/decline/room, etc.)  that affect the resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on review of facility policy, medical record review, and interview, the facility failed to notify the resident
 representative of change in the condition for 1 resident (#1) of 3 residents reviewed for notification of change in
 condition. The findings include: Medical record review revealed Resident #1 was admitted to the facility on [DATE] with
 [DIAGNOSES REDACTED]. Review of Order Listing Report showed [MEDICATION NAME] (an antifungal medication) 5
milliliter (ml)
 four times a day was ordered on [DATE] for oral thrush and [MEDICATION NAME] (antifungal medication) 150 milligram (mg),
 one time only for yeast on 8/3/2020. During a telephone interview on 8/25/2020 at 9:03 AM, Resident #1's representative
 stated she was unaware Resident #1 was receiving treatment for [REDACTED].#1 had been treated for [REDACTED].

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER
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TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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