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nitial Comments : _ The facility has developed a Wait List
1200-13-1-08 (1) o for.p'crsons requesting admission to the
Each Long Term Care Facility participating in the facility that includes the following;
medical assistance program must develop and The name of the applicant, the name of
Fegarding s acmmissionb, nciacing the. o the contact person or designated
development and maintenance of a single wait list ,r?fP resentative other than the applicant
of persons requesting admission to those {(if any), the address of the applicant
tacilities. This list must at a minimum contain the and the contact person or designated
following information pertaining to each request representative (if any), the telephone
for admission:(b) The name of the contact person number of the applicant and the
or desighated representative other that the contact perso designated
applicant (if any). (c) The address of the applicant person or designa
and the contact person or designated representative (if any), the name of the
representative (if any).(d) The telephone number person or agency refemring the
of the applicant and the contact person or applicant to the NF, the sex and race of
designated representative (if any).(f) The sex and the anpli : P
race of the applicant. (g) The date and time of requ eP;I: ;canta th.e c;ate and time of the
the request for admission.(i) The name and titie request for admission, reason(s) for
of the Long Term Care Facility Staff person irefusal/non-acceptance/other-action-
taking the application for the admission. itaken pertaining to the request for
_ . _ - ) jfadmission, the name and title of the
This Rule is not met as evidenced by: INF staff person taking the application

for admission, and a notation stating

Based on review of the facility wait list, review of 1d an
whether the applicant is anticipated to

the census development sheet and interview, it

was determined the facility failed to maintain a be Medicaid eligible at time of

! single wait jist and ensure the contact person or " ladmission or within o
designated representative, the address of the ‘ ' admi ssion ne year of

& applicant and the contact person, the telephone Resid ) . ..
number of the applicant and the contact person esidents requesting admission to the
or representative, the sex and race of the nursing facility have the potential to be
applicant, the date and time of the request for affected by the alleged deficient
admissit_:n. and the name and title t_)f t_he facility practice.
staff taking the application for admission was Nurse Liaison was in-serviced

included on a single wait list for the 9 people

listed on the census development sheet dated .. regarding TN Care Rule # 1200-13-01-

June 10 through (-} 14 and June 17-21, 2013, 06 (3), Single Wait List. Facility has
L ' developed a Wait List and has
The findings included:; implemented it. 27 A 2

Division of Health Gare Faciilies ‘ -
W )7(&4/4 TLE Ctoisloiadon oo oaTE, /ﬂ /3

LABORATORY DIRECTOR'S OR PROVIDERJSUPPL!ER REFPRESENTATIVE'S SIGNATURE
STATE FORM Ly CHIO11 I continuation sheet 10f 10




VIiIFLAFLULS XL LODIGY

Division of Health Care Facilities

PHAA [2L10%2100L DRLLLI FRODN L

VAV FVay

PRINTED: 07/02/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES . | (X%) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IPENTIFICATION NUMBER:

TN2708

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING:

B. WING

CCMPLETED

06/20/2013

NAME OF PROVIDER OR SUPPLIER
BAILEY PARK CLC

STREET ADDRESS, CITY, STATE, ZIP CODE

2400 MITCHELL.STREET
HUMBOLDT, TN 38343

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION;)

1)
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION )
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

N 000

Continued Frof'n page 1

Review of the facility wait list revealed the last
and only entry was made on 7/1211.

Review of the facility census development sheet
dated June 10-14, 2013 listed 4 people and the
census development sheet dated June 17-21,
2013 listed 5 additional people. There was no
contact person or representative documented on
‘the sheet. The address of the applicant and the
contact person or designated representative was

1 not documented, the felephone number of the

applicant and contact person was not
documented, the sex of ths applicant was not
documented, the time of the request for
admission was not documented and the name
and title of the facility staff taking the request was
not documented on the list. None of these 8
people were included on the wait list.

During an interview in the conference room on
6/18/13 at 4:25 PM, the Nurse Lialson/Social
Worker stated, "...Been here 8 days... was

| instructed to complete this form weekly [census

development sheet].” The Nurse Liaison/social
worker confirmed the facility wait list had not been
used or updated since 7/12/11.

During an interview in the conference room on

611813 at 4:50 PM, the Administrator stated, "We
will transfer our referrals from our fist to the wait
list back to the 10th... we will QA [quality :

- | assurance] this."

-

1200-13-1-.08(2) s
.| The wait list should be updated and revised at

least once each quarter to remove the names of
previous applicants who are no fonger interested

N 000

Administrator will check Wait List
weekly x’s 4 weeks and then monthly
10 ensure compliance. Any issues
identified will be addressed at time of -
discovery and brought to QAPI for
follow up,

y/IR1E
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N 000 | Continued From page 2 N000 | The facility now has a Wait Listin |
in admission to the Long Term Care Facility. place. '-I‘he Wait List will be updated
Following three (3) contacts each separated by a .and revised at least once each quarter.
period of at least ten {10) days, the Long term ‘Residents requesting admission to the
notice requied m s sealion move an applcant Imarsing faofity have the potential to b
to the end of the single admission list whenever aﬁ'ec'fed by the alleged deficient
an available bed is not accepted at the time of the practice. . .
vacancy, but the applicant wishes to remain on ‘Nurse Liaison was in-serviced
the admissions list. Applicarits shall be advised of regarding TN Care Rule # 1200-13-01-
these policies at the time of their Inquiry, and 06 (3), Single Wait List, Facility has .
must be notified in writing, in a format approved devel Wait List and h
by the Department, when thelr name is removed deve oped a kK ait Lisl and has
from the list or moved to the end of the list. Such implemented it.
contacts shall be documented in the facility log Administrator will check Wait List
Coqts;’ém% the I\:’ait 'itSt- tThhe ﬁ%le. tim?dae'? | weekly x’s 4 weeks and then monthly
me o1 eacn contact shall be reco along ; H H
with the name of the facility staff person making ;Fg en?fl_ir%mgﬁp&a;lgg. Anﬂ ISS"}GS £
the contact, and the identity of the applicant or identilied wi ressed at time o
contact person contacted. The log of such discovery and brought to QAPI for 71 7113
contacts shall also summarize the communication follow up.
between the facility staff person and the applicant
or contact persaon.
This Rule is not met as evidenced by.
Based oﬁ review of the facility wait list , review of
the census development sheet and interview, it
was determined the facility falled to maintain a
} single wait list and complete quarterly updates
i and revisions for the 9 persons listed on the
census development sheet dated June 10-14 and
June 17-21, 2013,
The findings included:
Review of the facility’s wait list revealed the last
and only entry was made on 7/12/11.
Review of the facility's census development sheet
dated June 10-14, 2013 fisted 4 people and the
Division of Health Care Faciilies '
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N 000

“census development sheet dated June 17-21,

2013 listed 5 additional people. None of these 9

.| people were included on the wait list and there

was no documentation of quarterly updates and
revisions.

During an interview in the conference room on
6/18/13 at 4:25 PM, the Nurse Liaison/Social
Worker stated, "...Been here 8 days... was
instructed to complete this form weekly [consus
development sheet]." The Nurse Liaison/social
worker conflrmed the faclity wait list had not been
used or updated since 7M2/11.

During an interview in the conference room on
6118113 at 4:50 PM, the Administrator stated, "We
will transfer our referrals fram our list to the walt
list back to the 10th... we will QA quality
assurance] this"

1200-13-1-.08(3)

Each facility shaill send written confirmation that
an applicant's name has been entered on the wait
list, thelr position on the wait list, and a
hotification of their right of access to the walt list
as provided in paragraph (8) of these rules. This
confirmation shall include at a minimum the date
and time of entry on the wait list and shall be
mailed by first class postage to the applicant and
their designated representative (if any) identified
pursuant to the requirements in paragraph (1)
above.

This Rule is not met as evidenced by:

i
Based on review of the facility wait list and review
of the census development sheets and Interview,
it was determined the facility failed to ensure the

. The facility now has a Wait List in
place and is sending written
confirmation when an applicant name

_ pas been entered on the Wait List and
informing them of their right of access
to the Wait List. '

-Residents requesting admission to the

~aursing facility have the potential to be

-affected by the alleged deficient
practice.

Nurse Liaison was in-serviced
regarding TN Care Rule # 1200-13-01-
06 (3), Single Wait List. Facility has

developed a Wait List and has
implemented it,
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N 000 | Continued From page 4 Nooo | Administrator will check Wait List

single wait list included all applicants making
request for admission and failed to ensure that
written confirmation of the applicants name, their
position on the list and a notification of their right
of access to the wait list was completed.

The findings included:

Review of the facility's wait list revealed the last
and only entry was made on 7/1211,

Review of the facility's census development sheet
dated June 10-14, 2013 listed 4 people and the
census development sheet dated June 17-21,
2013 listed 5 additional people. None of these 9
people were included on the wait list, There was
no documentation that written confirmation of the
applicants name, the position on the list and
notification of the right to access of the wait list.

During an interview in the conference room on
6/18M3 at 4:25 PM, the Nurse Liaison/Social
Worker stated, “...Been here 8 days... was
instructed to complete this form weekly [census
development sheet]." The Nurse Liaison/social
worker confirmed the facility wait list had not been
used or updated since 7/12/11.

During an interview in the conference room on
8118113 at 4:50 PM, the Administrator stated, "We
will transfer our referrals from our list to the wait
list back {o the 10th... we will QA [quality
assurance] this.”

1200-13-1-.08(4)
Each Long Term Care Facility participating in the
medical assistance program shall admit

applicants in the chronological order in which the

weekly x°s 4 weeks and then monthly
to ensure compliance. Any issues
identified will be addressed at time of
discovery and brought to QAPI for

follow up. 1017113
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'N00D| Continued From page & NOOO | The facility now has a Wait List in
‘referral or request for admission was received by place. The facility will admit
the facifity, except as permitted in paragraph (5) applicants in the chronological order in
of this rule. : which the referral was received, except

as permitted by TN Care Rule # 1200-

This Rule is not met as evidenced by:
13-01-06 (3) ()(1-7).

Based on review of the facility's wait list and ' Residents requesting admission to the

census development sheets and interview, it was 'nursmg facility have the potential to be

determined the facility failed to ensure the single affected by the alleged deficient

wait list documented applicant admissions .

resulting in being unable to document if jpractice. . .

admissions were in chronological order or ‘Nurse Liaison was in-serviced

document reason for deviation. ‘regarding TN Care Rule # 1200-13-01-

) _ 106 (3), Singte Wait List. Facility has

The findings included: -developed a Wait List and has

Review of the facility's wait list revealed the last implemented it.

and only entry was mads on 7/12/11. . i Administrator will check Wait LlSt
-weekly x’s 4 weeks and then monthly

Review of the facility's census development sheet to ensure compliance. Any issues

dated June 10'14, 2013 listed 4 People and the idenﬁﬁed Will be addfessed at time of

census development sheet dated June 17-21, .
2013 listed 5 additional people. None of these 9 discovery and brought to QAPI for 1hi7{13
people were included on the wait list, There was - | follow up.
no documentation to confirm admission In

chronological order or reason for deviation.

During an interview in the conference room on
61813 at 4:25 PM, the Nurse Lisison/Social
Worker stated, "...Been here 8 days... was
‘instructed to complete this form weekly [census
development sheet].” The Nurse Liaison/social
worker confirmed the facility wait list had not been
used or updated since 7712111,

During an interview in the conference room on
6/18/13 at 4:50 PM, the Administrator stated, "We
will transfer our referrats from our list to the wait
list back to the 10th... we will QA [guality
assurance] this."

Division of Heallh Gare Fachities -
STATE FORM . L DHICN ) If conlinuatien sheet 6 of 10
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N 000

Continued From page 6

“1200-13-1-.08 (5) (a-g)

Documentation justifying deviation from the order
of the wait tist must be maintained for inspection
by the Department. Inspection shall include the
right to review andfor make copies of these
records. Deviation may be based upon:

(a) Medical need, including, but not necessarily
{imited to, the expedited admission of patients
being discharged from hospitals and patients
when previously resided in a Long Tern Care
Facility at a different level of care, but who, in
both cases, continue to require institutional
medical sarvices;

{b} The applicant's sex, if the avaitable bed isin a
room or a part of the facility that exclusively
serves residents of the opposite sex;

(c) Necessity to implement the provisions of a
plan of affirmative action to admit racial
minorities, if the plan has previously been
approved by the Department;

(d) Emergency placements requested by the
Department whien evacuating another health care
facility or by the Adult Protective Service of the
Tennessee Department of Human Services;

(e) Other reasons or policies, e.q., previous
paricipation in a community based waiver or
other aiternative care program, when approved by
the Medical Directory of the Department’s Bureau
of Manpower and Facilities; provided, however,
that no such approval shall be granted if to do so
would in any way impair the Department's or the
facllity's ability to comply with its obligations under
federal and state civil rights laws, regulations or..
conditions of licensure or participation.

() If a Medicaid-eligible recipient's hospllallzatlon
or therapeutic leave exceeds the period paid for
under The Tennessee Medicaid program for the

N 000
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N 000 Continued From page 7 N 000

holding of a bed in the facility for the resident and

if the resident continues to require the services

provided by the Long Term Care Facility, then the
‘resident must be readmitted to the facility

immediately Uupon the first availability of a bed in

the facility, consistent with paragraph (5) {b),

{g) Where, with the parlicipation and approval of

the Department, expedited admission is approved

for residents who are being displaced from

another facility or its waiting list as a resuit of that

facility’s withdrawal from the Medicaid program.

This Rule is not met as evidenced by:

' ‘The facility n it List1i
Based on review of-the facility's wait list, review of place. D otgmgzv tl:;s 3 w:tlt fL.ISt m
the census development sheets, and interview, it ;p e ntation justitymg .
.| was determined the facility failed to ensure a deviation from the order of the Wait

single wait list and failed to document justification List will be maintained for inspection

for deviation from the order of the list for the 8 by the State, Deviation will only occur
people listed on the census development sheets. ias permitted by TN Care Rule # 1200-

The fiadings included: (130106 3) (&)(1-7).

{Residents requesting admission to the -

Review of the facility's wait list revealed the last nursing facility have the potential to be;

and only entry was made on 7/12/11. affected by the alleged deficient |
Review of the facllity's census development sheat ﬁractmf} . . . ]

dated June 10-14, 2013 listed 4 people and the Nurse Liaison was in-serviced |
census development sheet dated June 17-21, regarding TN Care Rule # 1200-13-01-

2013 listed 5 additional people. None of these ¢ 06 (3), Single Wait List. Facility has

people were included on the walting list. There :developed a Wait List and has

was no documentation to confirm admission in implemented it

chronological order or reason for deviation. T, ..

g Administrator will check Wait List

During an interview in the conference room on weekly x’s 4 weeks and then monthly

6/18/13 at 4:25 PM, the Nurse Liaison/Social to ensure compliance. Any issues

Worker stated, "...Been here 8 days... was . : : .

instructed to complete this form weekly {census ild.entlﬁed vwill Ee addressed at time of
development sheet)." The Nurse Liaison/social 1scovery and brought to QAP for .
worker confirmed the facility wait list had not been follow up. -~ Aqhi2hiz
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N 000| Continued From page 8 N 000
used or updated since 7/12/11..
During an interview in the conference room on
6/18/13 at 4:50 PM, the Administrator stated, "We
will transfer our referrals from our fist to the wait
list back to the 10th... we will QA [quality
assurance] this."
. | 4200-13-1-.08 (8)
-1 Applicants (or their representative), Ombudsman
and appropriate State and Federal personnel o T rog
shall have access to the wait list when requested. _ The facility now has a Walt List in
Such access shall included the right to review ‘place. Applicants or their )
andfor copy the wait list, and to be informed by -representatives are being notified by
telephone of their position on the wait list. ‘telephone of their position on the Wait
. . ' , List.
This Rule is no met as evidenced by: Residents requesting admission to the
Based on review of the facility's wait list, review of - | Duusing facility have the potential to be
the census development sheets and interview, it .affected by the alleged deficient
was determined the facility failed to ensure a 'practice,
ﬂgg'gsm'ﬁgitg“iézigg o ensure access of the Nurse Liaison was in-serviced
q : - { regarding TN Care Rule # 1200-13-01-

06 (3), Single Wait List. Facility has -

The findings Included:
developed a Wait List and has

Fo Review of the facility's wait list revealed the last implemented it.
and only entry was made on 7/12/11. Administrator will check Wait List

Review of the facllity's census development sheet weekly x’s 4 weeks and then monthly

dated June 10-14, 2013 listed 4 people and the to ensure compliance. Any issues

census development sheet dated June 17-21, identified will be addressed at time of

2013 listed 5 additional people. None of these 9 discovery and brought to QAP for

people were included on the wait list. The census follow up. - ,, 7 / 3

development sheets were completed weekly by .
the Nurse Liaison/Social Worker per computer as
a corporate repont was not available to the public.

Division of Health Care Faciliies _ i
STATE FORM 669 . OHIO tf continuation sheet 9 of 10
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During an interview in the conference room on
6/18/13 at 4:25 PM, the Nurse Liaison/Social
Worker stated, “...Been here § days... was
instructed to complete this form weekly [census
development sheet]." The Nurse Liaison/social
worker confirmed the facility wait list had not been
used or updated since 7/12/41.

During an interview in the confererce room on
G/18/13 at 4:580 PM, the Administrator stated, "We
will transfer our referrals from our list to the wait
list back to the 10th... we will QtA [quality
assurance] this."
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