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Transfers

{14)When the attending physician has ordered a
resident transferred or discharged, but the
resident or a representative of the resident
opposes the action, the nursing home shall

counsel with the resident, the next of kin, sponsor

and representative, if any, in an attempt to
resolve the dispute and shall not transfer the
resident until such counseling has been provided.
No involuntary transfer or discharge shall be
made until the nursing home has first informed
the department and the area long-term care
ombudsman. Unless a disaster occurs on the
premises or the aitending physician orders the
transfer as a medical emergency (due to the

resident ' s immediate need for a higher.level.of ..

care) no involuntary transfer or discharge shall be
made until five {5} business days after these
agencies have been notified, unless they each
earler declare that they have no intention of
intervening.

This Rule is not met as evidenced by:
Type B1 Penalty #4

Tennessee Code Annotated 68-11-803(b)4:
No involuntary {ransfer or discharge shall be
made until the nursing home has first informed

the department and the area long-term care
ombudsman,

This Ruie is not met as evidenced by:

Based on closed medical record review and
interview, it was determined the facility failed to
provide in writing the reason for discharge, the
right of appeal, and how fo contact the
ombudsman for 1 of 6 (Resident #19) closed

“This Plan of Correction is prepared
and submitted as required by law. By
submitting this Plan of Correction,
Ardmore on Main Care &
Rehabilitation Center does not admit
that the deficiency listed on this form
exists, nor does the Center admit to
any statements, findings, facts, or
conclusions that form the basis for the
alleged deficiency. The Center
reserves the right to challenge in legal
and/or regulatory or administrative
proceedings the deficiency, statements,
facts, and conclusions that form the
basis for the deficiency.”

1. Resident Identifier #19 discharged
home on May 16, 2010. '

RR #4 cell phone was refumed to the
resident on May 16, 2010,

2. The Social Services Director
conducted audits on May 26-June 3,
2010 of the last 5 residents discharged
from the center.

3. On May 26, 2010, the
Administrator re~-educated the Social
Services Director on notice
requirements before and after
discharge and on notifying the
Ombudsman as warranted.
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N'5311 Continued From page 1 N 531 On May 27, 2010, the Social Services

records reviewed. Director and Director of Nursing re-
o educated the licensed nursing staff on
The findings included: documentation guidelines for
Medical record review for Resident #19 discharging residents home.
documented an admission date of 4/13/10 with 4. The Social . .
diagnoses of Muscle Weakness, Pressure Ulcer - 1016 soct Sclamce's Dlrectqr and .
| Buttocks Stage Four, Thrombocythemia, Anemia, H_eahh Infom}atmn Director will audit
Pyelonephritis, Colostomy and Lower Limb discharge resident’s medical records
Amputation. Review of Resident #19's weekly x 4 weeks for agency referrals,
“Interdisciplinary Progress Note" for nursing discharge planning documentation and -
documented the following: then monthly for the next two months.
' The findings will be taken to

a. 51510 documented, ™12 nocn - Pt [patient :
#19] outside on front parch of facility listening to Performance Improvement Committee.
his CD {Compact Disc] player rap music. [Named :
Resident #21] was also outside. [Named™ The Pe_rformancc? I.}nprovement. Y
Resident #19] had music playing and was going Committee consisting of the Medical
to go back into facility and he [Resident #21] Director, Administrator, Director of
asked [Named Resident #19] to turn music off if Nursing, Staff Development
he was going in. He [Resident #21] said [Named Coordinator, Activities Dizrector,
Resident #18} became very upset stating he Social Services Director, Maintenance
would do whatever the hell he wanted to do and Director, and Nutritional Services
Resident #21] ant coninied 1 oses Him 80 Director will monitor the results of the
[Named Resident #21} became mad and took his dlsch]s:lrge reri}dent s audits in the
ankle weight off his chair and threw it back at monthly Performance Improvement
{Named Resident #19] hitting him [Resident #19) Commltte_e mee:tmg; :subsequent plans
in the chest. [Named Resident #19] became very of correction will be implemented as
upset and came into building cussing at staff. He necessary. 6/14/2010

{Resident #19] was instructed to please be quiet
and quif cussing so loud in front of family
members and other residents. Resident [#19] did
nof care but did leave continuing to curse staff..
He [Resident #198] came back to nursing station
and called 911 and reported an assault against
him. [Named police department] did come to
facility and spoke c¢ jwith} both residents.
Residents chose not to press charges against
one another. [Named Administrator} notified of
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N 531| Continued From page 2 N 531

above. [Named Social Services Director] notified
of above. Will continue to monitor... 5/15/10-930p
...A few verbal outburst early evening, quieter by
10p."

b. "5/16/10-6a Argument continues ¢ [with]
resident in {gave room number of Resident #21].
Each accusing the other of assault. Suggested by
charge nurse that both stay away from each
other... 5/16/10-730am-Resident in shower ¢
CNA [Ceriified Nursing Assistant] [named CNA
#5]. While in shower room she [CNA #5]
transferred some of his clothes and while doing
so a cell phone dropped onto floor. [Resident
#19] did not notice it [cell phone] and [Named

brought phoneto nursing station and they
discovered phone to be [Named Random
Resident (RR) #4] [Named Resident #19's]
previous roommate... 5/16/10-2p"-Pt [Resident
#19] discharged home with mother. 0 [No] ¢fo
[complaint of] pain."

Review of the Social Services Director's {SSD)
"Interdisciplinary Progress Notes" for Resident
#19 documented the following:

a. 5/7/10"...No mood indicators noted during this
review. Writer is assisting resident with
application for public housing. Resident is short
term placement. Resident has had some issues
follewing policies & [and] rules of facility. 1:1 [one
on one] provided as needed.”

b. 5/14/10 documented, "Note: Explained to
resident that we would be allowing others to
borrow cigarettes during smoke breaks anymore
because it's causing a financial hardship on those
giving cigarettes to others.."

¢. "8M17/10-5;30p ...Resident d/c [discharged]
home on 5/16/10 with mother. Resident was
apparently threatening other residents and taking

CNA #b] was able fo get phone. [Named CNA #5]
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N 531| Continued From page 3 N 531

items, snacks, etc. {etcetera] from other resident
rooms..."

Review of the "24 Hour Report of Resident
Change In Condition Book" dated 5/16/10
documented, "...[Named Resident#19] [Named
Assistant Director of Nursing (ADON)] called
mother to come pick him [Resident #19] up dft
[due toj continuous inappropriate behaviors..." .

During an interview in Room 44 an 5/19/10 at '
2:55 PM, the ADON stated, "lssues with him '
[referring to Resident #19] had caught him
outside smoking, confiscated his lighter and
cigarettes. Had talked with [RR #4] about his
| missing cell phone. [Named Resident #19] had
been seen using the resident's [RR #4's] phone.
He [Resident #19] saw us talking fo the resident
IRR #4] and left the phone on the table. He
[Resident #18] pulied the fire alarm on Saturday,
" | made comment he had stolen so many things on

Saturday night didn't know what all he had
taken..”

Buring an interview in Room 44 on 5/19/10
beginning at 2:55 PM, when asked if Resident
#19 had been discharged because he wanted to
go home or if it was the facility's decision to
discharge him. The ADON stated, "We
discharged him. it was either send him home with
his mother or send him to a homeless shelter.
We dc'd [discharged] him to his mother when he
kept getting worse. We couldn't handle him so0 we
asked his mother to take him home, that was the
best option. Chemical restraints were suggested
but we weren't comfortable with that, so the best
thing was to get him out of here {the facllity}."

Puring a telephone interview with the
Ombudsman on 5/20/10 at 11:00 AM, the
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N531| Continued From page 4 N 831
Ombudsman confirmed that she was not
confacted by the facility about the discharge of
Resident #19 prior to his discharge from the
facility.
There was no documentation in Resident #19's
medical record that the facility had notified the
| resident’s responsible party in writing of the
reasan for the discharge, how to appeal the
discharge, and how to contact the ombudsman.
_N 645) 1200-8-6-.06(3)(k) Basic Services N 645

(3) Infection Control.

{k} .Space and facilities for housekeeping. . .

equipment and supply storage shall be provided

in each service area. Storage for bulk supplies
and equipment shall be located away from patient
care areas. The building shall be kept in good
repair, clean, sanitary and safe at all times.

This Rule is not met as evidenced by:
Type C Pending Penalty #19

Tennessee Code Annotated 88-11-804{c)19:

The nursing home shall be clean, sanitary and in
good repair at all times.

This Rule is not met as evidenced by:

Based on observations, it was determined the
facility failed to ensure the environment was
clean, sanitary and free of strong ammoniacal
(urine) odors in 2 of 6 (Front lobby and North hall)
common areas and free of flies in 1 of 3 (North
Hally halls, 1 of 38 resident rooms (room 30B} the

No45

1. The front lobby area and North Hall
- -were cleaned-on May-19, 2010 -

via the Housekeeping Supervisor.

Eradication of the flies was completed

by May 27-June 4, 2010 by the
Housekeeping and Maintenance
Departments.

2. An audit was conducted by the
Adminjstrator and Housekeeping
Supervisor on May 27, 2010 to
identify sources of odors.

Nursing Management to include the

. Director of Nursing Services, Staff

Development Coordinator, Unit
Managers, and Administrator
completed a walk through audit on
May 27, 2010 to identify source of
odors.
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N 645| Continued From page 5 N 645 Maintenance Director contacted Pest
_— ey ' Control Provider regarding increased
dining room, the nurses station and the laundry. .. e Tegarding .
servicing for flies. Provider provided
The findings included:

1. Observations in the front lobby on 5/17/10 at
11:30 AM, revealed strong uring odors.

Observations in the front lobby on 5/18/10 at 7:30
AM, revealed strong urine odors.

Observations in the front lobby on 5/18/1 0at7:45
AM, revealed strong urine odors.

2. Observations on the North hall on 5/17/10 at
12:30 PM, revealed strong urine odors.

| Obsérvations on the North halion 5/418/10at 7:.45
AM, reveated strong urine odors.

Observations on the North hali on 5/19/10, at
7:45 AM, revealed strong urine odors.

Observations on the North hall on 5/19/10, at
1:15 PM, revealed strong urine odors.

3. Observations in the dining room on 5/17/10 at”
12:30 PM, revealed fiies, flying around the tables,

Observations in the dining room on 5/18/10 at
11:00 AM, revealed flies, flying around the tables.

4. Observations on the North hall on 5/17/10 at
1:30 PM, revealed flies.

Observations on the North hall on 5/19/10 at 1:15
PM, revealed the presence of flies.

5. Observations in the nurses station on 5/17/10
at 4:50 PM, revealed flies.

‘first treatment May 28, 2010.

" Development Coordinator onMay 27+ -

Administrator submitted a purchase
order on May 25, 2010 for three air
curtains to be installed on the front
entrance, back entrance, and kitchen
entrance upon delivery.

Treatment of flies was completed on
May 28, 2010 by the Pest Control
Provider.

3. Staffwas re-educated by the Staff

June 2, 2010 regarding identification
and resolution of odors.

Staff was re-educated by the Staff’
Development Coordinator and
Maintenance Department on May 27,
2019, regarding pest control.

4. Nursing Management to include the
Director of Nursing Services, Staff
Development Coordinator, Unit
Managers, and Administrator will
complete a walk through audit of
cemter 3 x weekly x 4 weeks, 2 x
weekly x 4 weeks, and 1 x weekly x 4
weeks to identify/resolve source of
odors.

The Performance Improvement
Comruittee consisting of the Medical

Division of Health Care Facilities
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. Director, Administrator, Director of
Nursing, Staff Development
Coordinator, Activities Director,
Social Seivices Director, Maintenance
Director, and Nutritional Services
Director will monitor the results of the
Environmental Walk Rounds for three
months; subsequent plans of correction
will be implemented as necessary
based on the audit results.

The Administrator, Director of
Nursing, Staff Development
Coordinator, Activities Director,

Social Services Director, Maintenance
Director, and Nutritional Services

_ Director, Health Information =
Coordinator, Payroll Coordinator, Unit
Supervisor, and A/R Specialist will
monitor for fly activity in residents
rooms, laundry, and common areas 3
times weekly x 4 weeks and 1 x
weekly x 2 months.

The Performance Improvement
Committee consisting of the Medical
Director, Administrator, Director of
Nursing, Staff Development
Coordinator, Activities Director,
Social Services Director, Maintenance
Director, and Nutritional Seyvices
Director will monitor the results of the
Customer First Rounds for three
months; subsequent plans of correction
will be implemented as necessary
based on the audit results.

64
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Continued From page 6

Observations in the nurses station on 5/8/10 at
12:10 PM, revezled the presence-of flies.

Observations in the nurses station on /1910 at
8:10 AM, revealed the presence of flies.

Observations in the ﬁurses station on 5/19/10 at
12:00 PM, rev!aaled the presence of flies,

6. Observations in resident room 30B on 5/18/10
at 7:55 AM, revealed a fly crawling on Resident
#9's breakfast tray.

7. Observations in the faundry room on 5/48/10
at 10:00 AM, revealed the presence of fiies in
both the soiled and clean linen areas.

1200-8-6-.06(4)(c)4. Basic Services
(4) Nursing Services.

{c) The Director of Nursing shall have the
following responsibilities:

4. Notify the resident ' s physician when
medically indicated.

This Rule is not met as evidenced by;
Type C Pending Penaity #4

Tennessee Code Annctated 68-11-804{c)4.
Nursing homes shall notify the patient's physician

of the condition of a patient, when it is medically
indicated.

This Rule is not met as evidenced by:

N 645

N 669

Tess than 60 and there were no new

N669

1. RI#1 was reassessed for pain by
the Licensed Nurse on May 26, 2010.
MD was notified on May 26, 2010.

RI#21 was reassessed by the Licensed
Nurse on May 26, 2010. MD was
notified of Blood Glucose parameters

orders.

Attending physicians were called by
the licensed nurses on 5/19/2010 to
discuss the sliding scales with the
physicians. No changes were made to
sliding scales.
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N 669| Continued From page 7 . N 669 2. A Pain Assessment Audit was [
Based on policy review, medical record review conducted May 26-June2, 2010 by the ;
and inferviews, it was determined the facility - Assistant Director of Nursing and unit
tailed to ensure staff notified the atiending Managers for residents receiving :
physician of head injuries/swollen and painful scheduled pain medication regimes =~
kgee_, dand iiw bloggfugars (|B§) for d2 otfsza and prn pain medication regimens and
(Resi ents 1an ) sampled residents. it was documented.
The findings included: An MD Notification audit was
1. Review of the facility's "Falls Management” conducted by the Director or Nursing, -
policy documented, "When a Resident Fails Assistant Director, and Unit Manager
Notify the licensed nurse who will: ...5. Notify the on May 26-June 3, 2010 of residents
physician and the resident's responsible party.” with events over the past 30 days and
Medical record review for Resident #1 the physician was notified as needed.
documented an admission date of 10/6/08 with An audit of blood
diagnoses of Depressive Disorder, Démentia with - AT AUdLL 01 BL00C SUZAIS was -
Behaviors, Anxiety State, Alzheimer's Dementia, conducted by the Licensed Nurses on
Chronic Obstructive Pulmonary Disease, May 19, 2010 of residents receiving
Congestive Heart Faiure, Atrial Fibrillation, sliding scale insulin.
Peripheral Vascular Disease and history of

. | Carotid Artery Occlusion with infarct. Review of 3. On May 27, 2010, licensed staff
/| Resident #1's nurses' notes dated 10/12/08 "7A

7P" documented, "CNA [Certified Nursing
Assistant #6] Reported a bruise to Residents
[#1's} * [upper] hairline. Appears Resident hit her
head on the Siderail. Siderails were padded p
{after] the fact fo prevent future incidents. Also
noticed (L) [leff] knee was swolien. Resident
appear to be in some pain when it [left knee] is
touched. Will monitor if worsen will notify MD
{Medical Doctor]. There was no further

documentation regarding the injury until 10/13/08
at 1:05 PM.

During an interview in the Director of Nursing's
(DONj} office on 5/18/10 at 9:30 AM, the DON
stated, "The physician should have been notified
on 10/12/09."

were re-educated by the Director of
Nursing on timely MD notification -
with event reporting and blood sugars
that are <60.

4., The Director of Nursing and
Assistant Director of Nursing will
conduct audits of blood sugars and
event reporting to ensure MD
notification. These audits will be
conducted 3x weekly % 4 weeks; then

weekly x 1 month for a period of three .

months.

The Performance Improvement
Committee consisting of the Medical
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N 669

N 728

Continued From page 8

2. Medical record review for Resident #21
documented an admission date of 7/30/08 with
diagnoses of Diabetes Mellitus, Congestive Heart
Failure, Morbid Obesity and Hypertension,
Review of a physician's order dated 1/4/10 and -
updated 4/29/10 documented, "...Accucheck
before meals and at bedtime... Bload sugar [BS]
parameters BS > [greater than] or equal to 350
call M.D. {Medical Doctor] & [and] foliow orders.
BS < [less than] or equal to 60 tx [treat] w [with)/
10 - [to]} 15 grams of fast acting carbs
[carbohydrates] (4o0z. [ounces] OJ forange
juice]/2 sugar pkts [packets)individual jeliyfor 1
mg [milligram] glucagon sub-q [subcutaneous} or
im [intramuscular], call M.D...." '

Review of Resident #21's "Blood Glucosé
Tracking Form” documented the foliowing BS
results:

a. January 26, 2010 at 6:00 AM, BS was (=) 55.
b. March 28, 2010 at 4:3C PM, BS=56,

c. April 10, 2010 at 11:00 AM, BS =59.

There was no documentation in Resident #21's
medical record the physician was notified of
these BS's that were iess than 60.

During an inferview in Room44 ¢on 5/19/10 at
6:00 PM, the DON stated, "It {referring to
physician notification] should be on the sheet
[referring to Blood Glucose Tracking Form] or in
the nurse's notes. If it's not there, then the dector
wasn't notified."

1200-8-6-.06(8)(b) Basic Services
(8) Pharmaceutical Services.

(b) Such cabinets or drug rooms shall be kept
securely locked when nof in use, and the key

N 669

N 728

Director, Administrator, Director of
Nursing Services, Staff Development
Coordinator, Activities Director,
Social Services Direcior, Mainténance
Director, and Nutritional Services
Director will monitor the results of the
MD notification audits monthly for
three months; subsequent plans of
correction will be implemented as
necessary based on the audit results.

N728

6/14/2010
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DEFICIENGY)
N 728 Continued From page 9 N728 1. Licensed Nurse #1 immediately
must be in the possession of the supervising recqove? the Milk of Magnesia from
nurse or other authorized persons. resident’s room o May 17, 2010.
Resident in room 27B was reassessed
, on May 19, 2010 with no abnormal
This Rule is not met as evidenced by: findings. -
Type C Pending Penalty #7
Tennessee Code Annotate 68-11-804(c)7: z'f L1c.:§n3(;d purses mﬁgle;d 318 f (1)1 d;;
They shall be properly stored in medicine of resident’s room on May 2, ’
compartments, including cabinets on wheels, or check for unsecured medications.
drug rooms. '
A letter was mailed by the
This Rule is not met as evidenced by: Administrator to residents and families
ot ‘ on June 2, 2010, regarding security of
| Based on observation and interview, it was medications and proper storage of
determined the facility failed to securé ' medicatioris .
medications in 1 of 3 {East hall) halls. .
The findings included: - 3. Licensed Nurses were re-eflucated
) on May 24-27, 2010 by the Director of
Observations in Room 278, located on the East Nursing Services regarding proper
hall, on 5/17/10 at 11:45 AM, revealed a bottle of security of medications.
Phillips Milk of Magnesia {MOM) was sitting on
the over bed table for B bed in room 27. 4. The Performance Improverment
. . o Committee consisting of the Medical
During an m’_cemew in Roqm 278 on 511710 at Director, Administrator, Director of
N St e
that's praobably w]r-:::en he o]t i? [[\KS?VI?E' ayen Coordinator, Activities Director,
g ; Social Services Director, Maintenance
. . . Director, and Nutritional Services
N 7§7 1200-8-6-.06(9)(i) Basic Services N 767 Director will rhonitor Tesident’s 100 -
9) Fodd and Dietetic Services. 3x weekly X 3 month;. "The results of
©) etetic Services the audits will be reviewed by the
(i) Food shall be protected from dust, flies, Performance Improvement Commiitee
rodents, unnecessary handling, droplet infection, and subsequent plans of correction wil
overhead leakage and other sources of be implemented as necessary based on
contamination whether in storage or while being the andit results.
prepared and served andfor transported through 6/14/2010
Division of Health Care Faciltties
STATE FORM e29e SFOCH If continuation sh¢et 10 of 13
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Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA TX2) MULTIPLE CONSTRUCTION {m}ggﬂ%ﬁg&\nﬁx
4ND PLAN OF CORRECTION IDENTIFICATION NUMBER;
A. BUILBING
B, WING
TN2801 056/19/201(

NAME OF PROVIDER OR SUPPLIER

ARDMORE ON MAIN CARE AND REHABILITA1

STREET ADDRESS, GITY, STATE, 2P CODE

25385 MAIN STREET
ARDMORE; TN 3844¢

SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORRECTION

%4) 1D op)
I£RE’FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMALETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE !
) DEFICIENCY}
N 767 | Continued From page 10 N 767 N767 :
. i
hallways. 1. Fradication of the flies was

N1216

This Rule is not met as evidenced by:
Type C Pending Penally #22

Tennessee code Annotated TCA 68-11-804(c)22
Food shall be protected from dust, flies, rodents, -
unnecessary handling, droplet infection, overhead
leakage and other sources of contamination
whether in storage or while being prepared and
served and/or transported through hallways.

|| This Rule is not met as evidenced by:

Based on cbservations, it was determined the
facility failed to ensure food was protected from
sources of contamination such as the presence
of flies in the dining room and in 1 of 38 resident
rooms (room 30B).

The findings included:

1. Observations during the lunch meal, in the
dining room on 5M17/10 at 12:30 PM, revealed
flies, lying around the tables,

Observations during the lunch meal, in the dining
room oh 58/10 at 11:00 AM, reveaied flies,
flying.around the tables. )

2. Observations during the breakfast meal, in
resident room 30B on 5/18/10 at 7.55 AM,

revealed a fiy crawling on Resident #9's breakfast
tray.

1200-8-6-.12(1)(p) Resident Rights

completed by May 27-Tune 4, 2010 by
the Housekeeping and Maintenance
Departments.

2. Maintenance Director contacted
Pest Control Provider regarding
increased servicing for flies. Provider
provided first treatment May 28, 2010.°

Administrator submitted a purchase

order on May 25, 2010 for three air

curtains to be installed on the front

entrance, back entrance, and kltchen
" entrance upon delivery.’

Treatment of flies was completed on
May 28, 2010 by the Pest Control
Provider.

3. Staff was re-educated by the Staff
Developroent Coordinator and
Maintenance Department on May 27,
2010, regarding pest control.

4. The Administrator, Director of
Nursing, Staff Development
Coordinator, Activities Director,
Social Services Pirector, Maintenance
Director, and Nutritional Services

N1216

Division of Health Care Facllities
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Director, Health Information
Coordinator, Payroll Coordinator, Unit
Supervisor, and A/R Spegialist will
monitor for fly activity in residents
rooms, laundry, and common areas 3
times weekly x 4 weeks and 1 x
weekly x 2 months.

The Performance Iraprovement
Commmittee consisting of the Medical
Director, Administrator, Director of
Nursing, Staff Development
" Coordinator, Activities Director,
~ Sacial Services Director, Maintenance
Director, and Nutritional Services
Director will monitor the results of the
Customer First Rounds for three
months; subsequent plans of correction
will be implemented as necessary
based on the audit results

6/]
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Division of Health Care Facilities
ITATEMENT OF DEFICIENCIES 1K1} PROVIDERISUPPLIERICLIA - (X2y MULTIPLE CONSTRUCTION (X3) Séﬂifé’{‘g‘{f"
WD PLAN OF GORRECTION IDENTIFICATION NUMBER:
A. BUILDING
B. WING
TN2801 05/19/2010
YAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE

ARDMORE ON MAIN CARE AND REHABILITAT ARDMOR

25385 MAIN STREET

E, TN 38249

D PROVIDER'S PLAN OF CORRECTION e

{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES e
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE covr{eTe
TAG REGULATORY OR LSC IDENT!FYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
N1216 | Continued From page 11 N1216

{1) The nursing home shall estabiish and
implement writtens policies and procedures setting.
forth the rights of residents for the protection and
preservation of dignity, individuality and, to the
extent medically feasible, independence.
Residents and their families or other
representatives shall be fully informed and
documentation shall be maintained in the resident
' s file of the following rights:

(p) To have their recards kept confidential and
private. Written consent by the resident must be
obtained prior to release of information except to
persons authorized by law. If the resident facks
capacity, written consent is required from the
resident' s health care decision maker. The
nursing Kome miist have policies {0 govern
access and duplication of the resident' s record;

This Rule is not met as evidenced by:
Type C Pending Penalty #5

Tennessee Code Annotated 68-11-804 (c)5:

Each patient has a right {o have the patient's
perscnal records kept confidential and private.

This Rule is not met as evidenced by:

Based on observations, it was determined the
facility failed to provide privacy of medical records
on 2 of 3 halls (East hail and Nerth hall} on 2
days (5/18/10 and 5/19/10) of the survey.

The findings included:

1. Observations on the East hall on 5/18/10 at

N1216

. A review of Medication .
Administration Records on the East
and North Hall was conducted on May
19, 2010 by the Director of Nursing
and was in Compliance.

2. Areview of the Medication
Administration Records and areas of
the facility containing protected health -
information was conducted on May

19, 2010 by the Director of Nursing
and Assistant Director of Nursing to
ensure the privacy of the medical
 record.

3. Re-education was provided by the
Staff Development Coordinator on
May 26-27, 2010 on. privacy of
medical records.

4, The Director of Nursing, Assistant
Director of Nursing, and Unit Manager
will check the Medication
Administration Records 3x weekly x 1
month, then 2x weelkly for 2 months.
Audit results will be documented and

Division of Health Care Faciliies
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. FORM APPRQVEL
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES—— SOVIDERTSURS R m——T T3 T RUCT? (X3).DATE SURVI
e LCIENC TV PR lns?q‘{'l‘?.%f?%i?ﬁ‘ﬁi%%’h i ~ | X2y MULTIPCE CONSTRUCTION PLETED
A BUILDING
B. WING ,
TN281 05/19/201{
VAME OF PROVIDER OR SUPPUER STREET ADDRESS; GITY, STATE, ZIP CODE'
. . EET
ARDMORE ON MAIN CARE AND REHABILITAT | 2o o e
D4y D SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORREGTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMALETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TQ THE APPROFRIATE DATE
DEFICIENCY)
i 12186
Ni216 Continued From page 12 . _N 1 taken to the Performance Improvement
7:55 AM, revealed a Medication Administration Committee Meeting. '
Record {(MAR) was lying open on the medication L . .
cart with resident information in public view to The Performance Improvement :
ang‘(-or!ﬁ wtrgo Eassed by. No nussing personnel Committee consisting of the Medical
- WEre In aiendance. Director, Administrator, Director of
2. Observations on the North hall on 5/19/10 at IéIursm.g Servxcesf Staff D_ev elopment
3:30 PM, revealed a MAR was partially open on oordinator, Activities Director,
the medication cart with resident information in Social Services Director, Maintenance
public view to anyone who passed by. No nursing Director, and Nutritional Services
personnel were in attendance. Director will monitor the results of the -
privacy audits monthly for three
months; subsequent plans of correction
. will be implemented as necessary
based on the audit resuits.
~6/14/2010 }
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