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Upon the death of a resident with a personal fund
depositad with the facilly, the facllity must convay
within 30 days the resident's funds, and a final
accounting of thase funds, to the individual or
probate jurisdiction administering the resident's
estate,

This REQUIREMENT is not met as evidenced

hBYased on review of the facllity's "Payment
Reconcliiation Summary”®, review of checks,
medical record revlew and interview, it was
datermined ths facility falled to refund to the
deceased resident’s estata the balance of the
rasident's account within 30 days for 1 of 3
(Resident #206) sampled residents reviewed in
the stage 2 review,

The findings included:

Medicat record review for Resident #208
documented the resldent expired on 11/24/13.

Review of a check request datad 12/813

! documented, "...Date of Request12/6/13...
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o ) 1. On 7/23/2014, Resident
1%5"‘;2% ﬂlgmfic?aifgcaﬂﬂﬂ survey eomp:;zle[: ;?o 206's remaining funds from trust
9114 abbreviated surveys were conducted for account were refunded,
complalnts #TNDO033722, #TNODO32682 and R dents have the
#TN00034052. F50B D was clted in regard o ‘wm. | to be affected
complaint allegations for #TNOD034052 and the potential to be attected. .
re-cartification survey, There were no defickences 3. Onl0/29/2014, Executive
clted in regard to the allegations for complaints Director/designee to in-service
. #TN00033722 and #TNO0032663, . Business Office staff regarding
F 160 483,10(c)(8) CONVEYANCE OF PERSONAL F160| Federal regulation and requirements
§8=D{ FUNDS UPON DEATH

[ —

regarding Conveyance of Persapal
Funds upon Death. Executive
Director/designee to review all
Resident Trust accounts to identify
accounts needing a refund
processed. Business Office
Manager/Designee to request
refunds for all accounts identified
during audit. !
4. Executive i
Director/Designee to audit Resident '
Trust accounts weekly to ensure al}
accounts of discharged residents are
processed within 30 days of
discharge. Any negative findings .
will be addressed immediately and |
all findings will be taken to Quality
Assurance committee for review .
monthly. e

PRESENTATIVE'S SIGNATURE

ther or not a plan of comection Is provided, Eaor nursing homas, the atovs findings and plans of eoneciian are disclosghla 14
oy o e dnla of sunvey whe pl 1o the faclily. If deficienclos ara clied, an approvad Plan of corraction Is requisits to contingad

prograrn particigstion,
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Needed By Date: 12/26/13..." Raview of a i
“Payment Reconciliation Summary" dated
12/12/13 documented,” [Resident #206's name)..,
882.74 refund amt [amount].."

Revlew of 4 check dated 8/4/14 documented,
®..PAY TO THE ORDER OF,., [Nama of Resldent
#208's spouse) written acress the chack was
voi,.* -

Review of a check dated 7/23/114 documanted,
“...PAY TO THE ORDER OF...[Named Resident
#209's daughter)..." Resident #208's estate did
notreceive the account balance within 30 days as
required,

Duging an interview in the Assistant Businass
Manager's Office (ABOM) on 10/9/14 &t 7:55 AN,
the ABOM was asked abaut the dsfay in
refunding the funds to the rasidsnt's famtly. The

: ABOM stated, ...Can't answer that. We receivad
- the check on €/5/14 they come In on Thursday.

| By the time we got the check her [Reakient
#24?2‘5] husband had dizd. The check was cut on
gra114."

During a tefephone Interview in the Business
Office Manager's (BOM) on 10/8/14 at B;22 AM,
the Accounts Recetvable Faciilty Coordinator
(ARFC) was asked about the delay in refunding
Rasident #208's funds to her family, The ARFC

| steled, "Have no idea why it taok so long. Itwas

i booked in May, no hilling note. | didn't do this

- refund so ! can't answer.” .
F 241 - 483,15(a) DIGNITY AND RESPECT OF F 241
85=p | INDIVIDUALITY :

The facifty must promote care for resilentsina .
|
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mariner and in an environmant that matntains or ;39 On mggglm’ lr;:::f::’;
enhances sach resident's dignity and respect in 2% Was Immediately p h
full recognition of his or her individuality. :;f:g%:?a‘:glht:i‘;f:t%a:;i ceetheir
dignity.
This REQUIREMENT [s not met as evidenced 2. All residents have the
bayé d on observatl d Interview. it potential to be affected,
sec.on o on ang nterview, i was 3. On10/31/2014, staff will
g?:ﬁmt;%?d thssf::ﬂ:l%ﬂllidttg enzgmc;h& helght be in-serviced regarding Resident
& table wa ropriate o enhance ihe : .
dignlty of 1 of 28 (Resident #30) sampled . Dlgmty, speclﬁcglly whi_le dmu'l.gli
residents eating In the westwing dinlng reom. | Director of Nursing/Designee wi
' audit alt dining rooms and during
The findings included; ‘ all meals to ensure all residents are
Medical ' rd review fo Resid at #39 placed at a table that is the
o T t=] H H hrt nh
documented an admission data of 419711 with i ,‘;;;% o enance
diagnoses of Anomia, Hypartansion, Alizhelmer's D.g : £
Disease and Dementia. Review of the quarterty 4. Directorof .
Mirlmum Dats Set (MDS) dated 8/11/14 Nursing/Designee will make daily
doournented cognitive skills for dally decision ! rounds during meal times x5 days,
making were moderately impaired, ' ' then weekly ongoing. Any negative
Ob tton In th b wing dini findings will be addressed
servation In the west wing dining room on : immediately and all findings will be
100114 2 11:35 P, and on 10714 1S40 P, | ke to Quality Assurance ,
revealed Resident #30 seated in a wheelchair, . . '
The table top was at the seme level as Resident committee for review monthly. it{si4
#39's chin. Resident #39 was unable to see ftems
on the table,
During an Intervlew in the west wing dining room
10/8/14 at 11:20 AM, the Malntenance
Techinician was asked if the tables in dining room
wera adjustable, The Maintenahce Tachnician
stated, "No ma'am not these, they don't"
During an interview In the west wing dining room
on 10/8/2014 11:54 AM, the Director Nursing
Services confismed the helght of the table did not
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enhance Reaident #38's dignlty.
FF 372 483.25()(3) DISPOSE GARBAGE & REFUSE F372
§8+D| PROPERLY 1. On 10/6/2014, the area
Ul e
The faclity must dispose of garbage and refuse ¢ ialnfmegi’;t';;’ﬁm;’;ﬂ;t e
properly. boxes and debris were removed and
the doors of the dumpster were
; This REQUIREMENT I3 not met as avidencad closed by the Maintenance Director.
by: 2. All residents have the
Based on observation and interview, it was potential to be affected.
detarmined the f?cllltyvfiaJEad tode[:lsurebprapar g 3 On 10/31/20 14, Executive
garbege disposal as avidencad by gar age an : 3 T,
boxas on the ground around the outslde storage - - Eégfg’ﬁﬁgg"g; :3:: n‘" ;?mce
receptacie on 1 of 4 {10/8/14) days of the survey. Garbage & Refuse prop egr Iy and
, ‘The findings intluded: keeping the dumpster area clear of
: boxes, equipment, and debris.
Cbaervationz outskie the facllty on 10/6/14 at 4, Maintenance
9:40 AM, revealad two frash dumpsters, One " Director/Designee will audit the
dumpster was full, the tap Jid of the dumpster was : i dumpster area daily to ensure .
open and overflowing with boxes. The slde door - compliance. Any negative fin dings :
of the durnpster was open with trash visibls, | will be corrected immaediatoly an ;
Empty wet boxes were stacked and thrown ' I findi i1l be brourht ;
around the dumpster and behind it Ong large a’ tnaings will be brought to )
clear garbage bag with empty boxes and emply Quality Assurance meeting : /
agg cartons with a yeliaw liquid running on the monthly. shisliy
Inside of bag, was thrown an top of the emply :
boxes baslde the open overfiowing dumpster, ]
Additional lterns observed around the dumpster i
area Inside the fence were a chalr, two fira .
extingulzhers laying on tap of a stack of woodan
pallets, two potly ehalrs, a mattress, several large
plastic emply barrels, thres broken wheelchalrs,
five broken bedside tables, a pile of white metal
rusty light fixtures, three commeode tanks, a sink,
two red metal containers one was marked “dirty
finen” on the Iid, twe broken shower gumeys with
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F 372 | Continued From page 4 Farz
bliue padding, two rusted bed frames, an almost
full spray bottle of *Rinse and Shine* in a clear
plastic bag and a rusty air conditioning unit. There
were sight wheel casters laylng culside the
dumpster area in the grass beside the concrete.
During an interview In the dumpster area on
10/6/14 at 8:48 AM, the Dietary Manager (D)
was asked If the trash should be outside the
dumpster and the dumpster open and
overiflowing. The DM stated, "No, i [the )
trashjshouki not have been aver there.” :
F 4311 483.60(b}, (d), (¢) DRUG RECORDS, 1 Fa31
§8=D LABEUSTORE_ DRUGS & BIOLOGICALS 1 On 10/8/2014. the
The facility must employ or obtaln the services of container of sani-cloth germicidal
a llcensead pharmacist who estsblishes a system disposable wipes was immediately
of records of recelpt and disposition of aji removed from the same
contralled drugs in sufficient detail to enable an ! compartment with liquid
accurate reconclilation; and determinas that drug *  medications and stored in a separate
records are in order and that an aceount of all " compartment,
conlrolled drugs is maintained and periodically . L 9 All residents residing on
recanciled. : back Central Hall have the potential
Drugs and biologicals used In the facility must be | i tobeaffected. _
labeled in accordance with currently accepted ER On 10/31/2014, Director of
profesaional principles, and include the Nursing/designee will in-service
appropriats accessory and cautionary j nurses regarding the proper storage
Instructions, and the expiration date when of medications, including the
applicable. containers of sani-cloth germicidal
In accordance with Stata and Federal laws, the wipes. Medication cart drawer
facllity must store all drugs and blologlcals in dividers were ordered on
locked compartments under propar temperature 10/23/2014 and delivered &
contrals, and permit anly authorized personne! to instailed on 10/28/2014 by 1il 510
have access to the kays. . +
The facliity must provide sepaiataly locked, |
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F 431 Continued From page & . F431,
peimanently affixed compartments for storage of inte irect ipnee.
controllad drugs listed in Schedule (1 of the g?;r;mr;a;lgh?;i;gg?sriee
- Comprehansive Drug Abuse Prevention and dited all medicat] &n d
Control Act of 1878 and other drugs subject to audited all medication carts an
abuse, except when the facllly uses single unit | storage areas on 10/22/2014 to
package drug distribution systems jn which the ensure compliance. :
quantity stored Is minimal and a missing dose can | 4, Direcior of E
be readily detacted. Nursing/Designee will audit
medication carts daily, ongoing to
ensure medications and chemicals
This REQUIREMENT is not met as evidenced are stored properly. Any negative
by: , _ findings will be corrected
Based on policy review, observation and ' immediately and all findings will be
interview, it was determined the facillty falled to taken to Quality Assurance
ansura medications and chemicals were stored commitiee monthly:
separately in 1 of 11 (Central back madication
carl) madication storage areas.
The findings included;

Review of tha facllity's medieation storage policy !
documentad, “...Medications must be kept
separate from potentially hamful substances
{such as cleaning solutions, poisons,
disinfectants...)..."

Observations at the central nurses' desk on
10/8/14 at 3:52 PM, revealed a container of
sani-cloth germicidal disposable wipe stored in

1 the same compartmant with liquid medications in
the bottom drawer of the central back medication
cart

[ During an interview at the central nurses' desk on
: 10/8/14 3:55 PM, Nurse #2 was asked [f the .
sanitizing wipas should be stored with liquid
metications. Nurse #2 stated, "No Me'am, It

shouldn'" ; 5

i

FORM CM9-2567(02:99) Fravious Versions Obsclala Event ID:ETSZH Faclity 10: TN7840 If continustion shest Pags 8of ¢




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 102172014
‘ FORMAFPROVED
sﬁgrjss FOF:;E o DICAID SERVICES OMB NO. 0938.0391
OF DEFICIENG 1) PROVIDER/SUFFLIER/CL
AND PLAN OF CORRECTION ® IENTIFIGATION NUMRER, ﬁﬁﬁ:ﬁ GONSTRUCTION m’é‘é\ﬁggﬁ
445485 B. WaNG 10/09/2014
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE o
= 3033 ALLENBROCKE COVE
ALLENBROOKE NURSING AND REHAEIL]TATION CENTER MEMPHIS, TN 38418 |
SUMMARY STATEMENT OF DEFICIENCIES i
%‘e’p'& {EACH DEACHENCY MST BE PRECEDED BY FULL pulgm ! E:cag \ggER‘a meg&ﬂgﬁgﬂguas ! compLEnCN
TG REGULATORY OR LSC [DENTIFYING INFORMATION) TAB CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
F 431 Continued From page & F 431,
During an interview in the haliway outside the
Administrator's offica on 10/8/14 4:32 PM, the ‘
Director of Nursing Services (DNS) was asked if
Intemal medications and axternat cleaning
products should be stored in the same
compaitment in the medication cart. The DNS
statad. |IN0-II .
F 508 | 483.75(k){1) PROVIDE/OBTAIN F 508 :
58=D | RADIOLOGY/DIAGNGSTIC SVCS I On 6/4/2014, the x ray
c report for resident #79 wag
The facility must provids or obtain radiclogy and . . ;
other diagnostic services o meet the needs of its : :!Tmed‘amy obtained and read by
regidents.” Yhe facifity is responsible for the . the Nurse Practitioner,
quality and Umeliness of the sarvices. 2. _ Allresidents have the
potential to be affected,
' _ 3. On 11/5/2014, Director of
E}t':is REQUIREMENT Is not met s svidanced Nursing/Designee will audit alf
: . : ident x-
Based on medical record review and Interview, it L‘:’:e 1’:;; ::gdrip 035 0 ensure they
was determined the facility falled to snsure Physier Y the
radiology services were provided to meet the ystcmn!Nu_rse Practitioner, On
needs of residents [n a imely manner for 1 of 3 11/3/2014, Director of
{Resident #70) sampled residants of the 43 Nursing/Designee to in-service
residents included In the stage 2 review. Nurse Managers to review all x-ray
teports timely to ensure
The findings included; compliance. On 11/5/2014,
: Medical record review for Resldent #79 Director of Nursing/Designee {o in-
, documented and admission date of 3/30/08 with Sflmce Nurses regarding ensuring
! diagnoses of Anemia, Dementis, Hypartenson, | &% X-ray reports are received and to
: Urlnary Tract Infection, Alzheimer's Disaase, i notify Physician/Nurse Practitioner
Psychosis, Mood Disorder, Dementia wilh * ofresults, )54
Behaviors and Osteoporsis,
Review of the quarterly Minimum Data Set (MDS} - 5 '
dated 6/12/14 documented a Brief Interview for i
Mentz| Status (BIMS) of 2 which indicated severe
FORM CMS-25#7{02.99) Praviovs Varions Obaolate Event ID:ET5Z1 Faziity ID: ThTg4e I continuation sheet Pags 7 of 9
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: PM dacumented, "...N.Q. [New Order] Xeray L
. {Left] hip, L knee rit [ralated to] pain..."

Review of x-ray results dated 6/2/14 documanied,

"..EXAM: PELVIS, LT, flefi] HIP, LT KNEE;

REASON: PAIN... FINDINGS: Fracture distal left

femur Just abave the knee arthroplasty. Fracture

is fragmented and displaced. Ostecporosis is

noled. IMPRESSION: Regent fracture distal foft
femur..." .

Review of x-ray resuits dated 6/2/14 documentad
a fax time stamp that documented Jun 02 2044,
3.05PM..." A second fax ime stamp that
documented Jun 02 2014... 2150 pm [5:50 PM].."
Athird fax time stamp that documented Jun 03
2044...1:44 p fpm).. "

The facility was unable to provide documeantation
the Physician or the Nurse Practifioner (NP) ware .
called and notified of the femur fracture (
documented in the x-ray results on 6/2/14 and
£/3M14 until 8/4/14,

Reviaw of a nurses’ note dated 6/4/14 at 10:38
; AM documented, =...N, O. Send lo ER
[Emergency Roomj for avaluation Left femur !
fracture,..”

Review of the care plan dated 6/4/14
documented, "Resident has Immobillzer
secondary to fraciured left famur...”

Revlew of & typed statement documented.
“...Nurse stated restdent has swelling In L [ief)
hand and L leg and that resident appeared to |

i received timely and results

M
C RS FOR ARE & MEDICAID SERVICES . OMEOI\?O %';gg%gg?
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AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER: Ru;uuemsm FORSTRUCTION O P
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{24) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION
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F 508 | Continued From page 7 F 508
cognitive Impalrment,
Review of a nurses’ nole dated 6/2/14 at 12:42 4, Director of

Nursing/Designee to monitor daily
that all x-ray reports have been

communicated to Physician/Nurse
Practitioner. Any negative findings
will be corrected immediately and
all findings wili be taken to Quality
Assurance committee monthly.
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Continued From page 8
have somae discomfort, When asked, nurse
dented that resldent had any racent fall ar injury. |
asked if she thought resfdent might need Xray
and | heard her ask someone if they thaught
. resident needed an xray and they sald "no”. ! told
her to elevate hand, gave her an order for Tylenol
B850 mg [millgrams] ona {ab q favery] 6 hours prn
[as needed for] pain and that ] would sea her first
thing in am." This statement was signed and
dated by the NP as true and accurate on 1018114,

Buring an interview In the Assistant Director of |
Nursing Service's {ADNS) office on 10/8/14 3:21
PM, the ADNS was asked about Resident #79's
'ab results, The ADNS stated, "We ware very
upset by the tmeframe of the resulls [x-ray). We
; Inserviced all the nurses on the 24 hour fumn
around for labs and xrays.”

Buring an Interview In the Director of Nurse's
{DON) office on 10/5/14 5:09 AM, the DON wes
asked, when would you expect to get the results
of an xray when there is an abnormality? The
DON stated, "l would expect If It was today
[Thursday). [ would expact results today or
tomorrow. I i I3 on waskend the tampany we
use for xrays do corne here. No they do not need
to walt for a Radiologist to read it on Monday.”
The DON was asked if three days would be too
long to walt for results, the DON stated, "Oh,
yag."

508
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