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N D00; {nifa! Comments N 000 |
1200-13-1-.08 (1){a,b,c.d,e.fg,h1) 1. On 10/31/2014, the facility
- o . i it li i fately amended
Each Long Torm Care Facility participating in the ;zail; t:;f:d::] lg%;%‘:;ﬂg ??:;rilreii
medical assistanca program must devalop and law for all appli ncludi
consistantly Implement poficies and procedures by law for all applicants, including
regarding its adrnissions, including the address of applicant, telephone
devalopment and maintenance of a single wall Jist numbers of applicant, date & time
of persons requesting admissfon to those of the request of admission, reason
facilitas. This fist must at a minimum «contain the for refusal/non-acceptance/other

following Information pertalning to each reqiest

for admission: (a) The name of the applicant, (b) action taken pertaining to the

The name of the contact psrson or designated request for admission and the name
rapresentative other !hanlihe applicant (if any). and title of the staff member taking
() The addrass of the applicant and the contact the application for admission. On
Pereon or designated representative {if any). (d) 10/31/2014, the Executive Director
The telephone number of the applicant and the verified that each applicant on the
contact person or designated reprasentalive (if facility wait list had been sent

any). (¢} The nams of the person or agency

A . a0 thei
referring the apglicant to the nursing facilty, 7 written confirmation regarding their

: The sex and race of the appiicant, (g) The date pos.it'}gn and their right to access the
and fime of tha request for admisslon, (h) wait list. ) .
Reason(s) for 2, All remderfts on the wait
refusalinon-acceptance/other-action-taken list have the potential to be al
partalning to the raquest for admisslon, {i) The affected, i's) 4

name and {fie of the Long Term Care Facility
Staft parson taking tha applieation for the
admission. (i) A notation stating whether the
applicant is anticipated to be Medicald aligible at
tUme of admission or within one ysar of
admigslon,

This Rule is not met as evidenced by;

Based on recond review and interview, R was
determined the facliity falled to ensure the walt list
contalned all componenta such as the address of
the applicant, telephone number of the applicant,
date and time of the request of admisslon, reason
for refusal/non-acceptancefother action tsken
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pertaining to the request for admission and the
name and title of the Long Term Care Faclllly staft
persan taking the application for admission,

The findings Included:

: Review of the facility's wait list in the Admission

Coordinator's offica on 10/0/14 at 8:00 AM
revealed a failure of the facllity to document the
address of current Applicant #2: a failurs to
document the telsphane number for current
Applicant #2; a failure to document the date and
time of request for admission for current
Applicants #1, 2, and 3; a fallure fo documant a
reason for rafusal for previoug Applicant #1 when
removed from the wait list: a failure to document
the namaé and Wife of the staff member taking the

Fequest for admission for cument Applicants #,2,
- and 3,

Buring an interview In the Admission
Coordinaiar's offica on 1019114 at 8:02 AM, the
Admissions Coordinator wags asked about the the
wait list, The Admissions coordinator slated, "t
Just kept using the sarme farm as the person
before ma, | tried to clean up all the pages,”
When atked if she had any training regarding the
Linton Law and the wait list, the Admissions
Coordinator stated, “No, | haven't® Whan the
Admisgions Caordinator was asked about tha
specific missing components on the walt list, the
Admisslons Coordinator stated, I didn't know.”
When asked if Applicant #2 ives in Dallas, Texas
would he/she have the same phone number as
the representative living In Memphls, Tennesese,
The Admissions Coordinator sialed, "No.” When
asked about the addresses belng the sama for
Applicant #3, the Admissions Coordinator slatad,
"No, they jApplicant#3 and the Representative

i for Applicant #3] do not live together.”

3 On 1073172014, Executive
Director/Dsignee audited the wait
list to ensure ai] required
Components were contained in the
wait list. Op 10/31/2014, Executive
DirectorMesignee in-serviced
Admissions staff regarding
requirement of wait ljst
components, including
documentation of date & time of
written confirmation being mailed.
4, Executive
Director/Designee to monitor wait
list weekly, ongoing, ta ensure
compliance, Any negative findings
will be corrected immediately and
all findings will be taken to Quality
Assurance committee monthly.
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1200~13~1-.03(3)

Each facility shalf send written confirmation that
anapplicant’s name has been enterad on the wait
list, thelr position an the walt list, and a
notification of thelr right of access to the walt Ist
as provided In paragraph (8) of these rules, This
confirination shall include at a minimurn the dala
and fima of entry on the wait list and shall ba
mailed by first class postage ta the applicant and
their dasignated reprasentative {If any} Kentifiad
pgrsuant b the requirements in paragraph (1)
ahove,

This Rule Is niot met as evidenced by:

Baged on record raview and interview, It was
delermined the faclily falled to maintain a walting
list thet documentsd written confirmation thatan
applicant's name entered on the walt list was
sent, their position on the wait list, and a
rotification of thelr right of access to the wait list
as provided In paragraph (8) of these rulas,

The findings included:

Reviow of the facllity's walt list in the Admission
Coordinator's office on 10/8/14 at 8:00 AM
revealed & failure of the facifily to document
nofification was mailed by first class poaiage to
Applicant #2 nollfying a mova up on tha list from
#3to#2,

During an interview In the Admission
Coordinator's office on 10/8/14 at 8:02 AM, the
Admissions Coordinator was asked i a
notification lefter was sent to Applicant 22, The
Admissions Coordinator stated, " called, they
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{6} Pharmaceutical Services,

{b) Pelsons or axtemnal medications shall not be
stored in the same compariment and shall be
labeled as such,

This Rule Is not met as avidencad by:
Typa C Pending Penally #7 '

Tennessee Code Annotated § 8B+11-804(c)7:

All Internal and axtemnet medications and
preparations Intended for human use shall be
stored separately. They shall ba propariy stored
in medicine compartments, including cabinete on
wheels, or drug rooms, The cabinets or drug .
rooms shail be kept seclirely locked when not In
use, and ihie key must be in the possession of the
supervising nurse or other authorized persons
then on duty. Poisans or external medications
shall not be stored In the same compartment and
shzll ba labslad as such,

Based on policy review, ohsarvallon and
interview, It was determined the facility failed to
ensure medications and chemicals were stored
separately fn 1 of 11 (Cantral back medieation
cart) medlication storage areas,
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tidn't give me an address. [ wrote up the letter
but didn't mall It, | talked to [Named
Representative of Applicant £2} and he wants to
remaln on the ljat. No, I didn't call him when he
moved ta the #2 spot."
N 728, 1200-8-6-.08(8)(b) Basic Servicas N729

1. On 10/8/2014, the
container of sani-cloth germicidal
disposable wipes was immediately
removed from the same
compartment with liquid
medications and stored in a separate
compartment.

2. All residents residing on
back Central Hall have the potential
to be affected.

1 On 10/31/2014, Director of
Nursing/designee will in-service
nurses regarding the proper storage
of medications, including the
contairers of sani-cloth germicidal
wipes, Medication cart drawer
dividers were ordered on
10/23/2014 and delivered &
instalted on 10/28/2014 by
Maintenance Director/Designee. :
Director of Nursing/Designee 5
audited all medication carts and

storage areas on 10/22/2014 to i

ensure compliance, i ]5114_
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documentad, ... Medications must ba kept
Separate from patentially harmful substances
{such as cleaning sofutions, poisons,
disinfectants...)...”

Observations at the central nurses’ desk on
10/8/14 at 3:62 PM, revealed a contalner of
sarn-cloth germicidal dispagable wipe stared in
the same campartenent 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 if the
sanitlzng wipes should be stored with figuld
medications, Nurse #2 stated, "N Ma'arg, It
shouldr't.” '

During an interview in the hallway autsids the
Administralor's office on 10/8/14 4:32 PM, the
Director of Nursing Services (DNS) was asked i
intemal medications and extemnal cleaning
product= should be stored in the same
compartment in the medication cart. The DNS
smted' “NOD"
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The findings ncluded:
Revlew of the faciity's medication storage policy 4. Director of

Nursing/Designee will audit
medication carts daily, ongoing to
ensure medications and chemicals
are stored properly. Any negative
findings will be corrected
immediately and a)j findings wil] be
taken to Quality Assurance
committee monthly,
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