BEFORE THE TENNESSEE BOARD
FOR LICENSING HEALTH CARFE FACILITIES

IN THF. MATTER OF: )

)
Legacy Agsisted Living and Memory Cave )
6551 Knight Arnold Road ) Case Number 2017061531
Mecmphis, TN 38115 )

)
License No. ACLE  (HIN0G279 )

CONSENT ORDER

This matter came to be heard before the Tennessee Board for Licensing Health Care
Facilities (hereinafter “the Board™) on the 3rd day ol April, 2018, pursuant to the request of the
Tennessee Depurlment ol Health, by and through the Office of General Counsel, and Legacy
Assisted Living & Memory Care at Lenox Pavlk (hereinalter “Respondent™) that the Board adopt
this Consent Order, the terms of which have been agreed upon by the parties, as signified by their
signaturcs below,

Respondent, by signature (o this Consent Order, waives the right (o a contesled case hearing
reparding this matter and any and all rights to judicial review of this matter, This matter is limited
to the facts and discipline deseribed in this Consent Order.

Respondent agrees thal presentation to and consideration of this Consent Order by the
Board for ratification and all matters divulged during that process shall not conslitule unfair
disclosure such that the Board or any of'its members shall be prejudiced to the extent that requires
their disqualification from hearing this mauer should the Consent Order not be ratified. Likewise.
all matters. admissions. and statements discloscd or exchanged during the attempted ratification

process shalf not be used against Respondent in any subsequent proceeding unless independently



entered into evidenee or introduced as admissions.

JURISDICTION

The Board has the power to license and regulale hospitals, recuperation cenlers, nursing
homes, homes Jor the aged. residential HIV supportive living facilities, assisted-cure living
facilitics, home care organizations, residential hospices, birthing centers, prescribed child care
centers, renal dialysis clinics, ambulatory surgical treatment centers, outpatient diagnostic centers,
adult care homes, and traumatic brain injury residential homes. Temn. Code Ann. § 68-11-202,
Further, TENN. CODE ANN. § 68-11-202(b)(1)XA) gives the Department the authorily o conducl
reviews of assisted-care living facilities to determine compliance with fire and life safety code
regulations promulgated by the Board,

Temn, Code Ann. § 68-11-210 provides that the Department shall conduct on-site inspections
and investizations as may be necessary 1o safeguard and ensure at all times, the public's health,
safety, and welfarc. The Board has the authority to suspend or revoke the license of any facility
licensed under Tenn, Code Ann. § 68-11-201 et. seq. The Board may also place a facility on
prabation. Tenn, Code Ann. § 68-11-207(£)(2). If the Board determines during or at the end of the
probation that the facility is not taking steps to correct non-compliance or otherwise not responding
in good laith pursuant to the plan of correction, the board may take any additional action as
authorized by law, Tenn. Code Ann. 68-11-207()(8).

The Board is also authorized to cstablish a system [or assessing civil monetary penaltics for
assisted-care living acilities. adull care homes and traumalic brain injury residential homes that

are in serious violalion of state laws and regulations, resulting in endangerment to the health. safety



and wellace of residents, Tenn. Code Ann. § 68-11-213(1)(2) and Teon. Comp. R. & Reg. 1200-
08-25-.05(4),(5).

Upon a finding by the Board that an assisted-caie Living facility has violated any provision ol
the Heallh Facilitics and Resources Act, Part 2 — Regulation of Health and Related Facilitics or
the rules promulgated pursuant thercto, action may be taken. upon proper nolice to the licensee. lo
impose u civil penally, deny, suspend, or revoke its leense. Tean, Comp, R, & Reg. 1200-08-25-
05(4). The Board has established by rule a schedule designating the minimum and maximum civil
penalties which may be assessed. Tenn. Code Ann. § 68-11-213(i)(2) and Tenn. Camp. R. & Reg.
1200-08-23-.05(4),(5)

Proceedings for disciplinary action against a facility are conducted in accordance with the
Tennessee Administrative Procedures Act, Title 4, Chapter 5, of Tenn. Code Ann. Tenn, Comp.
R. & Regs. 1200-08-25-.05(7). A Respondent in a disciplinary action is entitled to be represented
by legal counsel, to personally appear before the Board, to present wilnesses, Lo have subpoenas
issucd and to receive thirty (30) days” notice ol the charges before being requived to appear for a
hearing. A Respondent who cannot afford legal counsel may be eligible for free or low-cost

counscl. Temn. Code Ann. § 4-5-101, ef seq.

STIPULATIONS OF FACT

l. At all times pertinent hereto, Legacy Assisted Living & Memory Care at Lenox Park,
located at 6551 Knight Arnold Road. Memphis. TN 38115 has been licensed as an
Assisted-Care Living Facility by the Board. having been issued license number 00000279
on June 13.2006. Respondent has an active license with an expiration date of May 29, 2018.

2. On or about November 1. 2017 through December 4. 2017, surveyors conducted a
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complaint survey at Respondent lacility.

Ressiclent #1 was o sinty-theee (03) year old female admitied (o the Memory Care Linil in
August 2017 with diagnoses of Alzhcimer’s discase and depression. Upon her arvival wl
the facility. it wag noted that the vesident appeared to be unresponsive. Fawever, there
was no continuing documentation that the facility nionitored the resident’s unresponsive
condition.

From Augusl 19-31, 2017, there was nol adequate documentalion on Resident #1°s
medication administration sheet (*MAR™) to indicate thal Resident #1 had received her
preseribed medications.

In Qclober 2017, nursing notes revealed that the Resident #1 was not eating and had
difficulty walking, There was no additional adequate documentation that the facility
assessed and monitored this change in condition.

On or about October 11, 2017, a physician visited with Resident #1, but that physician
maintained possession of the notes of his visit rather than providing them to the facility.
A staff interview revealed that despite the stalf caring for the resident, the resident’s
medical record did not reflect certain observations made by staff.

On or about Qctaber 15, 2017, nursing notes revealed that Resident #1 was sent and
admilled to the hospilal.

StafT Intervicws revealed that staft noticed that Resident #1 was not cating or drinking
prior to being sent 1o the hospital. Staff reported that this information was reported (o the
Director of Nursing. but there was no evidence of this information in her medical record.
Several days aller her admission o the hospital. Resident #1 expired. The Medical

Examiner determined that Resident #1 had expired of natural causes.



Resident #2 was admilted to the facility in April 2017, Resident #2°s medical record
revealed that she was a medium Tall risk.

Resident #2 had a [all oo December 25, 2017, Resident #2 was discovered sitling on (he
[Toor and complaining of arm pain and was observed to have ared bruise on her posterior,
Resident #2 was sent to the emaergency room and diagnosed with a back sprain. There
was ho documeniation enlered into Resident #2°s plan of care of staff interventions to
prevent lalls. There was no documentation that the facility developed & plan of care [or
Resident #2°s continued falls. The facility also failed to update Resident #2's plan of
cure.

Resident #2 was again admitted to the haospital on January [, 2018 - January 9, 2018.
The resident’s admitting diagnoses were urinary tract infection (“UTI™), hyperglycemia,
and acule kidney injury.

There was no documentation found in the nursing notes that nurses had identified any
changes in Resident #2’s slatus or provided any interventions for her change in status.
There was no documentation of staff identifications or interventions on the plan of care
related Lo poor appetite and decreased lood intake.

Resident #2 was discharged from the hospital (o a skilled nursing facility.

Resident #3 was admitted to the facility in July 2017 with a diagnosis of Parkinson’s,

A physician order dated August 30, 2017 documented that Resident #3°s Comtan should
he reduced Lo one tab twice a day lor one week. then one lab once every morning for one
week. then the medication should be discontinued.

Despite the facility having provided medication o Resident #3. no documentation was

provided that the facility administered the resident’s medication in accordance with the
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physiciun’s orders,

Resident #3 was discharged from the facility in late October 2017, "Fhe Respondent
fucility failed to provide documentation thut the Tucility had developed a plan of care for
Resident #3 duving Resident #3's stay.

Surveyors conducted an abbreviated survey on Februacy 12, 2018, consisting of three (3)
revisit surveys related to complaint investigations. The survey was completed on Mareh
1, 2018. Eight (8) ol the complaints received were substantiated with deficiencies cited,
and deficiencies that were cited in the December 2017 survey were re-cited on the revisit
survey.

Residents #4. 5, 7,8, 9. 10, 11,12, and 13 had falls. There was documentation of staff
interventions on Resident #4°s plan of care o prevent further falls and avoid injury, but
there was no documentation of stall interventions to prevent further falls and avoid injury
on (he other residents’ plans of care,

Residents # 8. 1, 12, and |13 were diagnosed with dehydration, but there was no
documentation of stalf interventions to prevent dehydration in the plans of care of
Resident # 8. 12, and 13.

Resident #4 was admitied to the [acility in December 2016 with diagnoscs of congestive
heart faiture. diabetes. hypertension, anemia, history of subdural hemorrhage, and end
stage renal disease with dialysis. Resident #4 refused dialysis treatiments on January 13.
2018 and January 18. 2018, On January 22, 2018, the resident indicated to staft that her
heart was beating rapidly. Review of a nursing note indicated that the facility contacted
the physician for the patient who indicated that Resident #4 should be sent to the ER. The

holder of the resident’s power ol attorney relused. There was no documentation the

[
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resident’s physician was notified that the resident was not sent to the ER or that the
tesident was monitored for complications related 1o the refusals 1o go to dialysis and ER
ot the resident’s complaints of rapid heartheat,

Resident #5 was admitted to the facility in August 2017 with a diagnosis of dementia. At
the lime of admission, the resident was ambulatory without assistance.

On or aboul Decernber 26, 2017, Resident #5 was started on Macrobid, an antibiotc. to
be administered four (4) times a day for ten days. On ar aboul December 26, 2017,
Resident #5 was found on the floor of her room covered in red spots. She stated (hat she
had been itching. Stalf indicated that this was likely an allergic reaction to the antibiotics.
Staff notificd Resident #5°s responsible party, but there is no documentation that they
nolified Resident #5°s physician to get orders for proper treatment of the allergic reaction.
On or about December 27, 2017, Resident #5 was found to have pain in her shoulders
radiating [rom her neck and cellulitis on her right lower extremily that was very red,
warm to the touch, and sensitive. The facility documented calling Resident #5's
responsible party and placing a call to Resident #5°s physician. No further documentation
was [ound regarding any further follow-up assessments for Resicdent #5.

On or about January 13, 2018, Resident #5 was found to have a temperawre. Facility
stalf adminislered acetaminophen, which reduced the resident’s temperature, No further
documentation was found indicating that the resident was monitored or assessed.
Resident #7 was admilted to the facility in November 2017 with diagnoses of diabetes
and hypertension. As discussed in paragraph 21 above. Resident #7 had (alls on
November 20, 2017, November 21. 2017, and January 18. 2018 and there was no

documentation in the plan of care of stall interventions to protect against further [alls or
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injury.

Resident 8 was adimitted to the facility in December 2015 with diagnoses ol dementia
and Crohn's discase. Resident #8 was found o be vomiting on or about September 18,
2017. The resident was transported to the hospital for symptoms of abdominal pain,
nausea, and vomiting. The resident was admitted Lo the hospilal and diagnased with acute
terminal ileitis secondary to Crohn’s discase, dehydration with acute Kidney injury, and
dementia with behavioral disturbances and ileus. Upon return to the facility, there was no
documentation that the lacility implemented interventions (o monitor the resident’s
medical conditions or prevent further episodes of dehydration.

On or about September 30. 2017, Resident #8°s right hand was closed in a door. The
resident was transported to the bospital and received sutures for lacerations to the hand
and discharged back to the assisted living facility. There was no documentation
interventions were implemented to prevent resident injuries and provide safety to the
resident. Between November 28, 2017 und December 2, 2017, Resident #8 had numerous
unexplained injuries. There was no documentation of interventions to prevent further
injury. For some of the injuries. there was no documentation that staff assessed the
resident’s injuries,

From January 22 — February 7, 2018. no documentation was found in Resident #8’s file
that the charge nurse indicated thal the facility could provide care to Resident #8
appropriate to meet her needs or changes in her condition. The facility failed to develop
and revise Resident #87s plan of care.

Resident #9 was admitted 10 the Tacility’s locked memory care in December 2017 with

diagnoses of dementia. diabetes. hearl discase. and Parkinson’s disease after being
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discharged fram a behavioral hospital related 1o sexually aggressive behaviers.

Resident #9 used a wheelchair o ambnlate. As desceribed in paragraph 2 1 above, Resident
H9 had falls. and there was no documentation of stalt interventions in the plan of care,
Nurses notes from Resident #9s medical record show (hat between December 19, 2017
and Junuary 15, 2017, Kesident #9 displayed threatening and violent behavior as well as
inappropriate sexual behavior towards staft and other residents. Resident #9 was sent lo
the hospital on or aboul January 15, 2018, and did nol return to the facility. There was no
documentation in Resident #9's plan of caie to protect Resident #9 or olher residents.
Resident #10 was admitted to the facility in December 2015 with diagnoses of end stage
renal failure, bipolar disorder, and gastric reflux. As described above in paragraph 21,
following two falls, the facility also failed (o develup and vevise Resident #10°s plan off
care,

Resident #11 was admitted to the facility in September 2017 with diagnoses that included
degenerative joint discase, arthritis, dementia, and schizophrenia. As discussed above in
Paragraph 21, resident had several falls, and there was no documentation in the plan of
care of staff interventions ta prevent further falls or avoid injury.

On or about January 10, 2018. Resident #11°s daughler expressed concerns that the
resident was not eating or drinking and requested that she be notified if the resident [ailed
(o eat or drink. On or about Januvary 12. 2018, nursing notes indicate that the resident did
not cat breakfast or tunch,

Resident #12 was admitled lo the facility in 2015 with a diognosis ol a stroke. As
discussed above in paragraph 21, after falls on November 21. 2017, Janvary 11. 2018,

and February 19. 2018, there was no documentation in Resident #12%s plan of care of
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stalT interventions to prevent falls or avoid injury.

Resident #12 liad a physician’s oider for Mitalax to be given viee a day, Documentation
ndicated that Resident #12 complained of constipation and feeling unwell on November
24, 25, and 27, 2017, There was no documentation af staft interventions on the plan of
care regarding these complainis. Nursing notes indicated that on November 25 and
Novembher 20, 20017, Resident #12 wis piven :m) additional dose ol Mirnlax. There was
nu documentation ol the physician order for this additivnal Miralax, and there was no
documentation of this additional Miralax in the MAR,

Resident #13 was admitted to the Facility in 2015 with diagnoses ol diabetes and arthrilis.
Medical record review revealed a physician’s order for Clonidine .1mg every 6 hours as
needed for blood pressure greater than 180/100. Nursing notes for December 18, 2017
documented that clonidine was given for Resident # 13's high blood pressure. Resident
#13's blood pressure was documented in the MAR as 180/70. There was no
documentation that Resident #13s diastolic blood pressure was greater than 100. There
was no documentation of a physician’s order calling for Clonidine when the diastolic
blood pressure was less than 100,

Medication records revealed that on lanuary 1§, 2018, Resident #13 was starled on
Doxyceycline 100 my two times a day for 10 days, Mucinex 600 mg | time a day for 10
days. and Tamiftlu 56 mg | capsulc 2 times a day for five days. There was no
documentation as to why the resident was started on the medication or that the resident
wius monitored.

Ou or about February 5. 2018, nursing notes indicated that Resident #13 was not as active

as before and was pronc to diarrhea. Mowever. nursing notes indicated that no

£t
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medications for dirhea were administered.

On or about February 9, 2018, nursing notes revealed that much encouragement was
required to get Resident #13 to eat or drink. The fucility [ailed to develop and revise
Resident #13°s plan of care.

The facility failed to develop and implement an elfective facility wide performance
improvement plan for the months of Januvary 2018 and February 2018 that identified and
corrected problems with falls, injurics of unknown origins, dehydration. changes in
residents’ status, narcotics diversions, and resident behaviors.

For the month of December 2017, there was insufficient documentation in the MAR to
show that Resident #1 and Resident #2 received their medication.

Since the time of many of the above allegations, Respondent facility has hired a new
Directar of Nursing in January 2018.

The new Director of Nursing and twe designated nurses have reassessed all residents in
the [acility and revised plans of carc for all residents using a new form and format,
Since the time of the abave allegations, Respondent facility’s emiployees have received
und will continue to receive training regarding proper documentation and any needed
amendment of plans of care.

Respondent facility has begun the process of reviewing ils policies and procedures for
any neceded updates (o ensure proper documentation, including with respect to the
inclusion ol documentation from outside providers coming into the facility o provide
services.

Observations during Lhe survey revealed that there were no call lights in residents’ rooms

for residents to call for assistance. There was no observation ol any type of equipment
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that a resident could use 10 call for help if needed. In an intervicw with the Director of
Nursing on or about February 22, 2018. the Director of Nursing stated that some of the
residents have a pendant to call for assistance. but that the batteries wre dead. The DON
was unable to provide a list of residents with a [unctioning pendint to enable a resident
to call for assistance.

Subsequent to the survey, the facility has contiacted with LifeStation Lo install and
administer a system of wearable call pendants. The pendants have been purchased, and
the system is expected to be operational on or before May 1, 2018. Until the pendants are
operational, facility stalt are conducting hourly wetlbeing checks with all residents.
Observation at the facility on February 21, 2018 revealed thal residents were not ealing
what was on the planned menu for that day, and it was unclear if special diets were
utilized.

Interview with the dietary manager confirmed that she did not have a therapeutic diet
manual signed by a dietitian. The dietary manager stated she was not aware of any
residents on a chopped mechanical dict and had no recipes 1o puree food.

Subsequent (o the survey, (he lacility hus engaged a dietitian, who has worked with the
Dietary Manager Lo establish a new dict manual and specialized meal plans where needed
for particular residents. The facility has also implemented a system of tray cards Lo ensure
that residents are served the appropriate diet at cach meal.

Based on observation and interview. the facility also failed to follow the planned menu
lor February 20. 2018.

Review ol the facility’s medication disposal policy revealed that that policy did not

separately address the disposal of scheduled narcolic medications, Subsequent (o the
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survey. the facility has implemented a new policy o govern the disposal of seheduled
narcotic medications and has worked with its pharmacy vendor to implement a sccure
disposal process consistent with that policy.

On ar about February 26, 2018, life salety surveyors canducted a survey on Respondenl
lacility. The (acility was unable to provide the records of five drills conducted in 2017 at
the time of the survey. possibly due (o a (Tood that the facility suflercd in December which
displaced and damaged many facility records. The administrator acknowledged that the
records could nol be located. Subsequent o the survey, the facility located the records
of the 2017 fire drills and advised the State that Lthey are now available for review.
Further observation also revealed that the sprinklers were not in correet aligniment and
were hanging below the ceiling level in hall 4, hall 2, and hall 1, and in apariments #49,
51. 55, 56. and in the memory care dining area. Apartments #26 and #28 had insufficient
sprinkler coverape. A sprinkler assembly (rom each room had been removed and the
ceiling patched. Interview with the administrator revealed that sprinklers had not been
removed during her wenure as administrator and she had been at the facility lor six (6)
months.

Subscquent o this survey, these sprinkler heads were repaired and are now operational,
The maintenance supervisor also indicated that frozen sprinkler lines had recently caused
problems. Observation revealed that there were multiple red service tags Irom November
2017 — February 2018 on the facility's sprinkler riser system and multiple green service
tags from December 2017 - February 2018 on the facility”s sprinkler riser system,
Subsequent to the survey. the sprinkler system was fixed and a [ull. facility-wide safely

review was conducted. with a satisfactory resutt. This documentation was subsequently



provided 1o the State.

GROUNDS FOR DISCIPLINE

“I'he facts stated in the Stipulations of Fact scetion, siprer, arc sufficicnt to cstablish that
grounds  Tor the discipline of Respondent’s Assisted-Care Living Tacility license exisl.
Specitically, Respondent has violated Lhe following statutes and/or rules, for which disciplinary
aclion by the Board is authorized.

62.  The facts stated in paragraphs four (4), seventcen (17). eighteen (18). forty-onc(41),
forty-two (42), and forty-five (45) are sufficient to establish that Respondent has violated
the provisions of Rule 1206-08-25-.07(5)(a) and/or (b) |SERVICES PROVIDED], the
relevant portions of which read as follows:

(5) Resident medication. An ACLF shall;

(a) Easure that medication shall be self-administered in accordance with the
resident’s plan of care.

(bY  Tnsure that all drugs and biologicals shall be administered by a licensed
professional operating within the scope of the professional license and
according 1o the resident’s plan of care.

63. The tacts stated in paragraphs seven (7). nine(9). eleven (11). twelve (12), lourteen(14),
eighteen (18), nineteen(19). twenty-one (21). twenty-lwo (22). twenty-three (23), twenly-
eight (28). thirty (30), thirty-one (31). thirty-three (33). thirty-four (34), thirty-five (35),
thirty-six(36), thirty-eight (38). thivty-nine (39). lorty-three (43) are sufficient to establish
that Respondent has violated the provisions of Rule 1200-08-25-.12(5)(a) [PLAN OF
CARE]. the relevant portion of which reads as lollows:

(3)ay An ACLF shall develop a plan of care for each resident admitted to the ACLF with
mput and participation lrom (he resident or the resident’s legal representative,

¥
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ireating physician. or other licensed health care professionuls or entity delivery
patient services within five (5) days of admission. The plan of care shall he
reviewed and/or revised as changes in resident needs occur, but not less than semi-
annually by the above appropriate individuals.

The facts stated in paragraph fifty-seven (57) are sufticient to eslablish that Respondent
has violated the provisions of Rute 1200-08-25-.07(6)(g) [SERVICLES PROVIDED), the
relevant portion of which reads as foHows:q

(6) An ACLF shall dispose of medications as follows:

(g)  The ACLF’s medication disposal policy shall also address the
disposal of scheduled drugs, non-scheduled drugs, and devices that
are misbranded. expired, deteriorated, not kept under proper
conditions, and kept in containers with illegible or missing labels.

The facts stated in paragraphs forty-nine (49) through fifty-two (52) arc sufficient to
establish that Respondent has violaled the provisions of Rule 1200-08-25-.07(7)(c)3(ii)-
(iv)[SCRVICES PROVIDED), the relevant portion of which reads as follows:

(7) An ACLF shall pravide personal services as follows:

(c) Dietary Services,

3. An ACLTE shall ensure that menus meet the needs of the residents as
follows:

(i The practitioner ov praclitioners, as qualified within the
scope of practice, responsible for the care of the residents
shall preseribe therapeutic diets as necessary.

(i)  An ACLF shall meet nutritional needs, in accordance with
recognized dietary practices and in accordance with orders
of the practitioner or practitioners responsible for the care ol
residents.

(iii)  An ACLF shall have a current (herapeutic diet manual
approved by the dictitian rcadily available to all ACLF
personnel.

(iv)  Menus shall be planned one week in advance.



06.  The Tacts stated in paragraphs thirty-two (32) and thirty-four (34) are suflicient to
establish that Respondent has violated the provisions of Rule 1200-08-25-.08(1)(d)
[SERVICES PROVIDED], the relevant portion of which reads as follows:

(8)  An ACLF shall not admit or permit the continued stay ol any ACLF resident who
has any of the following conditivns:

() Exhibits verbal or physical aggressive behavior which poses an iniminent
physical threat to self or others, based on behavior, not diagnosis.

67.  The lacts slated in paragraphs seven (7), nine (9), eleven (11), twelve (12), fourteen (14).
cighteen (18), nineteen (19), twenty-one (21), twenty-two (22). twenty-three (23),
twenty-eight (28), thirty (30), thirty-one (31) through thirty-six (36), thirty-cight (38),
thirty-nine (39), forly (40), forty-one (41), and forty-three (43) are sulficient to establish
that Respondent has violated the provisions of Rule 1200-08-25-.12(3)(e){RESIDENT
RECORDS], the relevant portion of which reads as follows:

(3 Medical record. An ACILF shall ensue that its employees develop and maintain a
medical record for each resident who requires healthcare services at the ACLF
regardless of whether such services are rendered by the ACLF or by arrangement
from an outside source, which shall include at a minimum:

(¢) Medications administered and procedures followed it an error is made,

68, The facts stated in seven (7), nine (9), eleven (11). cighteen (18), thirty-three (33), and
forty (40) are sufficient to establish that Respondent has violated the provisions of Rule
1200-08-25-.12(3)(g)[RESIDENT RECORDS], the relevant portion ol which reads as
follows:

(3) Medical record. An ACLF shall ensure that its employees develop and maintain a
medical record for each resident who requires health care services at the ACLI
regardless of whether such services are rendered by the ACLIF or by arrangement

with an outside source. which shall include at a minimum:

(

) Notes, including. but not limited to, observation noles, progress notes. and
nursing nolces.

4=



69.  The facts stated in paragraph [iy-eight (38) aie sulbeient w establish that Respondent
has violated the provisions of Rule 1200-08-25-.10(3)(u)[Life Sufety]. the relevant
portion of which reads as Tollows:

(3 An ACLT shall conduet (ire drills in accordance with the following;

(a) Fire drills shall be held for cach ACLIF work shift in each scparate
ACLF huilding at least quarterly,

70.  The facts stated in paragraph fifty-nine (59) through sixty-two (62) are sufficient to
establish that Respondent has violated the provisions of Rule 1200-08-25-.10(8)(a){Lifc
Salety], the relevant portion of which reads as follows:

(8) An ACLF shall ensure that:

(@)  ‘The ACLF maintains all safety equipment in good repair and in a
safe operating condition.

ORDER

NOW THEREFORE, Respondent. for the purpose of avoiding further administrative action wilh
respect to this cause, agrees 1o the following:

71.  Respondent shall hire a qualified consultant, at its expense, to enter the facility and work
with the facility for a period of six (6) months to cure any remaining deficiencies and to
submit an acceptable Plan of Correction (POC). At the outsel of this period. the
consultant will work with the facility to cstablish a work plan for curing any remaining

deficiencies with specific. measureable goals. A copy ol the work plan will be shared
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with the State within forty-five (43) days of the cotry of this Consent Order.  The
acceptable POC must be submitted within six (6) months of the Board’s Order.

For the (irst two (2) months following the entry of this Consent Order, this consultant
will work on site at the facility for a minimum of two (2) days per week and shall be
available and involved in the operation of the facility even when not on site including
direct contact with the Administrator and Director of Nursing (“DON™). This consultant
will report to the owner-operators on a daily basis. The consultant will also submit a
weekly report to the owncr-operators addressing issues of concern or arcas of
improvement. The facility will update the State every two (2) weeks with a report that
has been approved by the consultant.

Afier the first two (2) months, the owner-operators and consultant will reassess Lhe level
of achievement in moving through the performance improvement plan and determine
what level of continued invelvement is appropriate to achicve any remaining objeclives
on the performance improvement plan. However. the consultant will continue to work
on site at the facility for a minimum of onc day per week and shall continue to be
available and involved in the operation of the (acility even when uot on site. The
consultant will also continue to submit a weekly report o the owner-operators addressing
issucs of concern or areas o improvement. The facility will continue to update the State
every month with a report that has been approved by the consultant.

During the six (6) month period, any new serious violation affecting the health, safety.
and welfare of residents within the lacility shall result in o suspension ol admissions

pending a prompt hearing by the Board.



75.  Following the initial six (6) month period, Respondent shall appear before the Board and
submit quarterly reports until the end of calendar year 2019, prepared by the Respondent,
regarding the adherence of the facility to the vegulations cited in the December 2017,
February 2018, und March 2018 Statement of Deliciencies.

76. Respondent shall ensuve that all staff’ undergo in-service training regarding, recognition
ol chanues in patient condition, updates to the plan of care, and medical record-kecping,
and documentation. Respondent shall provide written proof of completion of such
training (o the Board within the six (6) months of the date of the Board's Order.

77. The assessment of nine (9) civil monetary penalties in the amount of five hundred dollars
($500.00) each lor a total assessment of four thousand five hundred ($4,500.00) dollars.

Payment shall be submitted to the following address within thirty (30) days of the effective
date of this Order:
Tennessee Department of Health
Division of Health Care Facilitics
Attn: Eddie J. Stewart
065 Muinstream Drive, Second Floor
Nashville, Tennessce 37243

78.  Upon ratification by the Board. the listing of the public discipline, including deficiencies

and civil penalties on the Disciplinary Action Report pursuant to T.C.A. § 68-1-114,



Upon the agreement of the parties, this CONSENT ORDER is approved ns a FINAL
ORDER by a majority of a quorum of the Tennessee Board for Licensing Health Care

. . . . : rol
Pacilities at a public meeting of the Board and signed this §°° _ day of

_%/m:_ 2018,

ACCORDINGLY, IT IS ORDERED that the agreement of the parties does hereby

hecome the Final Order of the Board.

AGREED TO: 5

Gz Woodrulf, Administrator Nue 69
Legacy Assisted Living & Memory Care

al Lenox Park

Respondent

T St ¢[3/8

Lisa S. Rivera ate
Member

Attorney for the Respondent

Bass. Berry & Sims PLC

130 Third Avenue South, Suite 2800

Nashville. TN 37201

-

lcp e (. Rpietss— 4/3/20/8
Caroline R. Tippens, BPR ¥ (430375 Jate

Assistant General Counsel
Tennessee Departiment of Health
665 Mainstream Drive, Second Floor
Nashville. Tennessce 37243
(615)741-1611

20



CERTIFICATE OF SERVICE

A trae and exact copy of this Consent Order is being served upon Respondent, by and through
Ltheir atlorney, Lisa 8. Rivers, Dass, Berry & Sims PLC , 150 Third Avenue South, Suite 2800,
Nashville, TN 37201 by delivering same in the United States mail certified mailing

7017 or20 coot! 2287 , and via USPS first class, with sufficient postage thercon to
2879

reach ity destination.

This -5/.."*_‘_‘ day of _ W 208,
Caroline R. Tippens E é% i

Assistant General Counsel

2585000 3

2



