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DEPARTMENT OF HEALTH AND HUMAN SERVICES , o FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES % __OMB NO, 0838-0381 .
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERIGLIA (X2) MULTIPLE CONSTROETION (43) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFIGATION NUMBER: COMFLETED
A BULDING :
as5273 [B. e : : | oapesoio
NAME OF PROVIDER OR SUPPLIER : . 3§ STREET ADDRESS, CITY, STATE, ZIP CODE
1710 8ELCOURT AVENUE
BELCOURT TERRACE RURSING HOME NASHVILLE, TN 37212
¥ ¥ DEFICIENCIES : PROVIDER'S PLAN OF CORRECTION . | (x5}
‘lgégr-!g: (Ea’tcs%'iI g&lﬁ&%smpgzggm BY FULL ? palgFm {EACH CORRECTIVE ACTION SHOULD BE -COhIL;fTEé'rON
TAG |  REGULATORY DR LSC IDENTEYING INFORMATION) | TAG "CROSS-REFERESEFE'?: o c'i;rﬂje APPROPRIATE
F 164 { 483.10{e), 483.75{f}{4) PERSONAL 1 F164
So=F PRIVACY!CDNFIDEN'_I’E&W OF’R"ECQRDS 1 |
| The resident has the right to personat privacy and | - :, .
confidentiality of his or her personal and clinical Preparation and/or execution of this plan of
{ records. correction does not constitute admission or |
. agreement by this provider of the facts alleged, or
- { Permanal privacy Includes accommodations, conclusions set fourth in the statement of
1 Medical reatment, written and tefephons deficlencles. The plan of correction is prepared
communications, personal care, vislts, and and/or executed solely because It is required by the .
mesetings of fé{m'!Y and resident groups, but this pravisions of federal and/or state law.- The plan of
does not reguire t_t}e facility {o provide a private ' coreection constitutes our credible aliegation of
Except as provided in paragraph {eX3) of this _ . ) '
section, the resident may approve or refuse the , £-164 Privacy _ s / 99 /!D
release of personal and clinical records toany sle=E :

individual outside the facility.
' I.  Resident medical/medication information

1 The resident's right to refuse release of parsonal | B is being kept confidential,
and clinical records does not apply when the i Resident #5 and Resident-#6 are
| resident is transferred to another heaitii -care being provided cares in privacy. |

institution; or record release Is required by law. _ .
l.  Resident medical information is being

The facility must keep confidential all information : kept confidentlal andfor closed or
containad in the resident’s records, regardiess of , ; covered when on the medication cart
the form or storage methods, except when on the units.

| velease is required by transfer to another ' Residents are receiving cares in a
healtheare instifution; law; third party payment - manner to maintain their privacy.

1 contract; orthe resident. -
. . Nursing staff has been re-educated on
keeping medical information

This REQUIREMENT is not met as evidenced confidential. Nursing staff has been
by: | re-educated on providing privacy
Based on observations and interview, itwas - during cares, knocking on the
determined the facility failed to maintain residents’ residents’ doors andfor receiving
personal privacy andfor fafted to malntain the - : permiission from the resident.

{ confidentiality of resldents' medical/medication
information on 2 of 2 (Half 1 and Hall 2) halis.

a/c,a.,oifo\_fd:u Pod shholio tp Pitvie

UABORATORY b3 ECTOR'S QR PROVIDER/SUPPLIER REPRESENTAFIVE'S SIGNATURE TITLE A (X6) DATE
ﬁ\—'/”—\ /ﬂzgm‘;:&hacdﬁsr" 5] 14[90/0

Any defiiency Statement ending with an asterisk (%) danolas 3 deficiency which the institution may be excused from ¢omecting providing it is detem-ﬁned that
other safaguards provide sufficient protection to the palients. (See instruclions.) Except for nursing homes, the findings sfated above are disclosable 90 days
foltlowing the date of survey whether or not a ptar of comrection ks provided. For nursing homes, the above findings and plans of corection are disclosable 14
days fallowing thé dalé these documents aré mada available to the facility. If deficiencles are citad, an approved plan of cairaction Is requisite to continiiad

_program participation.
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FORM APPROVED

OMB NO. 09380381

NAME OF PROVIDER OR St/PPUSR

BELCOURT TERRACE NURSING HOME

i STREET ADDRESS, CITY, STATE, ZIP CODE
1710 BELCDURT AVENUE
NASHVILLE, TN 37212

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

e
PREFIX
TAG

" PROVIDER'S PLAN OF DORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
~CROSS-REFERENCED TQ THE APPROPRIATE

DEFICIENCY) .

COM!t‘st-E)ﬂON E
DATE

F 164

1 1. Observations on Hall 1 on4/26/10 at 7:20 PM,
1 was left open and unattended on top of the

1 unattended with resident information visible fo
i anyone who passed by.

11 0n 4/27/10 at 9:35 AM, revealed Nurse £3

; hands while & resident was sitfing

{ revealed Nurse #5 entered Room 27 without

{ Observations on Hall 2 oh 4/27/10 at 5:13 PM,

| Obsetvations In Resident #5's room (31A) on Hal
1 2 on 4127110 at 6:13 PM, revealed Nurse #5

‘Continued From page 1
The findings included:

revealed the Medication Administration Record

medication cart with resident information visible to
- anyone who passed by.

Observations on Hall 1 on 4/26/10 at 955 PM,
revealed & Netrological Assessment flowshest
was laying on top of the medication cart

Observations in Resident#5's room {47B) on Hall

entered the adjoining bathroom to wash her
commode in the bathyoom.
2. Observations on Hall 2 on 4/27/10 at 4:00 PM,

knocking or receiving permission from the
resident fo enier the room,

Observations on Hall 2 oh 4/27/10 at 4:35 PM,
revealed Nurse #5 entered Room 28 without
knocking or receiving permission from the
resident to enter the room.

$

revealed Nurse #5 entered Room 31 without
knocking or receiving permission from the
reskient to enter the room.

administered an Insitin injection into Resident

on the ;

#8's abdomen. The door fo Resident #5's room

F 164

- V. TheAdministrator, Director of Nursing . -

V. Complation Date;

and/or Designee will complete |
random audits of medication.carts for
confidentiality and for cares being
provided in privacy, including

knocking on doors, 2 times a week
for 4 weeks, weekly for 4 weeks, then |
monthly for 2 months. Resuits of the
audits will be reviewed at the Quality §
Assurance meetings for revigions as- |
needed. _ :

FORM CM35-2687(02-99) Previous Vesstans Obsolete

Evant [D: 0KBHT{
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FORM APPROVED

OMB NO. 0938-0391.

_CENTERS FOR MEDICARE & MEDICAIDSERVICES .
STATEMENT GOF DEFICIENGIES (X1} PROVIDER/SUPPLIERICUA {X2} MULTIPLE CONSTRUCTION 1{x3) baTe survey
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED

A BUILDING
445273 18- WiNG 0412812010

NAME OF PROVIDER OR SUPPLIER

BELCOURT TERRAGE NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
1710 BELCOURT AVENUE
NASHVILLE, TN 37212

o410 | SUMMARY STATEMENT OF DEFICIENCIES o ] PROVIDER'S PLAR OF CORRECTION (x5)
PREFIX ' {EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX (EACH CORRECTIVE ACTION SROULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY) )
F 164 | Continued From page 2 -F 164{
was [efl open and Resident#5's abdomen was
vis:ble to anyane who passed by,
Observations during a dressing change in
Random Resident (RR) #4's rcom {30A) on Hali 2
on 4726810 at 11:40 AM, revealed the Assistant
Director of Nursing (ADON) and Nurse #1 left the
bathroom doar open {o the adjoining room
exposing RR #4 to anyone that entered the
bathroom, .
During an interview on Hall2 on 4/28/10 at 3:55
PM, th?m ADON !:'ated, “Left the door open to save
_ fime. | know I should have cosed Et[the doosl.”
F 260 | 483.15(h)(%) Fosp| T2s2Envronment
85=D $AFE!CLEAMGOMFORTABLE(HOMEUKE
ENVIRONMENT . Resident#t,#2 and #8 are receiving
- The facility must provide a safe, clean, tmhz::nb;? akfast meals in a tmely
comforiable and homellke environment, aliowing
the resident to use his or her personal be[ongmgs Il Resident meals are belng audited and
o the exient possible, are recelving meals in a timely
manner.
This REQUIREMENT is net met as evidenced l. Nursing and Dietary staff have been re--
by: . ) educated on serving times for
Based on observations and an interview, it was meals.
detarmined the facility failed to provide a fine
dining experience by not serving the breakfast IV, The Director of Nursing, Dietary Sarvice
trays timely for 2 of 12 (Residents #1 and 8) Manager and/or Designee will
sampled residents and Random Resident (RR complele random audits of meal
#2) during 1 of 2 {breakfast) dining observations. senvice times 3 times a week for 4
weeks, weekly for 4 weeks, then
The findings included: monthly for 2 months. Results of
the audits wili be reviewed at the
4 Observations of the breakfast meal on Hali 1 on Quality Assurance meetings for
412710 reveated the following: revisions as needed,
a. The breakfast mea! cart for Hail 1 was
delivered at 8:15 AM. ] V. -Completion Date: 15 Ig‘éi['s
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FORM APPROVED
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| STATEMENT Of DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIRGATION NUMBER:

445273 .

(X0} MULTIPLE CONSTRUCTION
A, BUILDING
B, WING

(X3) DATE SURVEY
-COMPLETED

04/28/2010

NAME OF PROVIDER OR SUPPLIER
BELCOURT TERRACE NURSING HOME

| STREET ADDRESS, CITY, STATE, 2P CODE
1710 BELCOURT AVENUE
NASHVILLE, TN 37212

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEQED 8Y FULL
REGULATQRY OR LSC IDENTIFYING INFORMATION)

{3 1o
PREFIX
TAG

PREFIX

ST

DEFICIENGY}

o PROVIDER'S PLAN OF CORRECTION
{EACH GORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TQ THE APPROPRIATE

(X5}
COMPLETION
DATE

F 252 | Continued From page 3

| 8:50 AM, 35 minutes past the time the cart
artived on Hall 1.

b. RR#2's breakfast tray was not delivered untit

F 252

-

F.272 " 48320, 483.20(b) COMPREHENSIVE

c. Resident #8's breakdast tray was not defivered
until 8:52 AM, 37 minutes past the time the cart
ariived on Hall 1.

d. Resident ¥1's breakfast tray was not defivered |
until 8:13 AM, 58 minutes past the time the cant
arrived on Hall 1.

buring an Interview oh Hall { on 4/27/10 at $:43
AM, Ceriified Nursing Technician (CNT #1) i
stated “Yes, this is the last one {last breakfast [
| tray to be served from the carfj,”

ABSESSMENTS

The facility must conduct intlially and pericdically
a comprehensive, accurate, standardized -
reproducible assessment of each resident’s
functionai capacity.

A facility must make 2 comprehensive
assassment of a resident's needs, using the RA! &
specified by the State. The assessment must
Include at leas( the following:

ldentfification and demographic information;
Customary routine;

Cognltive patiems;

Communicafion;

Visiom;

Meod and behavior pattems;

Psychosocial weli-being;

Physical functioning and structurat problems;
Confinence,

Dlsease diagnhosis and heafth ¢conditions;
Dental and nutritional status;

Skin conditions;

Activity pursuit;

F272]

FORM CMS-2867(02-01) Previous Varsions Obsolsle
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HEALTH CARE FACILITY Fax:73i-512-0083 - .  HMay 10 201ﬂt_;]r5{ig{2(n P[][IB{UEB

- . TUZUTU
DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
" T_ CENTERS FOR MEDICARE & MEDICAID SERVICES ~~ -~~~ """ 7" """~ " """ """~ """""" """ "7 OMB NO: 0938-0301 --
J STATEMENT OF DEFIGIENGIES (X%} PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION HUMBER: COMPLETED
A BUILDING
_ , 445273 je-wie ] ' D4/28/2010
NAME OF PROVIDER OR SUPPLIER 3 STREET ADDRESS, CITY, STATE, TP CUDE
. . N 1710 BELCOURT AVENLE
BELCOURT TERRACE NURSING HOME NASHVILLE, T 37212
<4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION .
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY QR L5EC IDENTIFYING INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE Dafe
DEFIGIENCY) }
F 272 | Continted Frompage 4 - ' Fa7e
Medications: _ F-272 Assessments
Special freatmenis and procedures; sls=D -
Discharge potential; .
Documeniation of summary nformation regarding I Resident #5's MDS {Minimum Data Sef)
the additional assessment performed through tha assessment has been completed,
resident assessment protocols; and
Documentation of participation in assassment. Il Resident charts have been auditad and
MDS (Minizum Data Sef}
: assessments have been oompleted y
This REQUIREMENT is not metas evidenoed ' per the RAI {Resident Assessment
by: Instrument) guidelines.

Based on medical record feview and an interview,
it was detenmined the facliity falied to cotnplete an

Iniial Minimum Data Set (MDS) assessment for 1 - The MB&{Care Plan team has been re-- |-

of 13 (Resident #6) sampled residents. . . educated on time irames for
_ _ completion of MDS (Minimum Data
The findings Included: _ Set) assessments.

Medical record review for Resident #6 _ '
documented and admission date of 4/6/10 with V. The Director of Nursing, MDS

giaghesesthat included Anxlety, Depression Coordinator and/or Designes wil
Disorder, Cushing syndrome, Fibromyalgia, complete random audits of MDS
(Minimum Data Set) assessments |

Rheumatold Arthrilis, Diabeles Mellitus and
weekly for 4 weeks, then monthly

Vasculitis. The facility staff had not completed an Y
initial MDS assessment for Resident #5 since the for 3 months. Results of the audits !
admission date of 4/6/10. il be reviewed t the Quality

/ Assurance meeting for revisions as -
During an interview in the Assistant Director of needed. :
Nurse's (ADON) office 0h 4/27/10 at 3:18 PM, the S
MDS Coaordinator stated, "There is nothing on her |5 f 3;‘6’}:3

[Resigent#6]. | had to be out [away from the V. Completion Date:

facility from 4/5/10 to 4/26/10) after | started to :

worl here. This is my first day back; | guess she ;

[Resident #6] just didn't' getdone.”

F 280 | 483.20(d)(3), 483.10(K)(2) RIGHT TQ , Fz8o
=D | PARTICIPATE PLANNING CARE-REVISE CP :

The resident has the right, unless adjudged
incompetent or otherwise found to be

FORM CMS-2567(02-99) Previous Vargions Obsolgle £vent 10;0K8H11 Facilly iD; TN19Q2Z If continuation sheet Page 5 of 37



HEALTH CARE FACILITY  Fax:731-512-0063 Kay 10 2010 05 12pm P003/053 ‘
US/0/2010

‘ _ NTEL:
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FQRM APPROVED
--— - “CENTERS FOR MEDICARE & MEDICAID SERVICES ~ =~~~ -~~~ -~~~ -~~~ -~ —-~—-~~--~-"-- bl OMB NO. 0938-0391- - -
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (XZJ MULTIPLE CONSTRUGTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBZR: COMPLETED
_ A BUILDING
445273 {B-WING : 04/28/2010
4 WAME OF PROVIDER OR SUPPLIER * STREEY ADDRESS, GITY, STATE, ZIP CODE
e 1710 BELCOURT AVEKUE
BELCOURT TERRACE NURSING HOME NASHVILLE, TN 87212
¢4) 10 SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION v
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IENTIFYING INFORMATION} TAG | GROSSREFERENCED 7O THE APPROPRIATE DATE |
DEFICIENCY)
F 280 | Continued From page 5 ' ' F280

incapacitated under the laws of the State, fo .
participate in planning care and treatment or
changes in care and freatment.
A comprehensive care plan must be davelopad . F-280Care Plan Revisions
within 7 days after the completion of the sls=D
comprehensive assessment; prepared by an . :
interdiscipiinary team, that incitides the attending . Resident #9 has a care plan to address

- pain refated to headaches, i

physician, a registered nurse with responsibifity :
for the resident, and other appropriate-staff in
disciplines as determined by-the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident’s famlly or the resident's
legal representative; end pericdically reviewed
and revised by a team of gualified persons after _
each assessment. !

Resident #10 has a care plan fo
address current fall interventions,

[l. Resident care plans have been reviewed :
and reflect current interventions for-:
pain management and fall
prevention meastires.

. The care plan team and licensed nurses
- - - have been re-educated on revising
care plans as needed fo reflect

i This REQUIREMENT Is not met as evigancad current care needs and
by: ‘ interventicns.
Based on medical record revle\z.r and an interview, .
it was determined the facility failed to revise the - V. The Direstor of Nursing, MDS

comprehensive plan of care to reflect

interventions for pain or falls for 2 of 13 Coordinator andlor Designes will

complete random audits of the care!

(Residents #9 and 10) sampled residents. plans weekly for 4 weeks, then
N ) ‘ . monthly for 3 months, Results of
The findings included: ' the audits will be reviewed &t the
. . . Quality Assurance meeting for
1. Medical record review for Resident #8 . revisions as needed.

docurmented an admission date of 6/12/08 with
diagnoses of Paraplegia, Spina Bifida wci’t%h .
Hydrocephalus, Neurogenic Bladder an ronic i . ) . '

Pain. Review of the Minimum Data Set (MDS) V.. Completion Date: . Y e
dated 3/15/10 documentad, "...Section J2 Pain :
Symptomns a. Frequency 1. Pain less than dally
and b, intensity of pain 1. Mild pain."

Review of the as needed (PRRN) medication

FORM CMS-2667(02-06) Pravious Varsions Obsolete Event iD;DK8H11 Facifity [D: TN1902 If continyation sheet Page 6 of37



HEALTH CARE FACILITY Fax:731-512-0063

DEPARTMENT OF HEALTH AND HUMAN SERVICES

- -—-__CENTERS FOR MEDICARE & MEDICAID SERVICES

oy 10 2010 05008 PO
©  FORM APPROVED
------------- OMB NO; 0938-0391 - -

FORM CMS-2867(02-66) Previous Versions Obsoléle

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTISICATION NUMBER; . - COMPLETED
; A BULDING —
245273 B. WING 04/28/2010
} NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, 217 CODE
1716 BELCOURT AVENUE
BELCOURT TERRACE NURSING HOME NASHVILLE, TN 37212 -
<4y 1B SUMMARY STATEMENY OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
. PREFIX (EACH DEFICIENCY MUST BEPRECEDED BY FULL PREFI {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG iDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE bate
. DEFIGIENCY)
F 280 : Continued From page 6 F 280
fiowsheet for Resldent #0 dated March 2010
documented Buffered Aspirin 326 milligrams{mg)
2 tablets administered for complaints of headache
on 3/1/10, 3/2M0, 8/3M10, 3/8/10, 3115110,
3910, 320010, 3122110, 3123110, 3724710,
3126710, 3/29/10, 3/30/10 and 3/21M0. The care
plan was not updated. to include Interventlons for
pain, ' '
During an iaterview in the MDS office on 4/28M0
at"10:30 AM, the MDS Coardinator staied, *f can't
find it fcare plan for pain}..."
2.- Medical record review for Resident #10
documented an admission date of 2/4/10 with
diagnoses of Advanced Lung Cancer, _ {
Esophageal Reflux, Anxiety, Pain, and Significant i
- | Welght Loss, Review of the physician's otders
| dated 4/1/10 documented, *...Bed alarm white in
bed-e aiert staff of unassisied transfers...” The
care plan dated 2/23/10 was not updated fo
include the bed alarm intervention for falls, : : )
F 282 | 483.20(k){3){i} SERVICES BY QUALIFIED F 282 r.282 Provide Care as per Plan of Care i 5/ 3‘3}!9
§5=p | PERSONS/PER CARE PLAN sfs=D
The services provided of amanged by the facllity . AIMS testing has been completed for -
must be provided by qualified-persens in Resident #3 as per plan of care,
accordance with each resident’s wiltten plan of
care. [l.  Resident audits have been completed
and Residents requiring an AIMS
. has been complsted as per plans of
This REQUIREMENT is not met as evidenced care,
B)e,lsed on medlcal record review and an interview,
it was determined the facility failed to follow the lll. The care plan team and licensed nurses
comprehensive care plan for quarterly abnormal have been re-educated on
involuniary movement scale (AIMS) testing for 1 completion of AIMS testing and
of 13 (Resident #3) sampied residents. following the plan of care.
Event 10: 0K Fodiliy ID: TN1G02 If continuation shaet Page 7 of 37
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' FORM APFRQVED

DEPARTMENT QOF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID BERVICES . _ e e e ——— — - - _IMB ND..0838-D305- - _
{X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X%} PROVIDER/SUPPLIER/ICUA {X2) MULTIPLE CONSTRUCTION
1 AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED

445273 5. WiNG ' 04/28/201D

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP-CODE
. 1710 BELCOURT AVENUE
BELCOURT TERRACE NURSING HOME NASHVILLE, TN 87212

D) 1D SUMMARY STATEMENT OF DEPICIENCIES i 10 PROVIDER'S PLAN OF CORRECTION {%5)
PREEX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE -fu:TIDN SHOULD BE COMPLETION
CIAG REGULATORY OR LSC IDERTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APRROPRIATE DATE

DEFICIENTY} '

_ F 282 | Continued From page 7 . FpRot

Thefindings included: _ IV. The Director.of Nursing, MDS -
Medica! record, review for Resident £3 Coordinator andior Designee wil
documented an admission date of 10/15/08 with a : f""?P'ete ram;om.audlts for AIMS
readmission date of 2/26/10 with diagnoses of esiing o following the plans of
Dementia Without Behavior Disturbances, mmt:’e? y3f°r 4 weeks, then
Hypothyraldism and Nenorganic Psychosis. m‘:i'lts '\{,ﬂf};e m°‘;"'s' Restts of the
Review of the comprehensive care plan daled E" II' As reviswed a_t the
3130/10 documented, *...Problem: Risk for N Assurancs Meeting for
medication side effects refated to-anti-psychatic : fevisions as needed. :
drug use, Approach: ...AIMS testing quarterly for ' -
anti-psychotics...” Review of the AIMS fesis V. Completion Date: D/ 93}"’
reveaied festing was done on 4/15/09, 9/25/09 ' ' ' :

and 2/28/10. The facllify was unabie to provide
documentation of the AIMS testing belng done
quarterly as care planned,

*

During an interview on Hall 2 on 4/28/10 at 10:40

AM, the Assistant Director of Nursing verified that

the AlMS testing had not been done quarterdy as

: care planned,

. F 809 483,25 PROVIDE CARE/SERVICES FOR F 309
58=D ; HIGHEST WELL BEING

Each resident must rezelve and the faciiity must.
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosoeial wall-being, In
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, cbservations
and interviews, It was determined the facllity faiied
to provide necessary care and services according
to physiclan’s orders for chair atarm for 1 0f 13

Event 1D; OKBH1 4 Facifiy 1D: TN1502 _ If continuation sheet Page 8 of 37
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLER/GUA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER: A BUILDING COMPLETED
| #4573 B. VNG 04/28/201D
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP-CODE
BELCO CE NURSING HOME 1710 BELGOURT AVENUE
LCOURT TERRACE NU oM NASHVILLE, TN 37212
41D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION P s
PREFIX (EACH DEFICIENCY MUST BF PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG LCROSS-REFERENCED TO THE APPROFRIATE OATE
: DEFIGIENGY)
F 308 { Continued From page 8 - £ 3001, '
{Resident #3) sampled residents. _
The findings included: - F;s3°§ Care and Services
815=
Medical record review for Resident #3 . is using the chair al
documented an admission date of 10/15/08 with a ' l Re5|der|c1!t #3 d‘%”?;:'g ‘h"' chan alarm as
readmission date of 2/26/0 with diagnoses of orderec by the physician.
Dementia without behavior disturbances, L
Hypothyroidism and Nonorganic Psychosis. {l.  An audi of physician orders and devices
Review of a physician's order dated 4/1/10 fas boen completed. Rgs'“'fj";s are
documented, "...Chair alam to alert staff of rice'-‘é;;g guices s ordered by tne..
atiempts to rise unassisted and check placement physicean. '
and function ¢ {every} shift." : _
Observations in Resident#3's room on 4/27/10 at , . Nmi?gﬂ?;:g?ga:hggi?ar:;ggﬁtgg don
7:30 AM, and on 4/28/10 af 10:55 AM, revealed . monitoring that physician ordered
;:ifgc?:t ;:G';eated in a wheelchair with no chalr devices are in place,
Observations in the dining room on 4/27/40 at : IV. The Director of Nursing, Assistant
8:20 AM, and on 4/28/10 a1 4:30 PM, revealed © " Director of Nureing and for
Resident#3 seated In @ wheelchair with no chalr : Designee will complete randem
alam in place. audits of physician ordered devices -
_ _ 3 times a week for 4 weeks, weekly
Qbservations in the hallway across from the for 4 weeks, then monthty for 2 {
nurse's station on 4/27/10 at 11:45 AM, 3:00 PM, : months. Results of the audits will be !
and 3:45 PM, revealed Resident #3 seated in g reviewed at the Quality Assurance °
wheelchair with no chair alamm In place. mesting for revisions as needed.
During an interview in the dining room on 4/27/10 _— ,
at 8:20 AM, when asked if Resident #3 had a V. Completion Date: ' 5-/35} 9
| ehair alarm o the Cerfified Nursing Techaician
#7 stated, "No she [Resident #£3] doesn'”
During an interview In the dining rootn on 4/128/10 .
at 4:30 PM, the Assistant Director of Nursing
verified that Resident #3 did not have a chair
atarm in place.
F 315 [ 483.25(d) NQ CATHETER, PREVENT UTI, F 318
Facility 1D: TN1%02 1 conlinuation sheet Page 9 of 37
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VEALTH OARE FACILITY  Fax:731-512-0063 M3y 10 2010 05:1dop  PO13/053
X B A SRiNTED:

_ . 05/10/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
7 T CENTERS FOR MEDICARE & MEDICAID'SERVICES ™~~~ ~~ "~~~ """~ "l QMB NO. 69380381 - -
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPFLIERIGLIA }4x2) MULTIPLE GONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING —
445278 B. WING ; 04/28/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE |
1710 BELCOURT AVENUE
BELCOURT TERRACE NURSING HOME NASHVILLE, TN 37212
f SUMMARY STATEMENT OF DEFICIENCIES ) ' PROVIDER'S PLAN OF CORRECTION x5
g {EACH DEFIGIENGY HUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG GROSS—REFEREE% R&E APPROPRIATE
| £
-
F 315 | Continued From page 8 F 316,
85=E | RESTORE BLADDER : _ .
Based on the resident’s comprehensive :;33;155 Urinary/Prevent UTI
assessmetit, the facility must ensure that a
resident who enters the facllity without an . . s .
Indwelling catheter is not catheterized unless the - R%'diﬁﬁféiéﬁiﬁmﬁ?dgﬁfef oo
resident's clinical condition demonstrates that Resident #1 ang #9 are receivi
catheterization was necessary; and a resident _ catheter care 8 por fecomm r:jg:g .
who is incontinent of bladder recelves appropriate guidslines P ended:
treatment and services fo prevent urinary tract )
infeclions and to restore as much normal biadder I Residents have been assessed and
. - are
funclion as possible. . receiving pericare andlor cathater. .
cares as per recommended
. . guidelines,
This REQUIREMENT (s not met as evidenced _
oy ' - Il Nursin .
Based on review of the "CNA [Certified Nursing ' legui:stga:;s grﬂ?&':ﬁﬁzgl}gf rovidin
Assistant] Candidate Handbook”, policy review, _ L pericare and catheter care pNursing
observations, and interviews, it was determined assistants have completed.remm §
the facllity failed to ensure that pericare was demonetrations.
performed according to facility policy for 1 of 1 :
{Resident #2) sampled resident observed
recaiving pericare and correct catheter care for 2 - W, The Director of Nursing. A
of 2 (Residents #1 and 9) sampled residents . Direcmromursingé arfzgragtesigneex
observed receiving cathelercare. will complete random audits of staff
L providing pericare and/or catheter
The findings included: . : cares weekly for 4 weeks, then
. ) . ) i monthly for 3 months. Results of
1. Review of tha facllity's Perineal Care policy ' the audits will be reviewed at the
dacumented, *...(1) Separate labia... (2} Continue Quallty Asstrance megting for
to wash the perineum moving outward to and- : revisions as needed,
Including thighs..."
2. Review of "CNA Candidate Handbook”" ' V. Completion Date: $lag\@
Version 4.5 Qctober 2008, Skiil #7 ~ Catheter ; . ‘
Care" documented, "...9. Uses soap and water to
carefully wash around the drainage tube where it
exits the urethra. 10. ...clean 3- fto} 4 inches from
the urethra down the drainage tube. 11. Cieans

FORM CMS-2567(02-89) Previous Varsions Obcolale Event ID:0K8H11 Facitity ID: TN1E02 If continuation gheet Paga 10 of 37



HEALTH CARE FACILITY  Fax:731-512-0063

- DEPARTMENT OF HEALTH AND HUMAN-SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

I~

May 10 2010, 05;1dpm_, PQ34/053

[RY L) o 1w

 FORM APPROVED
OMB NO. 0938-0381. .

STATEMENT OF DEFICIENCIES (K1) PROVIDER/SUBPLIERACLIA
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER:

445273

(%2} MULTIPLE CONSTRUGTION
A BUILDING

B, WiG

1(X3) DATE SURVEY

COMPLETED

047282010

| NAME OF PROVIDER OR SUPPLIER

HELCOURT TERRACE NURSING HONE

STREET ADDRESS, GITY, STATE, 2I1P CODE
1710 BELGOURT AVENUE

NASHVILLE, TN 37212

(X4) IO
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST EEFRECEDED 8Y FULL
REGULATORY QR LSC IDENTIFYING INFORMATION;

D PROVIDER'S FLAN OF CORRECTION 5
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE

DEFCIENGY)

- F315

Contitued From paga 10

.| clean portion of the wash cloth with each stroke.”

- | downward motion front to back, changed the cloth

.| the resident fo her right side and removed the
| diaper. CNT #2 then removed gloves and
discarded in frash. CNT #2 did not wash her

‘PM, Nurse #1 was asked what procedure js -

with strokes only away from the urethra, uses a

3. Observations In Resident#2's room on
4/2BH0 at 11:15 AM, revealed Cerfified Nursing
Techniclan (CNT) #2 performed pericare on
Resident#2. . Resident #2 was positioned on her
back. CNT #2 iowered the diaper in the front and
petformed pericare by cleaning the right groinin a

and then repeated same technique-on the left
groin. ONT #2 then cleaned the middle of
Resident #2's vaginal area without separating the
labla, ONT #2 then rinsed the areas and dried.
CNT #2 then removed the gloves, then donned
gloves (without washing hands) and repositioned

hands. CNT #2 then donned gloves and washed
the rectal area front to back, rinsed, and dried. .
CNT #2 then removed gloves, did not wash her
hands and went {o the resident's closet and gota
clean diaper. CNT #2 donned gloves and placed
a diaper Resident #2. CNT#2 protgeded 1o dress
the resident. Nurse #1 obseérved the pericare
procedure patformed by CNT #2.

During an interview in room#5 on 428710 at 2:10

expected when CNTs perform pericare. Nurse #1
slated, "She [CNT #2] didnt separale the labia
like she should have to clean really good."

4. Ohservations in Resident#1's room on )
4127110 at 3:42 PM, revealed CNT #4 performed
cathater care, CNT #4 washed her hands and put
on non-sterile gloves. Resident #1 was lying on
her back, ONT #4 folded a washcloth, and

F 315

FORM CiS-2587(02-96) Pravious Versiona Obsolsla - Event ID: JKRH11
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HEALTH CARE FACILITY  Fax:731-512-0083 May 10 2010,05;1dpn_POfS/053 .

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- -~ -CENTERS FOR MEDICARE & MEDICAID-SERVICES: - - = - -- - - - oomeomomoo oo o OMB.NO..0938-0891. - -
STATEMENT OF DEFICIENCIES {X1} PROVIDER{SUFPPLIER/CLIA | {%2) MULTIPLE CONSTRUGTION {{%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : ’ COMPLETED
A BUILDING
445273 B. Wike 04/28/2010
{1 .NAME OF PROVIDER OR SUPPLIER . STREET ADORESS, CITY, STATE, ZIP CODE
1710 BELCOURT AVENUE
BELCOURT TERRACE NURSING HOME NASHVILLE, TN 37212
Xa}ib SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION . %5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GUMPLETION
TAG REGULATORY ORF LEC [DENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
QEFICIENGY)
F 315 | Continued From page 14 F 316

washed fromm fop to bottom of the tight side of

1 abia, then up and down with the soiled
washcloth. Using a second washeloth ONT #4
washed from tha top 1o the bottom on lefi side of
labig then up and down using the soiled area of |
the washcloth,

5. Observations In Resident #9's room on

_[ 4728110 at-8:08 AM, ravealed ONT #6 performed
supra-publc-catheter care op Resident#9_ CNT
#6 unfastened the disposable adult diaper on
Resident #8, but did not remove the diaper from
under Resldent #3. CNT #6 left on the dirty
gloves and washed the supra-puble catheter
from skin toward leg drainage bag and then
washed up the tube toward the catheter site, CNT : : : : S
#6 then used a dry washcioth fo dry the catheter
site, then used the same area of the washcloth t¢
dry the catheter fubing. N

§
; During an interview in Resident #9's room on
4/28/10 at 8:15 AM, CNT #8 was asked what Kind
of soap she used In the cleaning water. CNT #6
stated " did not use any soap.”

F 322 | 483.25(0)(2) NG TREATMENT/SERVICES - F322|
5s=D | RESTORK EATING SKILLS

Based on the comprehensive assessmeni of a
resident, the facllity must ensure that a resident
who is fed by & naso-gasiric or gastrostomy tube
receives the appropriate treatment and services
to prevent aspiralion pneumonia, diarrhea,
vomiting, dehydration, metabolic abnormalities,
and nasal-pharyngeal ulcers and to restore, if
possible, normal eating skifls.

“This REQUIREMENT is not met as evidenced
by:

FORM GMS-2567{02.99) Provious Varsions Otsolste Evenl ID:0KBH11 Fadility 1D: TH1902 - if continuation sheet Page 42 of 37'
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- -- . CENTERS FOR MEDICARE & MEDICAID SERVICES: - < -« woc omemom oo oo o oo - OMB NO. 09380391 - -
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPFLIERIGLLA {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NYMBER: COMPLETED .
A BUILDING
445273 B. WING 04/28/2010
NAME OF PROVIDER OR SUPPLIER STREZT ADDRESS, GITY, STATE, ZIP CODE '
1710 BELCOURT AVENUE
BELCOURY TERRACE NURSING HOME NASHVILLE, TN 37212
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES T b PROVIDER'S FLAN DF CORREGTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD-BE GOMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED YO THE APPROPRIATE DATE
BEFICIENCY)
F 322 { Continued From page 12 E 300 -

Based on policy review, medical record review,
observations and interviews, i was determined

the facilily failed to ensure staff checked the F-322 Feed Tubes
| placement of a Percutaneous Endoscopic ! sfs=D
Gastrostorny (PEG) tube prior to administering :
medications for 1 of 2 (Reskient #1) and failed to . Resident#1 is having PEG tube

placement checked as per
recommended guidelines,
Resident #5 is receiving their PEG
tube feeding as ordered by the
physician. .

ehsure a PEG tube faeding was administered
continuously as orderad by ihe physician for 1 of
2 (Resident 5) sampled resldents with PEG tubes,

The findings included:
1. Review of the faclity's "Medication Il. Residents with PEG tubes are having -..
‘Administration via Feeding Tubes" policy : “placement checked as per. '
documented, °...Verify fube placement by recommended guidelines. .
forcefully injecting air into tube while listening io Residents with PEG tube feedings
{he abdomen with stethoscope for a bubbling are receiving the feeding as ordered
sound...” by the physician.

2. Medical record review for Resident #1 lll. Licensed nurses have been re-educated
- | documented an admissiori date of 7/22/09 with on checking placement of PEG
diaghoses of Renal Disease, Adult Fallure To : tubes as per recommended
Thrive and Dysphagia, Review of & physician's guidelines and on tube feeding
order dated 4/10 documented, .. Lasix . administration.

(furoseride) liquid; 10 mg/ml [milligrams per
milliliter}: give 2ml; gastric tube Daily...Lortab

BIB00 (acetam]nophen_hydmodone) - Sehedule iV. The Director of NUrSing, Assistant

Director of Nursing and/or Designee

Iil tablet 500 mg-6 mg; gastric fube BID-Twlce a i :
Day...* will coraplete random audits of PEG
fubes during medication passes and .
Observations in Residents #1's room on 4/27/0 i feedings, weekly for 4 weeks, then
at 8:35 AM, revealed Nurse #3 administered monthly for 2monihs. Resuls of
Lasix 20mg and Lortai 5/500 via PEG tube to the audits will be reviewed at the
Resident #1. Nurse 3 did not check the PEG Qually Assurance mesfing for
tube placement prior o administering the revisions as needed.
medicafions.
3. Medical record review for Resident #5 V. Complefion Date: s\aP

documented an admission date of 1/8/07 with

FORM CMS-2667{02-53) Pravious Versions Obsolate _ Evan! 1D;0KBHH Facllity |B; TN1802 if centinuatlon sheet Page 13 of 37
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

¥ay 10 2010, 05;1%0m, PO17/053_ . _
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTISICATION NUMBER:

445273

(X2) MULTIPLE CONSTRUCTION
A BUILDING

(%3) DATE SURVEY
COMPLETED

8. WING

04/28/2010

NAME OF PROVIDER QR SUPPLER
BELCOURT TERRACE NURSING HOME

1719 BELCOURT AVENUE
NASHVILLE, TN 37212

1 STREET AUDRESS, €iTY. STATE, ZiP CODE !

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION}

o) i PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE aATE
DEFICIENGY)

:

F 3221 Continued From page 13
diagnosas of Dementia, Convuisions, Diabaies
Mellitis and Gasfrostomy. Review of a physician's
.order dated 4/1/1Q documented "MV
fmuttivitamin] liguid 10 ¢¢ [cubie centimeter);
gastric tube Daily... Dilantin-126 (phenytoin)
suspension; 126 mg/5 mi; amt [amount): Scg;
gastric tube...BID- Twice a Day..."

Observations in Resident #5's room on 412710 at
9:35 AM, revealed Nurse #3 flushed Resident
#5's PEG tubs with 30¢c's of watet prior to
checking PEG tube placement.

-1 During an interview at the nurse's station on
-14128/10 at 2:25 PM, Nurse ¥3 stated, "Need to
always check placement before giving meds

i Imedications].”

During an Interview in the Director of Nursing's -
(DON) office on 4/28/10 af 11:15 AM, the DON
slated, "They [nurses} are to check tube
placement before giving meds.”

| 4. Medical record review for Resident#5
documented an admission date of 1/8/07 with
-diagnoses of Dementia, Convulsions, Diabetes
Mellitis and Gastrostomy. Review of the
physician's crders dated 4/1/10 documnented,
"...BLUCERNA TUBE FEEDING TO RUN @
{at]100CG/HR Jeubic cantimeters per hour] X
[times] 20 HRS... tube feeding off from 8 am to 10
1am and from 8 pm to 10 pm for ditantin BID -
Twice a Day..."

Obsetvations In Resident #5's room on 4/27/10 at
4.30 PM, revealed the enteral pump with the
Glucerna feeding was turned off with the tubing
hanging on the pump pole.’

F 322

FORM OMS-2667(02-89) Previous Versions Obsolsls Event ID:0KBH T
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HEALTH CARE FRCILITY  Fax:731-512-0063

DEPARTMENT OF HEALTH AND RUMAN SERVICES

Hay 10 201¢ 0:15pm,_POB/5, .

it

FORM APPROVED
_.QMB NO. 0938-0391 . .

The facility must ensure that the resident
environment remains as fres of accident hazards
as is possible; and each resident recelves
adequate supervision and assistance devices to
prevant accidents,

1

This REQUIREMENT is not met as evidenced
by: :

Based on medical record review, observation,
and an Interview, it was determined the facility
falled to implement interventions to prevent
aceidenits such as falls for 1 of 2 (Resident #10)
sampled residents with a history of falls.

The findings inciuded:

Medical record review for Resident #10

documented an admission date of 2/4/10 with
diagnoses of Advanced Lung Cancer, :
Esophageal Reflux, Anxiety, Pain, and Sighificant j

~ CENTERS FORMEDICARE & MEDICAIDSERVICES . .
STATEMENT OF DEFICIENCIES {X1) PROVIGER/SUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
445273 B. WING D4/28/2010
RAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZiF CODE
. " 1710 BELCOURY AVENUE
-BELCOURT TERRACE NURSING HOME  NASHVILLE, TN 37212
o) 1o SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION el
. PREFIX EFICJBNGY MUST DED BY EULL X {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
P'm,s és%wmneg l:‘:sglijEl?ﬂEFl:%?ngFORMATION} P?ﬁg CROSS-REFERENCED TO THE APPROPRIATE DATE
. ’ - BEFICIENCY)
F 322 ; Confinued From page 14 F 322 '
During an Interview in Resident #5's room on
4/27110 at 4:50 PM, the DON was asked why the-
feeding was tumed ofi. The DON stated, *He
[Resident #5] has baen to activities twice today.
They unhoaked him to go. It fthe tuba feeding]
shouldn'tbe off®
During an inferview at the nurse’s station on
427110 at 5:00 PM, Nurse # was asked shout
Resident #5's enteral feeding being {umed off,
Nurse #2 stated, ™ connected the tube. i blowed F-323 AccidentfInjury
‘out, }eft it out | turned | off when | came in at sfs=D
3:00." .
- F 323 | 483.25(h} FREE OF ACCIDENT Faznaf. I =Resident #10 s using e bed alarm as -
$8=D HAZARDS!SUPERVISION!DEV!CES ordered by the physictan,

(8

V. The Director of Nursing, Assistant

V.

Residents with physician ordered alarms
have been assessed and are using
alarms as ordered by the physician.

Nursing staff has been re-educated on
providing alarms and monitoring for -
placement as ordered by the !
physician. i

Director of Nursing and/or Designes
will complete random audits of bed
alarms weekly for 4 weeks, then
monthly for 3 months. Results of
the audits will be reviewed at the
Quality Assurance meeting for
revisions as needed.

VAP

Completion Date;

FORM CMS-2567(02-09) Pravious Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED

" T T CENTERS FOR MEDICARE & MEDICAID SERVICES ===~ --- -~~~ - - -=-- ------ - -~~~ -~ - OMBNO. 0238-0391- - -
T STATEMENT OF DEFICIENGIES {X{) PROVIDER/SURPLIER/CLIA %2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
© 1A BUILDING
445273 1B. WiNG 04/28/2010
NAME CF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, SYATE, ZIP CODE
. | 1710 BELCOURT AVENUE
BELCOURT TERRACE NURSING HOME NASHVILLE, TN 37212
49 I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION. (X5)
PREFIX {EAGH DEFICIENCY MUST BE PREGEGED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
£ 323 | Continued From page 15 F 323

Weight Loss. The physician's orders dated 411110 {
documented, *...Bed alarm while in bed to alart
staff of unassisted transfers..." Review of the
observation note dated 4/14/10 documented,

“resident slid off bed, sitting on floor.” '

Observations in Resident #10's reom on 427110
at 10:05 AM, revealed Resident#10 sitting on the
side of the bed with no bed alarm atizched.

During an interview in Resident #10's room on
427110 at 10:10 AM, Nurse #6 was asked {0
show the surveyor the bed alarm that was used
for Resident #10. Nurse #6 removed the
unattached bed alarm siring from under the
bottomn sheet and siated, "Its supposed fo be
clipped o his shiit.. they [certified nussing

| technicians] put the sheet over the string. H {bed
alarm] doesn't do any good that way." S
F 332 483.25(m)(1} FREE OF MEDICATION ERROR F 332
s5=£ | RATES OF 5% OR MORE i

The facllity must ensure that it is free of
metdication error rates of five percent or greatsr.

This REQUIREMENT is nof met as evidenced
by:

Based on review of the Mosby's 2009 Nursing
Drug Reference book, policy review, medical
record review, observations and interviews, it was
determined the facility falted io ensure 3 of 4
(Nurses #2, 4 and 5) nurses adrministered
medications without a medication ervor rate of
fess than 5 percent (%) for sampled Residents #6
and #8. A total of 5 errars were absarved outof |
42 opportunities for error, resulting in a
medication eror rate of $1,90%,

FORM CMS-2567(02-89) Previoys Versions Obsolele Evant iD:0KEH1 Faclliy 1D: TN100Z. If continuation shest Page 16 of 37
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
.., CENTERSFORMEDICARE& MEDICAIDSERVICES . .. .. .. ... .~ .. ... ... . OMBNQO 0938-0391 .
STATEMENT OF DERICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN DF CORRECTION IDENTIFIGATION NUMBER; _ COMPLETED
A, BUILDING .
445273 B. WING 04/28/2010

NAME OF PROVIDER OR SUPFLIER

BELCOURT TERRACE NURSING HOME

STREET ADDRESS, CITY, STATE, ZiP CODE
1710 BELCOURT AVENUE

NASHVILLE, TN 37212

: 1. Review of the facilily's insujin injection policy

+-documented an admission date of 4/6/10 with
- | diaghoses of Cushing Syndrome, Chrenic Renal

documented, ... policy-itsulia is adrrinistered per
physician's orders.,. Procedure-Rotate vial of
insuiin befween hands and invert several fimes to
mix.." -

‘Medical record review for Resident #6 i

Bisease, Failure To Thrive and Fibromyalgia.
Reviewof a physician's order dated 4714710
documented, "...Novolin (insulin aspart) 121- {to]
150= [amouni of insulin fo be administered] 2u
{units), 151-200=3u, 201-250=8y, 251-300=5u,
301-360=12u, 3581-400=15u and re-check in 2 hrs
[hours] if rernains over 400 notify MD [Medical
Doctor] solutions: 100 units/ [per] ml [milliiiter]:
amt [amount]: see above: subcutaneous AC
[before meals] & fand] HS [at bedtime]..."

Obsertvalions in Resident #6's room on 4/26/10 at
-8:30 PM, revealed Nurse #2 administered 2 units
of Novolin R insulin to Resident #6. The
administration of the Novolin R without a2
physiclan's order resulted in medication ervor #1.

Observations in Resident #8's room on 4/27/10 at
11:45 AM, revealed Nursa ¥4 administered 2
units of Novolin N insulin 1o Resident #6. Nurse
#2 did not rotate or roll the viai of insulin prior to
drawing up the insutin, The administration of the
Novolin N without a physician’s order resulted in
medication error #2.

Observations 'in Resident #5's room on 4/27/10 at
5:13 PM, revesled Nurse #5 administered 156

(X4} 1D . SUMMARY STATEMENT CF DEFICIENCIES i L . PROVIDER'S PLAN OF CORRECTION (X5)
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFH (EACH CORRECTIVE ACTION SHOWD BE COMPLETION
TAS REGULATORY OR LSC IDENTIFYING INFGRMATION) TAS CROSS-REFERENCED TC THE APPROPRIATE DATE
: DEFICIERCY}
F 332 { Continued From page 16 F332
The findings included: T S
F-332 Medication Error

sfs=E

. Resident#6 is receiving the corract
insulin as ordered by the physician.
The insulin is being administered as
per recommended guidalines.
Resident #8 Is receiving eye drops
and cral medications as per
recommended guidelines.

IIl.  Physician orders have been reviewed, - .1 *
Residents are receiving insulin, aye
drops and oral medications as
ordered by the physician and per
recommended guidelines for
administration,

ll. Licensed nurses have been re-educated
- on administrafion of insulin, eye
drops and oral medications as per
physician orders and recommended |

guidelines. :
i

IV. The Director of Nursing, Assistant ;
Director of Nursing and/er Designee
will complete random medication
pass audits 2 times a week for 4
weeks, weekly for 4 weeks, then
mongthly for 2 months. Results of
the audits will be reviewed at the
Quality Assurance meeting for
revisions as needed.

V., Completion Date:

G
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI% . {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC MENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
. i DEFICIENCY)
F 332 Continted From page 17 332,

units of Novolin R insulin o Resideni #5. The
admlnlstration of the Novolin R without an order
rasulied in medication emor#3.

During a telephone interview in the Social
Service's Director's office on 4/28/10 at 10:20 AM,
the Pharmacist stated, "Have an order for the
Novolog to be do'd [discontinued] on 4/14/10.
_{ Should have clarified the order as o the type of
Novolin as Novolin has R, N and 70730, although
it's usually Novolin R. I would have clarified the
order if | had taken it, there is no Novolin insulin
aspart. The only insulin aspart is Novolog. { will
check with the dactor to see what he actuatly
wants.”

During an intetview in the Director of Nursing's
{DON) office on 4/28/10 at 11:15 AM, the DON
stated, "When an order is unclear the nurses
should nofify me and call the doctor for
clarification. If still unctear they shouid notify me
again. Don* expect them to follow an order they
are uncertaln about, We'il get that order [referring
to the insulin order] clarified immediately."

During an interview at the nurse's station on
4/28/10 at 2:25 PM, Nurse #4 stated, "Made a
medicatjon arror, gave the wrong inswlin."

3. Review of the facliity's medication
administration policy documented, “...Proper
Administration of Ophthalmic Solilions
fBuspensions... If adrinisteding more than one
drop of medication at the same fime, wait at least
3 to 5 minutes In befween drops...”

Reviaw of the 2009 Mosbhy's Nursing Drug
Reference. 22nd edition page 952 documented,
“Uses: End-stage renal disease (ESRD)... Aduit:

Event ID:QHEH{T Facility [D: TN1902 If continuation sheet Paga 18 of 37
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS—REFERENCE_[%E?{CT%EAPPRDPRIATE DATE
DEFICH

F 332 | Continued From page 18 £ 332
PO [by mouth] Initially 800 - 1600 mg tid [three
times daily] with meais..."

Medical record review for Resident #8 .
documented an admission date of 1172308 with
diagnoses of ESRD and Hyperiension. Review of
a physlcian’s order dated 4/10 documented,
"..Pred Forte (prednisolone ophthalmic)
suspension: acetate 1%, ...Special Instructions;
RT [right} £YE QID- Four Times A Day... Timopfic
1 Ocumeter (timalo! ophthaimic) solution; 0.5%...
BIL [bilateral] EYES EiID-Twice a Day...Renvela
tablet 800mg [milligrams] 3 tabs {tabletsl oral
TID- Three Times A Day..."

Ohservations in Resident #8's room on 4/268/10 &t
8:45 PM, revealed Nurse #2 administered Timolo!
eye drops (gits) to Resident#8 one git fo each
eye. Nurse ¥2 wajted 90 seconds and then
adminisiered Prednisolone one gt fo Resident
#8's right eye. Fallura to walt at least 5 minutes
befween administration of the eye gits resulfed In
medication error #4.

Duiing an inlerview in the DON's office on 42810
at 11:15 AM, the DON stated, "They [Nurses] are
1o walt at least five minutes between eye drops."

During an interview in Room 15 on 4/28/10 at
515 PM, Nurse #2 sialed, “Im sorry | thought |
waited long encugh.”

Obsgervations in Resident #8's room on 4/27/10 at
4:35 PM, revealed Nurse #5 administered three
800 mg tablets of Renvala lo Resident #8.

Failure to administer {he Renvela with a meal
resulted in medication error#s.

F 333 | 483.25{m)(2) RESIDENTS FREE OF F 333
§5=D | SIGNIFICANT MED ERRORS '
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4) iD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION VX
PREFIX {EACH DEFICIENGY MUST 6E PRECEDED BY FULY, PREFIX (EACH CORRECTIVE ACTION SHOULD BE | GOMPLETION
TAG REGLLATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE baTE
- DEFICIENCY)
F 333 | Continued From page 16 F R33| F-333 Significant Medication Emors
) sls=D
The facility must ensure that residents are free of - .
i icati [.  Resident #6 is receiving the correct
any siynificant medication etrors. insulin as ordered by the physiclan.
. The insulin is being administered as
; - - ; per recommended guidelines.
;’;zs REQUIREMENT s not met as evidenced Resident #8 is receiving oral
Based on review of the 2008 Mosby's Nursing "Lﬁg:‘i,ariosns @ pet recommended
Prug Reference book, policy review, medical g '
record review, observations and interviews, it was iod i
| determined the taclity failed to ensuse that e vang meii ond
. residents ware free of signiﬁcant medication .oral medications as ordered by the
- | errors when 3 of 4 nucsas (Nurses#2, 4 and 5) physician and per recoramended
- obsetved during medication administration pass guidetines for administeation,
failed to ensure there was an order for the type of ;
_tinsulin to be admin_istered gnd _failed to administer IlI. . Licensed nurses have been re-educated
a phosphorus binding medication with meals. on administration of insulin and-oral
| . medications &s per physician orders
The findings included: and recommended guidelines.
1. ‘Review of the facility’s Insuiin injection policy
documented, "...Policy-Insulin is administered per iv. The Director of Nursing, Assistant ]
physiclan's orders... Procedure-Rotate vial of Director of Nursing and/or Designee.
insulin between hands and invert several times to | will complete random medication
- mix_.." pass audits 2 times a week for 4
weeks, weekly for 4 wesks, then
Medical record review for Resident #5 menthly for 2 months. Results of
documented an admission date of 4/6/10 with the audits wil be reviewed at the
diagnoses of Clishing Syndrotne, Chronic Renal Quallty Assurance mesting for
Disease, Faiture To Thrive and Fibromyalgia. revisions as needed.
Review of a physiclan's order dated 4/14/10
documented, “...NovoLin {insufin aspart) 121- jto} ) . -,
160=Famount of insulins 1o be administered] 2u V. Completion Date: _ L’J ‘3’5\@
{units], 151-200=3u, 201-250=6u, 251-300=9y, _
301-360=12u, 351-400=15¢ and se-check in 2 hrs .
[hours) if remains over 400 notify MD [Medical
Doctor] solutions: 100 unitsf [per] mi [mililiter]:
amt famount]: see above; subcutznesus AC
[before meais & [and] HS- fat bedlimel]..."
FORM ChMS-2567(02-09) Previous Yersions Obsolele Event IE:0K8H11 Fagility 1D; ThH1802 If cont?nuat!on sheet Page 20 of 37
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{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

0 PROVIDER'S PLAN OF CORRECTION x5

BPREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCGED TC THE APPRUPRIATE DATE
DEFKSIENGY)

F333

-1 units of Navalin R insulin to Resident #0.

Continued From page 20

Obsarvatiops in Resident #5's room on 4/26/10 at
8:30 PM, revealed Nurse #2 administered 2 unils
of Novolin R insulin to Resident #8,

Observations in Resident #6's room on 4/27/40 at
11:45 AM, revealed Nurse #4 administered 2
units of Novolin N insulin to Resldent#8.

Observations in Resident #6's room on 4127440 at
5:13 PM, revealed Nurse #5 administered 15

The adminisiration of the wrong instlin resulted in
significant medication erors.

During a telephone interview in the Social
Service's Director's office on 4/28/10 at 10:20 AM,
{he Pharmacist stated, "Have an order for the
Novolag to be de'd [discontinued] on 4/14/10.
Should have clarifted the order as to the typa of
Novalin as Novolin has R, N and 70/30, although
it's usually Novolln R. 1 would have clarlfied the
order if | had taken it. There is no Novolint insulin
aspart. The only insulin aspart is Novolog. { wili
check with the doctor to see what he actually
wants."

During an Interview in the Director of Nursing's
{DON) office on 4/28/10 at 11:15 AM, the DON
stated, "When an order is unclear the nurses
should notify me and call the doctor for
clarification. If still unclear they should notify me
again. Don't expect them to follow an arder they
are uncertain about. We'il get that order [refering
to the insulin order] clarified immediately.”

During an interview at the nurse’s station on
4128110 at 2:25 PM, Nurse #4 stated, "Made 2

F 333

FORM CMS5-2567(02-99) Previgys Verstors Obsolete Event 1ID: 0KBH 11
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. DEFICIENGY)
' , i
[ 333 | Continuad From page 21 F 333:

medication error, gave the wrong insulin.”

2. Review of the 2009 Mosby's Nursing Deug
Reference 22nd edition, page 952 documented,
“Uses: End-stage renal disease (ESRD)... Adult
PO [by mouth} Initiaily 800 - 1600 mg tid [three

.| times daily] with meals.. "

Medical record review for Rasident #8
documented an admission date of 11/23/09 with
diagnoses of ESRD and Hypertension. Review of
o physician's order dated 4710 documented,
“...Renvela tablet 800mg [milligrams] 3 tabs
[tablets); oral TID- Threa Times A Day..."

Obhservations in Resident #8's room on 4/27/10 at
t+4:38 PM, revebled Nurse #5 administered three
800 mg tablets of Renvela to Resident #8. failure
1o administer the medication with 2 meal resulfed
in & significant medication error. -
F 368 | 483.35(f) FREQUENCY OF MEALSISNACKS AT k368
ss«E | BEDTIME '

Each resident receives and the facility provides at

least three meals datly, at regular times

comparable to normal meaitimes in the
cormmunity.

There must be no more than 14 hours between @
substantial evening meal and breakiast the
following day, except as provided below.

The facility must offer snacks at bedtime daily.

When a nourishing enack is provided at bedtime,
up to 16 hours may elapse between 2 substaniial
evening meal and breakfast the following day if a
resident group agrees to this meal spah, and a
nourishing shack is served.

FOBM CMS-2567(02:59) Pravious Voisians Obsolete Event 1D:0K8M11 Fcility ID: TN1902 f continuation sheol Page 22 of 37
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K40 ¢ SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION x5}
PREFIX ' (EACH DERIGIENGY MUSY BE PRECEDED BY FULL PREFIX {EACGH CORRECTIVE ACTI(_)N SHOULD BE COMPLETIONR
TAG REGULATORY OR LEG IDENTEFYING (NFURMA‘I'ION] TAG . CRDSS'«REFERES%%[E% gg)a APPROPRIATE UATE
F 368 { Coninued From page 22 F 368 :
‘| F-368 HS Snacks 97%} w°
sfs=E
 This REQUIREMENT is not met as evidenced I.  Resident .’f is being offered bedfimes
. by. SNacks.
Based on observations and interviews, it was i Resident belng ofi
determined the faclifty falled to offer bedtime - Resitonts are belng offered bedtme
snacks to 4 of 6 Random Residents (RR) #5, 7, 8, SNACKS.
9 and sampled Resident #7) residents wha W, Dietary and Nursing staff
aftended the resident group inferview and RR #5, L e o e hs"g been re-
who was interviewed during the initial tour. gn:gss s ?:s‘f:ja::tl:g edtime.
The findings included: IV.. . The Director of Nursing, Dietary Manager“:-' “
Observations during the initial four on 4/26/10 ?;‘fgg?nnjﬁggige:fﬂbﬁm"ﬂ?:ck
beginning at 7:15 PM, revealed no bedtime pass weekly for 4 weeks, then
snacks were offered. monthly for 3 months. Results of
: . . . _ the audits wilf be reviewed af the
During an interview in RR #5's rootn on 4/26/10 at . . -
716 PM, RR #5 stated she did not receive 2 Qualiy Assurance meefing for
bedtime snack. : | )
During the group Intervisw held in the dining room s . r‘/
on 4127/10 3t 11:15 AM, 4 of the € alertand V.. Complefion Date: 5/ %)
oriented residents (Random Resldents #6, 7, 8,
and 9 and sampled Resident #7} stated that they
did not receive a bedtime snack.
F 3711 483.35(i) FOOD PROCURE, F 371
8s=f | STORE/PREPARE/SERVE - SANlTARY
The facility must -
(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and
(2) Store, prepare, distribute and serve food
under sanitary conditions
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: PROVIDER'S PLAN OF CORRECTION s
gan | SRR PEORC | e | (ANGOREOTE TN SaSUbBE | coubiEnon
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: | DERIGIENGY)
F 371 | Continued From page 23 F 871,
pag F-371 Dietary Sanitation
sfe=F
g‘;::s REQUIREMENT is not met as evidenced I The mop bucket is being stored when
Based on menu review, observations and "I?t? {f f;ng '; ?";?Imde' ,
interviews, It was determined the faclity falled to {ablo has beon doaned gron
- maintain sanitary conditions, properly cover bananss are s:;}r:gl::imafgo dit
and/or date open foods, thaw meats to prevent The lid s secure on fh ems. .
cross contamination, serve milk at41 degrees storage confain r°" e com meal
Fahrenhelt (F) or less, properly clean surfaces The ssieam tabl g have b
anhd equipment and educate staff on dishwashing cleanad. @ pans have bean
machine sanitation which could affect 37 of 39 .
residents residing in the faciity. Lﬁiﬁ:ﬁﬁﬁ {10 s been :
- H ¥ . '
The ftndings included: ggi:rltl;;do{ chocolale pie vas
| 1. Observations in the kilchen during the iniial zﬁg g::csgﬁsa;?ellrgdsghci?eucllhd ey
tour on 4/26/10 beginning &t 7;20 PM revealed Meat and liquid eggs are stored
two dietary siaff (one.cook and one dietary separately. 9
assistant) members present performing various . ;
cleaning tasks. The dietary assistant stated, "We :::uo.r;d\'?nng on the chicken was
usually isave at 7:00 to 7:15 PM." One or both Food items without dates are
staff members were present during the tour of the discarded,
kitchen. . The meat slicer has been cleaned.
The salt is stored i f
Observations during the inifial tour of the kitchen container. i a closed
on 4/26/10 beginning at 7:20 PM revealeéd the Foods are being thawed on the
following: bottom shalf In the refrigerator.
a.Amoplina bucket of dirly water In front of the Mik is being served at appropriate
Reach-in Freezer. temperalures,
b. The top shelf of the food preparation table was | The dish machine is meating
dusty with a greasy film. The shelf alsc had 2 appropriate wash/rinse
bananas in different places along with various temperalures and being checked
haphazardly placed items including kitchen and with sanitation strips,
non kitchen #tems. .
¢. Thelid {o the corit meal storage container was
partially covering the container.
d. Three of four steam table pans had debris on
them,
Event iD:0KSH1! Facllity 10; TN1802. If continuation sheet Page 24 of 37
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F371 | Continued From page 24 F3711 I Cleaning supplies have been checked
e. Acoffee pot lid was left to dry inapuddlaof ! _ and are being stored. The kitchen
water on the counter. has been checked and cleaned.
Food ltems are being stared in
-1 During an inferview in the kitchen on 4/2610 at sectred containers. Food items
-7:20 PM, the Cook siated, "We just washed it - that are opened in the refrigerator
[coffes pot lid)." have dates. Food items in the
_ : refrigerator and freezer are in
| Observations of the reach-infreezer on 4126710 secured containersfwrappings. Food
beginning at 7:20 PM revesled the following: items in the refrigerator fo be
a. A slice of chocolate pie in a disposable thawed, are separate from the liquid
aluminum pan Inside an open plastic storage bag. eggs and on the bottom shelf. Milk -
7| The bag was not dated, is being served at agpropriatq .
"1 b. Pulled lurkey in an open plasfic bag inside an . temperatures, The dish machine is -
unsealed cardboard box. meeling required wash/rinse
¢. An open plastic bag of 30.25 pounds of frozen temperatures and is being checked

-bisguits. . with a sanitations strip.

. | Observations of the reach-in-refrigerator on | Hi. The sanitation check lists have been
4126110 beginning at 7:20 Pi revealed the S reviewed and revised to meet
“current needs. The dietary staff has

following: ' ?
a.'Ground beefin a plastic bag sealec_i with a twist been re-aducated on kitchen

tie, chicken piecss In a plastic bag sealed with a sanitalion procedures.

twist fie and a precooked factory shrink wrapped : s

S b, deli styled turkey roll, were crowded close - IV. The Administrator, Director of Nursing,

1ogether in ong Oblong baklﬂg pan. ThB pErl Was ; Reg|5tered D]emjan’ Dietafy

sitting on top of an open cardboard box that .' Manager and/or Designee will

contained unopenegd packages of factory sealed : complate random sanltation audits 3 -

bags of liquid eggs. - fimes a week for 4 weeks, weekly

b. A large tall pan of chicken pleces, very loosely for 4 weeks, then monthly for 2

covered with alurninum fol. The foil did notform a months. Results of the audits will

seal and left openings where it did not connect be reviewed at the Quality

with the pan. Asstrance meeting for revisions as

¢. Tuna salad was in a small pan covered with needed.

plastic wrap and not dated. i

d. Polatn safad was in a small pan covered with ‘3%\(0
plastic wrap and not dated. . V. Completion Date: : ‘;\

During an inferview in the kitchen on 4/26/10
| beginning at 7:20 PM, the Cook stated, "Thase
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'| going to have meat loaf and chicke:n tomorrow.

.| dinner, The menu documented chicken had been
| served for lunch on 4/26M0. It was not

| beginning &t $1:55 AM revealed the following:

-a. Amap Ina bucket of dirty water in front of the
‘reach-in freezer. :
-h. A sficer, covered in plastic had a piece of &

sshrink saal meat}, a piece of regular plastic wrap
.| on different paris of the machine, loose crumbs

.1 ©. The dry storage area had sali stored on 2 sheff..

Continted From page 28
are thawing {the meats I the refrigerator]. We are

The furkey is for turkey sandwiches.” -

Review of the menu for the next day (4/27/10)
documenied meat loaf for lunch and ham for

documented on the menu that chicken or turkey
sandwiches were alternates for any of the 427110

meals.

2. Observations of the Kitchan with the Dietary
manager and the Dietlclan present on 47270

hard plastic wrap {(similar {o what factoriss uss to”

and diled debris.

in a large unsealed paper bag Inside a large
unseszled plastic bag.

d. The reach-in refrigerator had a plastic bag of
chicken pleces sealed with a twist tie and &
precooked factory shrink wiapped 5 Ib, dell styled
turkey roll were In the same oblong pan. The pan
had a small amount of thin cloudy liquid on the
hottem. The pan was sitting on top of an open
cardboard box fined with parchment paper that
contained raw bacon, The box of raw bacon was
sitting on top of an open cardboard box that
contained unopened packages of factory sealed
bags of liguid eggs.

During an interview in the kitchen on 4/27/10
beginning at 11:55 AM, the Dietary Manager (DM}

F371
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F 37

.} a bowl or cups and scoop if [salt out of the bag]”

+ milk waiting to be-placed on meal trays. The

| carton, waiting to be placed on the food trays.

stated,

Continued From page 26

stated: “If it's {the siicer] covered in plastic, if's
suppose o be clean." The DM was asked about,
the salt. The DM stated, "They [staff] bring down

During an inferview In the Kitchen on 4/27/10
beginining at 11:65 AM, the Dietician stated thiat
she would expect thawing foods to be in pans on
the bottorn shelf, and would not expect the pans
to be on fop of boxes.

3. Observations in the Kitchen of the fray line on
4727110 beginning at 12:10 PM, revealed two
trays had been prepared with milk placed on the
fray and the treys placed in the meal tray cart.
The cook checked the temperature of 2 carfon of

temperature of the mitk was 43 degrees F.

‘Puring an interview in the kitchen, during the
trayline on 4/27110 beginning at 12:10 PM, the
<¢ook stated, "It lemperature of the milk] will get
better the longer it stays out The temperature will
go up.” Dietary Assistant #2 tested another milk

The temperature of the milk was 42 degrees F.
Dietary Asslstant £2 stated, "That'’s okay. it
[temperature of the mifk] will get better by the time
it's served." mmediately following the testing of
the food and milk femperatures. The Diefician

During an interview in the kitehen on 4/27/10
following iaking of the foad and miik
temperatures, The Dielician stated, If the milk is
42 or 43 degrees, she would expect them nottlo
tise that mitk, and cover the remaining carfons
with more ice.

F 871
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F 371 | Continued from page 27 F 371

4. Observations and Interviews In the _
dishwashing area with the Dietary Manager and
the Cook present on 4/27/10 at 3:25 PM, revealed
the dishwasghing machine had a clear, well placad
label stating the dishwasher had hot water :
| santtation and the water needed to reach 180 |
degrees for sanitation. The Dietary Manager was
asked what temperafuire had to be reached for
sanitation? The DM stated, *159 degrees.” The
survayor rephrased the question to ask what
temperature was required for the sanftation of the
dishas. The DM stated, “balween 120 degfees
and 180 degrees. [ really should know that" The
couk (whose responsibility included dishwashing)
was asked how he tested the dishes for
sanitafion, The Cook stated, "with this strip." T}
{:cook showed the surveyor a strip used to test
sanitation when using guaternary sanitizing .
solution. The Cook demonstrated with an
Tunsatisfactory results. Refering o the
unsafisfactory results, the Cook stated that was
because "the water was dirly and 1 usually put
some bleach in the water.” The surveyor then
asked the cook at what temperature sanitation
oocurs. The Cook stated, ™59 degrees or s0."
Then Cook stated, “but the iemperature keeps
going up to about 179 to 180 degrees." :
F 431 | 4B3.60(b), (d), (e) DRUG RECORDS, . F 431
83=p { LABEL/STORE DRUGS & BICLOGICALS

L v

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of recards of receipt and disposition of all
controlled drugs in sufficient detail {0 enable an
accurale reconciliztion; and determines that drug
records are in order and that an account of all
controlied drugs is maintalned and periodically
reconciled.

. i
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F 431 | Continued From page 28 F 431
Drugs and biologicals used In the facllity must be
‘labeled in accordance with currently accepted { F-431Dnug Storage
professional principles, and inciude the o sis=D
appropriate accessory and cautiona : )
fnggrugﬁons, and thegxpimﬂon date?vhen [.  Medications are being secured inside the
applicabie. _ medication cart. The medication
cartis be[ng kept. locked when not in
In accordance with State and Federal laws, the contact with the licensed nurse.
facility must siore all drugs and biologicals in The medication cart keys are being
| locked compartments undes proper temperature | secured by the licensed nurse.
controls, and it & i 3 .
hace E:Céggs t;;eﬂrg kei;lg aulnorized personnel to Il. Medication carts have been checked,
T thaylare being locked and the
The facllty must provide separately locked, ; medication and keys are secured:
+ permanently affixed compariments for sforage of . .
" controfied drugs listed in Schedule |l of the M. Licensed nurses have been re-educated
Comprehensive Drug Abuse Prevention and on ecs{gctgpng the medications,
Control Act of 1978 and other drugs subjsct fo medication cart and keys.
abuse, except when the facliity uses singie unit : . . .
-package drug distribution systems in which-the V. The %?:égrﬂf%uu?s[?ng' Asz}stagt .
quantity stored is minimal and a missing dose can ol compet dg ot
be readily detected. ompiete random audits ofthe
medication carts 2 times a week for
' 4 weeks, weekly for 4 weeks, then
_ monthly for 2 months. Resulfs of
- _ N . the audits will be reviewed at the -
Z)rlls REQUIREMENT is not met as evidenced Quality Assurance meefing for
Based on policy review, cbservations and an revisions as needed.
interview, [t was determined the facility failed fo
ensure a medication cart was not left open and V. Completion Date: 5"3‘3] |0
medications were not ieft unattended on top of
the medication cart for 1 of 4 (Hall 1 medication
carf) medication storage areas.
The findings included:
1. Review of the facllity's medication storage
documented, "POLICY: A. Medications are to be
stored in @ secure manner, uhder proper
Event ID:0IKBM 1t  Faghity 1D: THig02 If continuation sheet Page 29 of 37

FORM GMS-2587(02-99) Pravivus Varsions Olsolele




HEALTH CARE FACILITY  Fax:731-512-0063

DEPARTMENT OF HEALTH AND HUMAN SERVICES

- .-_.CENTERS FOR MEDICARE & MEDICAIDSERVICES. ..o oo oo s
STATEMENT OF DEFRCIENCIES (X1} PROVIOER/SUPPLIER/GLIA (%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A. BULDING
445273 1B WING — 04/28/2010

May 10 2010, 05:200m, PO33/053_._

. FORM APPROVED
OMB NO. 0838-0391

NANE OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
1710 BELCOURT AVENUE

FORM CMS-2687(02-99) Proviows Varslons Cbsoiste

Faciliiy ID: TN1802

BELCOURT TERRACE NURSING HOME NASHVILLE, TN 37212
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F-431 | Continued From page 28 F 431
femperaiure and are to be accessible only to
licensed nursing staff (including certifted or
qualified medication aldes) and authotized
personnel...”
2. Observations in hall 1 on 4/26/10 at 8:30 PM,
revealed a vial of insulin was lefi unattended on
top of hall 1 medication cart
During an interview in room 15 on 4/28/10 at 5:15
PM, Nurse #2 stated, "Didnt realize 1 ief{ the
insulin en fop of the cart.”
3. Observations in hall 1 on 427110 at 8;38 AM,
-ravealed Nurse #3 {eft = pouch of criushed Lortab
-Unattended on top of hall 1 medication cart. i
. | Observations in hiall 1 on 4/27/10 at 9:35 AM, '
revealed Nurse #3 left Multivitamin liquid and
" |[-Ditantin suspension unattended on fop of hall 1
medication cart.
4, Observations in hall 1 on 4/27/10 at 4:00 PM,
revealad the hall 1 medication cart was left’
tnattended, unlocked, and out of view of tha F-441 Infection Controt
nirse. The Keys 1o the medication cart were sfs=F
laying on top of it. : . ,
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441 . The glucometer machine and blood !
gs<F | SPREAD, LINENS pressure machine are being
' cleaned with resident use as per
The facility must establish and maintain an recommended guidgh;nesa h
Infection Controf Program designed to provide a Staff is washing me‘{ iands when
safe, sanitary and comforiable environment and coming in d'r;"'t °‘# a m“". hands
to help prevent the development and transmission rais;;j;nrt:oi?nrrzizéggguiggﬁnig §
of disease and infection. Staffis dispensing paper towels
(a) Infection Control Program without touching meir'unifonps.
The facility must establish an Infection Control :;zsgl:;ss:&r: ecnlfle-lasr:ng their o
Program under which it - ) :
Event IDIOKBK11 If continuation sheat Page 30 of 37
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F 441 | Continued From page 30 ! F 441
(1) investigates, controls, and prevents infections
in the facility; | Il Glucometers and blood pressure
{2) Decides what procedures, such as isclation, _ machines have been cleaned and
shouki ke applied fo an individua! resident; and are being cleaned between resident
1 £3) Maintains a record of incidents and corrective use as per recommended
aglions related to infections. guidelines.
. Staff is washing thelr hands when in
(b) Preventing Spread of Iinfection direct contact with residents and
(1) When the infection Control Program dispensing paper fowels without .
determines that a resident needs isolation to touching their uniforms. Nurses are
prevent the spread of infection, the facility must cleaning their scissors between use. -
isolate the resident. )
{2) The faciiity must prohibit eriployees with a Il Facility staff have been re-educated on
commuhiczble disease or infected skin lesions: ‘hand washing requiraments and-
| from direct contact with residents or their food, if completed a retum demonstration.
| diract contact will transmit the disease, Staff has been re-educated on
(8) The facility rust require staff to wash their cleaning of medical equipment and
hands after each direct resident contact for which supply distribution.
hand washing is indicated by acceplted : L .
professional practice. V. The Admmlstratqr, Director of Nursing
! and/or Designee will complefe
(¢) Linens ' E randqm audits of medical equipment
Personnel must handle, store, process and f 5 gl_eapmq, hand washing and supply
transport linens so as to prevent the spread of istribution 3 times a week for 4
infection. weeks, weekly for 4 weeks, then
monthly for 3 months. Results of
the audits will be reviewed at the
Quality Assurance mesting for
This REQUIREMENT is not met as evidenced revisions as needed.
by:
Based on policy review, obsarvations and : . 2
interviews, it was determined 6 of 6 nurses V..~ Completion Date: 520
(Nurses #1, 2, 3, 4, § and 6); 1 of 7 Certified
Nurse Technlclans (CNT #1) and 1 of 1
housekeeping staff (Housekeeper #1) failed to
ensure infaction control practices were used {o
prevent the spread of infection by not cleaning the
glucometer instrument between residents; not
washing hands properly andfor not washing
Evan ID:0XgH1 Eaciilty ID: TN1B92 if continuation sheet Page 31 of 37
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 Contintied From page 31

| The findings included:

2. Review of the facility's "Wash Your Hands"
-policy documenied, ' '...in healthcare setlings,

.| versa. The baslc rule... is to cleanse hands before

| with soap and water; Wet your hands with ¢lean

hands between residents before handling food
and failed to handie supplies {o prevent
cohfamination,

1. Review of the facility's "TRUEtrack QUALITY
Assurance/Quality Control Manual' documented,
"Meter [Glucometer}: Wipe meter with a clean,
lini-free cloth dampened with miid detergent/soap.
1D0% [percent] household bleach and water, or
OSHA [Occupational Safely Health
Administration] approved disinfectant... Do hot
uge aicoho! to clean the meler. Cleaning the
Meter with glsohol WILL cause damage...”

handwashing can prevent potentially fatal ;
infections from spreading from patient to patient
and frorn patient to healthcare worker and vice

and after each patlent contact by either washing
hands or using an alcohol hand rub... Wash Your
Hands: The Right Way: When washing hands

running water and apply soap. Use warm waler ff
i is available. Rub hands together fo make a
lather and scrub all surfaces, Continue rubbing
hands for 15- fto] 20 seconds... Rinse hands well
under ruaning water. Dry your hands using a
paper towel or air dryer. If possible, use your
paper towef to tum off the faucet...”

3. Observations on hall 1 on 4/26/10 at §:30 PM,
revealed Nurse #2 did nof clean the glucometer
machine prior to or after checking a restdents

biood sugar.

F 441
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.| revealed Nurse #4 placed the blood pressure
.| machine on a resident's bed. Nurse #4 dropped e

| i not clean the blood pressure machine before

|| NMurse #4 did not wash her hands or use hand

‘ it_n

| apply gloves, obtalned an blood sugar, removed

4. Observations on hall 2 on 4/27/10 at 11:45
AWM, revealed Nurse #4 cleaned the glucometer
machine with an afcohol wipe before and after
checking a tesident's blood sugar.

During an Interview at the nurse's station on
AI28110 at 2:20 PM, Nurse #4 stated, "I thought
the alcohol wipes were okay to clean the
glucometer machine. The DON [Pirector of
Nursing] told me foday we're to use the
sani-wipes."

&. Observations on half 2 on 4/27/10 a1 8:10 AM,

glove on the floor, picked the glove up from the
floor and applied another pair of gloves. Nurse #4

or after checking the resident's blood pressure.
sanitizer after picking an item up from the ficor.

During an interview at the nurse's station on
4728/10 at 2:20 PM, Nurse #4 stated, "l shouldnt
have put the biood pressure machine on the bed
and should have cleaned it before and after using

6. Observations on hall 2 on 4/27/10 at :13 PM,
revealed Nurse #5 cleansed the glucometer with
an alcohol wipe before and after checking a
resident's blood sugar. Nurse #5 was observed 10

the gloves and then used hand sanitizer. Nurse
#5 did not wash her hands with soap end water,

During an interview In the DON's office on 4/28/10
at 11:15 AN, thé DON stated, “They are fo wash

hands immediately after taking gloves off.” :
: |
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7. Observations in Random Resident (RR)#1's
room on 4/Z7/10 at 816 AM, Certified Nursing
Technician (CNT) #1 picked up a floor mait and
assisted pulling RR#1 up in the bed. CNT #1 did
not wash her hands before she opened and
touched the straw or picked up the biscuit with

| her bare hands.

8. Observations In the dining room on 4/27/40 at
8:25 AM, revealed Nurse #1 setup 2 breakfast
fray, then touched the resident on the shoulder,
went fo a second resident and opened a straw

.| and placed in her julce, then went to a third

.| resident and picked up a biscuit from the plate -
| with her bare hands ahd spread lelly on It. Nurse
] #1 did not wash her hands between rasidents.

19, Observations in hall #1 ont 4/27/10 at 8:30 AM,
revealed Housekeeper #1 held uncovered large

| rolis of paper towels. under her arms, fouching her
uniform as she went info Room 18.

10. Observations in hail 1 on 4/27/10 begihning
af 8:35 AM, revealed Nurse #3 washed her hands
and tumed the faucet off with her bare hands.
Nurse #3 was observed to repeat this procedure
of washing hands and turning the faucef off with
her bare hands four times.

11. Observaiions in Resident #8's room on
427110 at B:52 AM, CNT #1 opened the window
plinds and dig not wash her hands before picking
up the resident's biscuit with her bare hands.

12. Observations in the dining room on 4/27/10
at 12:30 PM, revealed Nurse #1 move a resident
in a wheelchair, then went fo the clean storage
cabinet and got a clothing protector and placed it
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1 scissors from her uniform pocket, placed the
1 scissors on a towel on RR #8's bed. The ADON

.I scissors back on the towelon RR#8's bed and

-proceeded to use them to cut the Aqulce! to place |-

‘on RR #6's pressure uicer. The ADON did not

'| clean the scissors after using thern to cut the
solted dressing off. .

‘Observations during the dressing change in RR

‘| Nurse #1 washed her hands and tumed off the

Continued From page 34

on another resident, then went to the counter and
got napkings to give to a third resident. Nurse #1.
did not-wash her hands aftef direct coniact
befween residents.

13, Observations during a dressing change in
Random Resident (RR) #8' roomm on 4/28/10 at
11:40 AM, revealed the Assistant Director of
Nursing (ADON) {Nurse #8) rermoved a pairof

proceeted to use the stissors fo cut the kerlix off
RR #5's pressure ulcer. The ADON placed the

#6's room on 4/28A10 at 11:40 A, revealed

‘faucet with her bare hand. Nurse #1 repeated
this procedure twice.

During an interview on Hall 2 on 4/28/10 at 3:65
P, the ADON stated, "l should have cleaned the
scissors between use.”

483.75(f) NURSE AIDE DEMONSTRATE
COMPETENCY/CARE NEEDS

The facility must ensure that nurse aides are able
to demonstrate competeney in skills and :
techniques necessaty {o care for resldents'
needs, as [deniified through resident
assessments, and described In the plan of care.

This REQUIREMENT s not met as evidenced

F 441

F 498
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Based on policy review, observations and
interviews, &t was determined the facility failed to
ensure 1 of 3 Certified Nurse Technicians {CNA

#2) demonstrated competency when pericare was £-498 Nurse Aide Competency
performed. . sls=D
} The findings included: I, Resident #2 is receiving pericare as per

: ded guidelines.
Review of the facility's Perineal Care-poiicy recommended gtigelnes.
documented, " .-(1) Sepafai& labla... {2) Confinue II. Residents have been assassed and are

1 to wash the perineun moving outward i and - recelving pericare as per
including thighs..." H recommended guldelines.
Observations in Resident #2's room on 4/28/10 at lll. MNursing assistants have baen re-
14:15 AM, revealed CNT #2 performed pericare ' educated on guidetines for providing
-1-on Resident #2. Resident #2 was positioned on pericare: Nursing assistants have
her back. CNT#2 lowered the diaper in the front completed return demonstrations.

and performed pericare by cleaning the right groin
in a downward motion front to back, changed the

cloth and then repeated the same technigue on IV. The Director of Nursing, Assistant

the feft groin. CNT #2 then cleaned the middle of ! Director of Nursing and/or Designee
Resident #2's vaginal area without separating the | ' will complete random audits of staff
iabia. CNT #2 then rinsed the areas and diied. | providing pericare weekly for 4
CNT #2 then removed the gloves and did not ; weeks, then monthly for 3 months.
wash her hands. ONT #2 then donned gioves and ' Resuits of the audits will be
reposiioned Resident #2 fo her right side and reviawed at the Quality Assurance
removed the diaper. CNT #2 then removed mesting for revisions as needed.
gloves and discarded the gloves in the trash. CNT

#2 did not wash her hands. CNT #2 then donned

gloves and washed Resident #2's recta! area V. Completion Date: '7/1 Bﬁ' (0

front {o back, rnsed, and dried. CNT #2 then
removed gloves, did not wash her hands and
went to Resident #2's ¢loset to get a clean diaper. |
CNT #2 donned gloves and placed a diaper on
Resident #2. CNT #2 then proceeded fo dress
Resldent #2. Nurse #1 observed the pericare
procedure performed by CNT #2.
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During an interview in room#5 on 4/28/10 at 2:10
| PM, Nurse #1 was asked what procedure Is
expected when CNTs perform penicare, Nurse #4
| stated, "She [CNT #2} didn't separate the fabla
like she should have fo clean really good.”
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