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This Plan of Correction (POC) has been
developed in compliance with State and
Federal Regulation. This plar affirms
Bouievard Terrace Rehablittation and
Nursing Center's intent and allegation of

F 000 | INITIAL COMMENTS F 000

¢ During the annual recertification and complaint
investigation #34841 conducted on October
13-186, 2014, at Boulevard Terrace Rehabilitation

and Nursing Home, no deficiencies were cited in compliance with those regulations. This

refation to the complaint under 42 CER PART POC does not constitute an admission or

483.13, Requirements for Long Term Care. concesston of either accuracy or factual
F 223 | 483.13(b), 483.13(c)(1)(i) FREE FROM F 223 allegation made in, or existence or scope

55=D : ABUSE/MINVOLUNTARY SECLUSION of significance, of any cited deficiency.

The resident has the right to be free from verbal, F223
sexual, physical, and mental abuse, corporal

punishment, and invaluntary seclusion, i Immediate Corrective Action

The facility must not use verbal, mental, sexuat, Upon natification, resident # 17 was
or physical abuse, corporal punishment, or
involuntary seclusion, '

assassed by a Licensed Nurse and no
adverse observations resulted from
glleged abuse. The Director of Nursing

This REQUIREMENT is not met as evidenced was notified 10/11/14 by 3 Licensed
by: ' . Nurse of the alleged incident and The
Based on medical record review, interview, DOW initiated the Investigation of

facitity document review, facifity policy review, and
facility contract review, the faciiity failed 1o ensure
a resldent was safe from abuse for one (#17) of
thirty-four residents reviewed.

employee statements.

L How other residents were

Identified to be at risk.

The findings included: Soclal Services interviewed residents

Resident #17 was admitted to the facility on with a BIMS score nine or greater that
January 30, 2013, with diagnoses including were cared for by the agency nurse to
Hypertension, Diabetes Meliitus, Mild Dementia,  determine any other residents that were

Chronic Pain, Rheumatoid Arthritis, Macular
Degeneration, and Gasiroesophageal Reflux
Disaase. .

at rlsk. No pther restdents were
identifled for deficient practice during
this fime.

Medical record review of the quariery Minimum
Data Set dated-July 18, 2014, revealed the

LABORATORY DIRECTOR'S D ;.;\; FU_SUPPL‘fER REPRESENTATIVE'S SIGNATURE - TIT-LE ’ [X8) DATE
72:@7/%4/ /7)}-4&0/ ,// i) 20% (eJiz[2014

Any deficiency statement ehding with an asterisk (*) denotes & deficlency whith the Institution may be excused from corracting providing i s defermindd that
cther safeguands provide sdfficient protection (o the patents. (See Instructions.} Except for nursing homas, the findings statad sbove are disclosable 80 days
fallowing the date of survey whether or not a plan of correction is provided. For nursitg homes, the above findings and plans of correction are disclosable 14

days following tho date these documents are made availabls to tha factllly. It deficiencies are dted, an approved pian of comaction is raquisite to contnusd
program partlcipation. :
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resident had a score of 15 on the Brief interview
for Mantal Status (score of 15 indicates resident
is cognitively intagt).

Medical record review of the physician's orders
dated July 27, 2014, revealed the resident was
ordered Promethazine-DM syrup 6.25-15 mg
(milligrams)/5 ml (miliiiiters) 5 m! Q6h {every 6
hours) prn (as needed) for cough,

Medical record review of the care plan revised on
July 23, 2014, revsaled the resident was oriented
to person and place; recognized caregivers; and
was able fo navigate to and from common arsas
in the environment,

Interview with resident #17 on Cetober 14, 2014,
at 813 a,m,, In the residant’s raom, revealed a
nurse camae into theresident's room on Qctober
11, 2014, with medications. Continued interview
revealed the nurse stated was from Corporate.
Further interview ravealed the nurse did not leave
the resident's cough medicine, so the resident
turned on the call light. Continued interview
raveated the Ceriffied Nurse Assistant (CNA)
rasponded and stated would telt the nurse.
Further interview revealed, after an hour had
passed and the nurse had not brought the cough
medicine, the resident walked toward the
medication cart in the hall. Continued interview
revealed the resident asked the nurse for the
cough syrup, to which the nurse responded, “Get
back to your room where you belong and wait
your turn." Further interview revealed the resident
went Gloser to the cart, pointed o the drawer
where the medicine was, and the nurse siapped
the resident’s arm and told the resident to get
away from the carl. Continued interview revoaied
there was 2 CNA who observed tha &xchange

It Systematic Cha nges

Re-education by the Quality
Improvement Consultant and the Nurse
Educator was canducted on 10-16-2014,
for the Licensed Nurslng staff and
Certified Nursing Assistants reiated to
keeping residents safe from abuse and
timely reporting of suspected ahuse,
NHA communicated 10/12/14 with the
staffing Agency the requirements of
keeplng resldents safe from abuse and
timely reporting of suspected abuse. The
Agency MNurse is not allowed back into
the facility for any reason. Residents
with a BIMS score of 9 or greater were
interviewed by Social Services to
verbalize feelings of safety and response
to concerns, Resident satisfaction
surveys will be conducted monthiy times
three months, then guarterly thereaftsr,
asking the resident if they feel safe in the
facility.
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and wrote down everything as it occurred. v, Monitoring/Quality Assurance
. . ) Performance improvement
Interview with the Administrator on October 15, el mprgvement
2014, at 9:25 a.m., In the Administrator's office . . ;
! : Results of resid
ravealed thera was no one from Corporate brouet hl ent '";[ew'ews witl be
adminlstering medications, but an agency nurse rought 1o the monthly Quaity

worked the night of Octeber 11, 2014. Continued

N . N Assurance Performance improvement
interview with the Adminlstrator revealed there

was a complaint the Director of Nursing {DON) ComTMee for ret:uew. Any aberrancies
was following up on concerning a resident who are discussed, action plans developed
didn't feel they had received cough medicine Ina and implermnented as indicated. The
timely manner, Quality Assurance Performance

Improvement Committee consists of

Review of a note dated Octaber 11, 2014, af Administrator, Disector of Nursing,

12:15 a.m., sent to the DON by CNA #1, who

worked the night of October 11, 2014, reveaied A:.:smtam Director of Nur.slng, Medicat
resident #17 pressed the calf light to ask for some Director, Maintenance Director,
cough medicine at 11:00 p.m., on October 11, Activities Director, Social Service
2014. Continued review of the nots revealeg CNA | Director, Human Resources, and other
#1 told the nurse about the resident's request. Department Heads as determined.

Further review of the note revealed the resident
pressed the cali ight again at 11:30 p.m., stil
requesting the cough syrup as well as something
for headache. Conilnued review of the nate
revealad CNA #1 toid the nurse again about the
resident's request, Further review of the note
revealed the resident got up and went out into the
hall to ask for the medicine. Continued review of
the note revealed the resident went toward the
cart; the nurse pushed the resident's arm; and the
rirse said not to touch the cart. Further review of
the note revealed there was a iot of screaming
going on betwaen the resident and the nurse.
Continued review of the note revealed CNA #1
stepped in between the nurse and resident and
took the resident back to the room.

Compliance Date: November 20, 2014

Review of a nots dated October 11, 2014, at
L ! 12:30 a.m., sent {o the DON by Licensed
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Practical Nurse {LPN)#1, revealed CNA #1
reported the incident to the LPN. Continueg
review of the nots revealed resident #17
approached the agency nurse to ask for cough
syrup and something for headache. Further
review of the note revealed the agency nurse
spoke loudly to the resident, teliing the resident to
go back into the room ang wait their turn.,
Continued review of the note revealed the
resident made several attempts to show the
drawer where the cough syrup was, and the
agency nurse pushed the resident away and told
the resident fo wait their turn. Further review of
the note revealed LPN #1, who was located on
another hall, could hear the agency nurse talking
very loudly to resident #17. Continued review of
the note revealad LPN #1 went o the resident's
room, finding the resident very upset and crying,
and stating the agency nurse gave the resident
pilis but refiised to give the resident cough syrup
i and something for headache. Further review of
ihe noté reveaied LPN #1 approached the agency
nurse and asked if the medications could be
given, to which the agency nurse responded, "not
i | am ready to go down there.” Continued
review of the note revealed the agency nurse
stated resident #17 swatted at the 2gency nurse
and the move made the agency nurse mad.
Continued review of the note revealed CNA #1
stated the CNA had to get betwaen the agency
nurse and the resident, otherwise the sltuation
would have escalated to a higher level. Further
raview of the note reveated the DON was notified
of the Incident on October 11, 2014, at 12:15 a.m.

interview with the DON an October 18, 2014, at
1:20 p.m., in the dining room, confirmed the DON
received the notes from CNA #1 and LPN #1, and
the notes were turned over to the Adminisirator,
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Telephone interview with CNA #1 an October 16,
2014, at 10:29 a.m., revealed the CNA had told ' l_
the agency nurse several times about resident '
#17 wanting cough medicine and semething for
headache.. Further interview with the CNA
revealed when the resident pointed to the drawer
onthe medication cart where the cough medicine
was usually kept, the agency nurse told the -
resident to back up and don't touch the cart.
Continued interview revealed, when the resident
reached toward the cart, the agency nurse
swatteg the resident's hand away. Further
interview revealed the resident and agency nurse
were hollering and screaming, so the CNA
grabbed the resident, who was unsteady, and
went to the resident's room.

Intendew with resident #17 on October 16, 2014,
at 12:30 p.m., in the residenf's room, revealed the
resident verbalized the stary again, with the same
details as was verbalized during inteview on
October 14, 2014. Continued interview with the
resident revealed, when the resident approached
the medicine cart, the agency nurse stated,
"..Get on back to your room and wait your turn..."
and pointad down the hall toward the resident's
room, Further interview revealed the resident told
the agency nurse just wanted cough medicine
and the agency nurse again said *...Get back to
yaur room where you belong and walt your furn..
‘and pointed in the direction of the resident's
room. Further interview revealed the resident
pointed toward the drawer containing the cough
syrup, and the agency nurse pushed the resident
away. Continued interview revealed the agency
fwrse could have knocked the resident down
when the resident’s arm was slapped if the
resident had not pulled the arm away. Further
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interview revealed the resident was upset at the
nurse’s behavior and stated, "The person should
not be in the posifion and act like that, If...treated
me like that and | have my mind, how does...treat
those who can't tatk back.”

-1 Review of the fachity poficy Abuse Prevention
Palicy and Procedure, dated 2012, revealed,
“..Purpose...to review those practices and
omissions, which if allowed to go unchecked,
could lead to abuse. The scope of this program
shall apply to the prevention and abuse comifted
by anyone...This facility shali not condone any
acis of resident rnistreatment...verbal...physical
and/or mental abuse...by any...staff or other
agencies...Abuse...the harmful freatment of .
people, ranging from rough handling to the use of .
Insuiting or coarse language...the willful infiiction
of...intimIdation...or deprivation by an individus),
including a caretaker, of goods and
services...Mental Abuse...humiliation, inttmidation,
harassment, and threats of..deprivation...Physical '
Abuse...slapping...shoving...Verbal Abuse...saying
or doing something with intent to frighten a
resident or otherwise make him/her fee! unsate or
insecure...Naglect...faiture fo fukill a care-taking
obligation fo provide goods aor services...denial
of...health-related services...any employee
suspacted of abuse will be suspended as the
incident is raported, pending outcome of the
investigation...”

Review of the contract between the facility and |
the agency wio supplied the nurse, dated July 11, |
2011, revealad the agency would
"Responsibilities of [Agency)...match client
service requests with temparary health care
personnei who are propedy screened and
qualified in accordance with Standard Hiring ;
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Continued From page &

Pracfices...Responsibilities of [Facility]...Provide
orientation which, at minimum, includes the
review of policies and procedures
regarding...patient rights..."

interview with the Administratar on October 18,
2014, at 11:45 a.m., in the Administrator's office,
revealed they did not feel the agency nurse was
frving-to cause harm to the rasident, so abuse
had nat ocourred. Further interview with the
Administrator confirmed the agency nurse was
allowed to compiete the shift and was not
removed from duty,

483.1 (G )(ii)-(i), (G 2) - (4)
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of taw; ar have
had a finding entered into the State rursa aide
regisiry cancerning abuse, negiect, mistreatment,
of residents or misappropriation of their propearty,
and report any knowledge ¥ has of actions by a
court of {aw against an employee, which wouid
indicate unfitness for service as a nurse aide or
other facifity staff to the State nurse alde registry
or licensing authoritias,

The facility must ensure that all alleged viotations
invotving mistreatment, neplect, or abuse,
including Injurles of unknown source and
misappropriation of resident proparty are reported
immediately to the administrator of the facilty and
to other officials in accordance with State |aw
through established procedures (including to the
State survey and certification agenoy).

F 223

F 235

L
i

F225

* Immediate Carrective Action

The investigation for Resident #17 for
alieged abuse was initistad 10/11/14 by
the Director of Nursing cbitaining
employee statements.

1L, How other rasidents w
ldentified to be at risk.

Social Services Interviewed residents
with a BIMS score nine ar greater that
were cared for by the agency nurse to
datermine any other residents that were
atrisk. No other rasldents weare
identified for deficlent practice during
this time.
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' This REQUIREMENT is not met as evidenced

The facllity must have evidence that aft alleged
violations are thoroughly investigated, and must
pravent further potential abuse while the
Investigation is in progress.

The results of all investigations must be reportad
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken,

by: ;
Based on medical record review, interview,
review of facility documents, and facility policy
review, the facility falled to conduct 3 thorough
Investigation of an allegation of abuse for one
{(#17) of thirty-four residents reviewed.

The findings inciuded:

Resident #17 was admitied to the facility on
January 30, 2013, with diagnoses including
Hypertension, Diabates Mellitus, Mild Dementiz,
Chronic Pain, Rheumatioid Arthritis, Macular
Degeneratlon, and Gastroesophageal Reflux
Disease.

Medical record review of the quarterty Minimum
Data Set dated July 19, 2014, revealed the
resident had a score of 15 on the Brief Interview
for Mental Status (score of 15 indicates resident
is cognitively intact).

Medical record review of the physician's orders

44} I SUMMARY STATEMENT OF DEEIGIENCIES ¢ 1] PROVIOER'S PLAN OF CORMECTION (5]
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The Quality Improvernent Consultant
and the Nurse Educator re-educated on
10-16-2014; Licensed Nurses, Certified
Nursing Assistants, Administrator and
Directar of Nursing regarding prompt
inltlation and completion of Investigative
standard of suspected abuse, The Quality
impravement Consultant will moniter
alleged abuse investigations wes iy
times four weeks, morthly times three
months and then quarterly thereafter to
ensure prompt and compieted
investigations of alleged abuse,

v. Maonitoring/Quality, Assurance
Performance Imbrovement

fResults of the investigation reviews will
be presented to the monthly Quailty
Assurance Performance improvement
Committee for discussion and plan of
action develapment as indicated. . The
Quallty Assurante Performance
Improvement Committee cansist of I
Administrarar, Director.of Nursing,
Assistant Director of Nursing, Medical
Director, Maintenance Director,
Activities Director, Soctal Service
Director, Human Resources, and other
Department Heads as deterimined.

NoNebee 20 20 ¢ “Nror A F
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dated July 27, 2044, reveslad the resident was
ordered Promethazine-DM syrup 6.25-15 mg
(milligrams)/S ml {milliliters) 5 mi Q6h {every &
hours) prn (as needed) for cough.

Medical record review of the care plan revised on
July 23, 2014, revealed the resident was oriented
to person and place; recognized caregivers; and
was able to navigate fo angd from common areas
in the environment,

Interview with resident #17 on Qctobser 1 4, 2014,
at 8113 a.m., in the resident's room, reveated a
aurse came into the resident's room on QOctober
11, 2014, with medications. Continued interview
reveated the nurse stated was from Corporate.
Further interview revesaled the nurse did not leave
the resident's cough medicine, so the resident
wrned on the call Eght. Continued interview
revealed the Cartifiad Nurse Assistant (CNA)
responded and stated would tett the nurse.
Further interview reveaied, after an hour had
passed and the nurse had not brought the cough
medicine, the resident walked toward the
medication cart in the hall, Continued Interview
reveaied the resldent asked the nurse for the
cough syrup to which the nurse responded, "Get
back to your room where you belong and walt
your turn.” Further intervieiv revealed the resident
went closer to the cart and pointed to the drawer
where the medicine was, and the nurse slapped
the resident's arm and told the resident to get
away from the cart. Continued interview revealed
there was a CNA who cbserved the exchange
and wrote down everything as it oceured.,

Interview with the Administraier on Octaber 1 5,
2014, at 9:25 a.m., in the Administrator's office,
revealed thare was no one from Corporate
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administering medications, but an agency nurse
worked the night of October 11, 2014. Continved
intarview with the Adminlstrator revealed there
was a complaint the Director of Nursing (DON)
was following up on concerning a resident who
didr't feel they had received cough medicine in a
timely manner.

Review of a note dated Qctober 11, 2014, at
12:15 a.m,, sent to the DON by CNA#1, who
worked the night of October 11, 2014, revealed
resident #17 pressed the call light to ask for some
cough medicine at 11:00 p.m., on Octaber 11,
2014. Continued review of the note revealed CNA
#1 told the nurse about the resident's raguest.
Further review of the note revealed thé resident
pressed the call light again at 11:30 p.m., stil
reguesting the cough syrup as wall as somaething |
for headache. Continued review of the note '
revealed CNA #1 told the nurse again about the
resident's request. Further review of the note
revealed the resident got up and went out into the
hall to ask for the medicine. Continued review of
the note revealed the resident went toward the
carf; the nurse pushed the resident's arm: and the
nurse sald not to touch the cart. Fudher review of
the note revealed there was a ot of screaming
going en between the resident and the nurse.
Continued review of the note reveated the CNA _
stepped In between fthe nurse and resident and i
took the resident back to the room. :

Review of a note dated October 11, 2014, at
12:30 a.m., sent to the DON by Licensed
Practical Nurse (LPN} #1, revealed CNA #1
reparied the incident to LPN #1. Continued review
of the note reveaied resident #17 approached the
agency nurse to ask for cough syrup and

| something for headache. Further review of the
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note revealed the agency nurse spoke loudly to i
the resident, telling the resident to go back into
the room and wait their turn. Continued review of
the note reveated the resident made several
attempts to show the drawer whare the cough
Syrup was, and the agency nurse pushed the
resident away snd told the resident to walt their
turn. Further review of the note revealed LPN &4
was located on anather hall and could hear the
agency nurse talking very loudly to resident #17.
Continued review of the note revealad LPN #1
went o the resident’s rocom, finding the residant
very upset and crying, and stafing the agency
nurse gave the resident pills, but refused to give
the resident cough syrup and samathing for
headache. Further review of the note reveaied
LPN #1 approached the agency nurse and asked
i the medicatlons could be given, to which the i
agency nurse respanded; "not 'fil t am ready to go i
down there." Continued review of the note
revealed the agency nurse stated resident #17
swatted at the agency nurse and the move made
the agency nurse mad, Confinued reviaw of the
note revealed CNA #1 stated the CNA had to gat
between the agency nurse and the resident,
otharwise the situation would have escalated to a
higher level. Further review of the note revealed
the DON was notified of the incident on Octaber
11, 2014, at 12:15a.m.

Interview with the DON on October 15, 2014, al
1:20 p.m., tn the dining room, revealed the DON
interviewed the resident on Qctober 14, 2014.
Continued interview with the DON reveaied the
only complaint recelved was a nurse was rude to
a resident who wanted cough syrup, Further
interview with the DON confirmed the DON
received the notes fram CNA#1 and LPN #1, and
the notes were turned over to the Administrator.
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interview with the Administrator on October 185,

2014, at 3:20 p.m., in the Administrator's office,

revesied the DON tatkad to the agency nurse who

stated fold resident #17 would be there in a
minuie.;

Telephone interview with CNA #1 on Octaber 186,
2014, at 10:28 a.m., revaaled the CNA had told
the agency nurse several timss about residernt
#17 wanting cough medicine and something for
headache. Further interview ravealed, when the
resident pointed to the drawer on the medication
cart where the cough medicing was usually kept,
the agency nurse told the resident to back up ang
don't touch the cart. Continued interview reveated
when the resident reached toward the cart, the
agency nurse swatted the resident's hand away.
Further interview revealad the resident and
agency nurse were hollering and screaming so
the CNA grabbed the resident, who was
unsteady, and went to the resident's room.

Interview with resident #17 on QOctober 16, 20114,
at 12:30 p.m,, in the resident's room, reveated the
resident again verbalized the story as told during

| interview on October 14, 2074, Continued
interview revealed, when the resident approached
the meadicine cart, the agency nurse stated,
"...Get on back to your room and wait your turm..."
and pointed down the hall toward the resident's
foom. Further interview reveated the resident fold
the agercy nurse just wanted cough medicing
and the agency nurse again said, "...Get back to
your room where you belong and wait your turp,,."
and pointad in tha direction of the resident's
room. Further inferview revealed the resident
pointed toward the drawer containing the cough
syrup, and the agency nurse pushed the resident
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away. Continued interview revaaied the agency
nurse could have knocked the resident down
when the resident's arm was slapped if the
resident had not pulled the arm away. Further
interview revealed the resident was upset at the
nurse's behavior and stated, "The person should
not be in the position and act like that, if...\reated
me like that and | have my mind, how does...treat
those who can't talk back.”

Review of the facility policy Abuse Prevention
Policy and Procedure, dated 2012, revealed,
"...Any complaint, aliegation, observation, or
suspicion of resident abuse...whether physical,
mental, or sexua! is toc be thoroughly reported,
investigated, and documented in uniform
manner...the investigation is completed within 48
to 72 hours, "

intarview with the Administrator on October 16, 1
2014, at 11:45 a.m., in the Administrator's office,
confirmed an abuse investigation was not
conducted because the Administrator had
discussed the incident with the DON and
Corporate and they did not feel the Incident
quaiified as abuse. Continued intervisw with the:
Administrator reveatad they did not feel the
agency nurse was trying fo cause harm to the
resident, so abuse had not ocourred.

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226

$8=D | ABUSE/NEGLECT, ETC POLIGIES I
The facitity must develop and implement written h Immediate Corrective Action
policies and procedures that prohibit ] )
mistreatment, neglect, and abuse of residents The investigation was Initiated an
and misappropriation of restdent property. 10/11/14 by the Director of Nursing
which is the first step in fellowing facility
policy,
I !
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HR How ather residents were
This REQUIREMENT is not met as evidenced identified to be af risk,
by: ’
Based on medical record review, interview,
facility document review, and facility palicy review, . . .
the facility failed to implement the facilty poficy for o Services nterviewed residents
investigation of an allegation of abuse for one With a BIMS scare nine or greater that
(#17) of thirty-four residents reviewed, . Were cared far by the agency nurse to
-determine any other residents that were
The findings included: atrisk. No other residents were
) i identified for deficient practice during
Resident #17 was admitted to the facllity on this time P
January 30, 2013, with diagnoses including '
Hypertension, Diabetes Mellifus, Mild Dementia,
Chronic Pain, Rheumatoid Arthritis, Macular . Svsremic Chanpes
Degeneration, and Gastroesophageat Reflux
Disease.

Medical record review of the quarterly Minimum |

The Quality Improvernent Consultant
Data Set dated July 19, 2014, revealed the e Quaity tmp

resident had & score of 15 on the Brief interview and the N"rse_ Educator mdum?? or
for Mental Status (score of 15 indicates resident 10-16-2034; ticensed Nurses, Certified
is cognitively intact). Nursing Assistants, Administrator and

. ' Director of Nursing regarding prompt
Mediical record review of the physician's ordars initiatlon and completion of investigative

dated July 27, 2014, revealed the resident was

tandard of suspected abuse, The Quality
orderad Promethazine-D syrup 6.25-15 mg : P

(milligrams)/5 mi {millifitersy 5 mi QBh {every 6 impraovement lCnnsuItan.t will monitor
hours) prn (as needsd) for cough. alleged abuse investigations weekly

timas four weeks, monthly times three
Madical racord review of the care plan ravised on months, and guarterly thereafter to
July 23, 2014, revealed the resident was criented i ensure prompt and completed

to person and place; recognized caregivers; and
was able to navigate to and from common areas
in the environment,

investigations of alteged abuse.

Interview with resident #17 on October 14, 2014,
at8:13 a.m., in the resident's room, revealed a . ;
nurse came info the residgent's room on October - l

L ]
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11, 2014, with medications. Continued interview . 1. Monitaring/Cuality Assurans
revealed the nurse stated was from Corporate. . Performance Impravement
Further interview revealed the nurse did not leave

the resident's cough madicine, so the resident
turned on the call light. Continued interview
revealed the Certified Nurse Assistant (CNA)

responded and stated would tell the nu r56. Results of the investigation review wilt
Further interview revealed, after an hour had be presented to the manthly Quality
passed and the nurse had not brought the cough Assurance Performance Improvement
medicine, the resident walked toward the Commitiee for discussion and plan of
medication cart in the hall. Continged interview actlon development as indicated. The

revealed the resident asked the nurse for the

i Quality Assurance Performance
cough syrup, to which the nurse responded, "Get

back to your room where you beleng and wait mprovement Cammittee constst of
your furn.” Further interview revealed the resident Administrator, Diractor of Nursing,
wen{ closer to the cart and pointed to the drawer Assistant Director of Nursing, Medical
where the' medicine was, and the nurse slapped Director, Maintenance Director,

the resident’s arm and told the resident ic gat Activitles Director, Social Service

away from the cart. Confinued interview revealed
there was a CNA who observed the exchange
and wrote down everything as it ocourred.

Directar, Human Resources, and other
Department Heads as determined,

Interview with the Administrator on Octobsr 15,
2014, at 9:25 a.m,, in the Administrator's office, . A
revealed there was no one from Corporate Compliance date: November 20, 2014
administering medications, but an agency nurse
worked the night of Octaber 11, 2014. Continued
interview with the Adminisirator revealed there
was a complaint the Direcior of Nursing (BON)
was following up on concerning a resident who
didn't feel they had received cough medicine in a
timely manner.

Review of a note dated Qstober 11, 2014, at
12116 a.m., sent io the DON by CNA#1, who
worked the night of October 11, 2014, revealed
resident #17 pressed the call iight to ask for some
cough medicine at 11:00 p.m., an October 11,
2014. Continued review of the note revealed CNA ;

FORM CMS-2867(02-99) Pravious Versiona Obeciate - Event (D:TZOW14 Facllity I0: TN75Q2

H

If continuation shaet Pags 15 of 31



From: BOULEVARD TERRACE 815894585449 T2712/2074 171 :01 #E7E F.017/032

DEPARTMENT OF HEALTH AND HUMAN SERVICES R R Ampesr2014
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
: 445235 B. WING 10/16/20114
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. ZiP CORE

1530 MHDDLE TENNESSEE BLVD

BOULEVARD TERRACE REHABILITATION AND NURSING HOME MUREREESBORO, TN 37120

{Xa} (D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 0s)
PREFIX {EACH DEPICIENCY MUST BE PIREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
- DEFICIENCY)
F 228 Continued From page 15 F226

#1 told the nurse about the resident’s request,
Further review of the note revealed the residant
pressed the call light again at 11:30 p.m,, stil!
requesting the cough syrup as well as somathing
for headache. Continued review of the note
revealed CNA #1 told the nurse again about the
resident’s request. Further review of the note
revealed the resident got up and went out ino the
hali to ask for the medicine. Continued review of
the note revealed the resident went toward the
cart, the nurse pushed the resident's arm; and the :

rnurse said not to touch the cart. Further review of
the note revealed there was a lot of scraaming
going on between the resident and the nurse,
Continued review of the note reveated CNA#1
stepped in between the nurss and resident, and
took the resident back to the room.

Review of a note dated Qctober 11, 2014, at
12:30 a.m., sent to the DON by Licensed
Practical Nurse {(LPN) #1, revaaled CNA #1 ;
reported the incident fo LPN #1.. Continued review !
of the note revealed residant #17 approached the |
agency nurse to ask for cough syrup snd
something for headachs, Further revisw of the
note revealed the agency nurse spoke loudly o
the resident, telling the resident to go back into
the raom and wait their turn. Continued review of
the note revealed the resident made several
atternpts to show the drawer where the cough
Syrup was, and the agency nurse pushed the
resident away and told the resident to wait thair
turn. Further review of the note revealed LPN #1
was located an another hall and could hear the
agency nurse talking very loudiy to resident #17.
Continued review of the note revealed LPN #1
went to the resident's room, finding the resident
very upsel and crying, and stating the agency

{ nurse gave the resident pills, but refused to give
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the resident cough syrup and something for
headache. Further raview of the note revaaled
LPN #1 approached the agency nurse and asked
if the medications could be given, to which the
agency nurse responded, "not il | am ready to go
down there." Continuad raview of the note
revealed the agency nurse stated resident #17
swatted at the agancy nurse and the move made
the agency nurse mad, Continust review of the
note reveaied CNA #1 stated the ONA had fo get
between the agency nurse and the resident,
otherwise the situafion would have escalated to a
higher level, Further review of the note ravealsd

the DON was notifisd of the incident on October
11, 2014, at 12:15 a.m.

F228

intarview with the DON on October 4 5, 204, at
1:20 p.m., in the dining room, confirmed the DON |
received the notes from CNA #1 and LPN #1, and
the notes were turned over fo the Administrator.

Interview with the Adminlstrator on October 15,
2014, at 3:20 p.m., in the Administrator's. ofiice, |
revealed the DON talked to the agency nurse who|

Stated told resident #17 would be therein a
minute.

Telephione interview with CNA #1 on Ocfober 18,
2014, at 10:29 a.m., revesled the CINA had told
the agency nurse several times about resident
#17 wanting cough medicine and sotasthing for
headache. Further interview revealed when the
resident pointed to the drawer on the medication
Cart where the cough medicine was usually kept,
the agency nurse told the resident to back tp and
dort't touch the cart. Continued interview revaaied
when the resident reached toward the carf, the |
agancy nurse swattad {he resident's hand away. |
Further interview revealed the rasident and
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agency nurse were holiering and screaming, so
the CNA grabbed the resident, who was
unsteady, and went to the resident's room.

interview with resident #17 on Oclober 16, 2014,
at 12:30 p.m., in the resident's room, revealed the
resident again told the story with the same detalls
as verbalized on October 14, 2014, Continued
interview revealed when the resident approached
the medicine cart, the agency nurse stated,
"...Get on back to your raom and watt your turm..."
and pointed down the hall foward the resident’s
room. Further interview reveated the resident told
the agency nurse just wanted cough medicine
and the agency nurse again said, "...Get back to
your raom where you belong and wait your turn.."
and pointed in the direction of the residant's
room. Further interview ravealed the resident
pointed toward the drawar coniaining the cough |
syrup, and the agency nurse pushed the resident |
away. Continued interview revealed the agency
nurse couid have knocked the resident down
when the resident's arm was slapped ¥ the
resident had not pulled the arm away. Further
interview revealed the resident was upset at the
nurse’s behavior and stated, "The person shauld
not be In the position and act like that: [f.. treated
me like that and | have my mind, how does.. treat
those who can't talk back." iy

Review of the facility poiicy Abuse Prevention. -
Policy and Procedure, dated 2012, reveated,”
"..Any complaini, afiegation, observation, or
suspicion of resident abuss...whether physical,
mental, or sexual is to be thoroughly raported,
investigated, and documented in a uniform
manner...the investigation is completed within 48
to 72 hours...any employee suspected of abuse
wifi be suspended as the incident is reporied,

FORM CMS-2587(02-88) Pravious Versions Obsolate Event ID; TZOW11 Facility [T THN7S02
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‘March 8, 2013, with diagnoses including

Based on medical record review, observation,
interview, and facllity policy review, the facility .
failed to place call lights within reach for two
residents (#30, #64) of thirty-four residents
reviewed,

The findings included:

Resident #30 was admitted 1o the facility on

Administrator conducted a facillty audst
to ensure all call lights were in reach for
i all residents upon notification.

i
1

OMB NO, 0938-0391
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F 2286 | Continued From page 18 F 228
pending autcome of the investigation...”
Interview with the Administrator on October 18,
2014, at 11:48 a.m., in the Administrator's office,
confirmed an abuse investigation was not
conducted because the Administrator had
discussed the incident with the DON and
Corporate, and they did not feel the incident
qualified as abuse. Further interview revealed the
agaency was notified the nurse was not te retum to
"1 the facliity. Further interview confirmed the
agency nurse was allowed to complste the shift
and was not removed from duty as the faclity
policy stated.
F 246 | 483.15(e){1) REASONABLE ACCOMMODATION 246 F246
§8=0| OF NEEDS/PREFERENGES
Aresident has the right to reside and receive I immediate Corractive Action
services in the facitity with reasonable
accommodations of individual needs and Resident # 30 and Resident # 64 have
preferences, except when the health or safety of thelr cail fights placed within reach upon
the individual or other residents would be notification on 10/15/12 by the certifled
endangered, nursing assistant,
' il. How other _rgsiciemg were
This REQUIREMENT is not met as evidenced identifigd to be at risk.
“By: :
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Hypoglycemia, Ostecarthrosis, Muscutar Iis. Systemic Changes
Wasting, Chronic Pain, Paripheral Neuropathy, o
‘Hypertension, and Hemiplegic Affect. The Nurse Educator re-educated
Licensed Nurses.and Certified Nursing
Medical record review of the Quartery Minimum Assistants on 10-16-2014, regarding the
Ela:’:a Set (MDS) dat}ad ‘Il:‘[y 17.’ ?014' reuaaigd the ' facllivy Calf Light Standard. The Director
resident had highly impaired vision and required , .
extensive assistance of one person for bed of Nursing/designee wili manitor caft
mobility. ght placement three times a weal for
i four weeks and then weekly for four
Observation on Qctober 14, 2014, at 12:52 p.m., weeks to ensure compliance.
in the resident’s room, revealed the resident was
lving on t'he bed on the left side, and complamned V. Menltoring/Quality Assurance
of leg pain. Continued observation revealed the Performance Improvement
resident's call light was positioned an the side rail
an the right side of the bed,
inferview with the rasident on Qctobier 44, 2014, Results of the call light audit will be
at 12:52 p.m., in the resident's room, confirmed brought to the Quality Assurance
the resident was not able to raach the call light on Performance iImprovement Committes
fhe right side of the bed. 1o discuss and develop action plans If

!
Review of the facllity's policy Call Light Standard, |
undated, ravazied, "...Be sure the call light is

indicated. The Quality Assurance
Performance Improvement Commities

plugged in at aft times and is placed so the consist of Administrator, Director of
resident may easily access the call fight when Nursing, Assistant Director of Nursing,
needed...” : Medical Director, Maintenance Director,

Activities Director, Social Service
Director, Human Resources, and -
Departments Head as determined,

Interview and observation of the resident, with the
Director of Nurses (DON), in the resident's room,
on October 15, 2014, at 1:00 p.m., confirmed
when the resident was posittoned on the left side,
the resident wouid not be able io reach the call
fight on the right side of the bed. . Compliance Date: November 30, 2014
Resident #64 was admitted to the facllity on
November 22, 2011, with diagnoses including
Traumatic Amputation of Left Lower Exfremity
Below the Knee, Diabetes, Chronic Pain,

FORM CMS-2567(02-99) Pravious Versions Cbsolele Evant i0: TZOWMN Facilily ID: TH7507
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F 246 | Continued From page 20 E 246

Blindness Both Eyes, Hypertansion, Peripheral
Vascular Disease, and Major Depressive
Disorder.

Medicat record review of the Quarterly MDS
daied September 27, 2014, revealed the resldent
was cognitively Intact; had severe vision
impairment; had physical mobility impairment of
upper and lower extremities on one side; required
extensive assistance of one person for bed
mobility and extensive assistance of 2 or more
persons for transfers; and was not self-sufficient
in a wheelchair,

Observation on October. 13, 2014, at 10:46 a.m.,
in the resident's room, revealed fhe resident
seated in & wheeichair facing away from the bed,
and the resident's call fight was secured o the
bed rail behind the rasident.

Observation on October 15, 2014, at 12:30 p.m.,
revealed the resident dressed in a gown, and
seated in 3 wheelchair beside the bed, facing
away from the bed. Continued observation _ i
revealed the resident appeared to be cold, ! f
evidenced by the shaking motions of the
resident's body and clenched teeth. Continuad
chservation revealed the resident's call light was
secured to the bed rall behind the resident,

Interview with the resident on October 15, 2014,
at 12:30 p.m., in the resident's room; confirmed g
the resident was cold, stating, "Yes, my teeth are
chattering.” Continued interview confirmed the
resident couid not reach the call fight.

inferview with the DON on October 1 5, 2014, at
12:40 p.m., in the resident's room, confirmed the
cali light had not been placed within the resident's i

FORM CMS-2667(02-99} Previous Versions Obsolets Evenl tD: TZ00wW 14 Facifity ID; TN7562
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F 246 Continued From page 21 i F248

reach.

interview with the Administrator on October 185,
2014, at 3:30 p.m., in the conference room,
confimed the facility's expectation was for each
resident’s call light to be placed within the '
resident's reach.

F 278 483.20(g) - (i) ASSESSMENT F278

F278
§8=E | ACCURACY/COORDINATION/CERT|FIED o

| Immediate Corrective Action
The assessment must accurately reflect the T e

. i
resident's status, The MDS Coardinator submitted g

A registered nurse must conduct or coordinae slgnificant correction for resident #22 on
aach assessment wifh the app‘mpriate 11-06-2014, flesident #107 dlEChangd
participation of health professionals. _ 0n 13-06-2014. MDS Coardinator

compieted a quarterly assessment on 10-
24-2014 assuring accuracy on res #30..
i The MDS Cocrdinator submitrag 2

A registered nurse must sign and certify that the
assessment ts completed.

Each individuat who completes a portion of the

i significate correction for resident # 6 on
assessment must sign and ceriffy the accuracy of

that portion of the assessment. 11-06-2014.

Under Medicare and Medicaid, an individual who Ik How ather residents are
willfully and knowingly certifies a material and identified to be at risk.

false statement in a resident assessment is

subject {0 a civil money penalty of not more than All residing residents have the potential
1,000 for each assessment; or an individual who to be affected by alleged deficient
willfully and knowingly causes another individual practice. No other inaccurate MDS's

fo certify a material and false statement in a

rosident assessment is subject to a civil monay ;
-05-2014 after a cursory review,

penalty of not more than $5,000 for sach n

assessment.

were found by the MDS Coordinator on

Chinical disagreement does not constitute
material and false statement,

|
- i
| I
H : H
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This REQUIREMENT is not met as evidenced
by:

Based on medical record review, interview, and
review of facility fall investigations, the facility
faited to ensure assessments were accurate for
four resldents (#22, #107, #30, and #05) of
thirty-four residents reviewed.

The findings included:

Resident #22 was admitted to the facitity on Aprit
12, 2013, with diagnoses including Detmentia,
History of Falls, Parkinson's Disease, Muscle
Weakness, Anxiety, Congestive Heart Failure,
Depression, Schizophrenia, and Prostate Cancer.

Medical record review of a MNursing Progress Note
dated September 27, 2014, at 122 p.Jn., revealed
the resident had been ".. found on the floor
by...bed,.."

Medical record review of the 60 day Prospective
Payment System (PPS) asseasment dated
September 30, 2014, rovealed the resident had
not had a fall since admission or the prior
assessment. '

Intervisw with the Minimum Data Set (MDS)
Licensed Practical Nurse {LPN}#1 and the MDS
Coordinator on October 186, 2014, at $0:07 a.m.,
in the MDS office, confirmed the resident had
fallen on September 27, 2014, Further interview
confirmed the assessment dated Saptember 30,
2014, was not accurate.

Resldent #107 was admittad to the {acifity on May
18, 2014, with diagnoses including Aftercars

Healing of Traumatic Fracture of Hip, Persona!

- Performance Improvement Committes

I, Systemic Changes

The DON educated all departmant
managers on how to accurately code the
MDS to reflect the resident’s status on
11-07-2014. The MDS coordinator will
conduct and coordinate the assessment
according to each indlvidual resident's
needs. Director of Nursing/designee will
monitor the MDS weekly times four
weeks, then monthly times four weeks
o ensure accuracy of data coded, MDS
coardinator will attend teaining session
in February targeting accurate coding on
MDS and will tratn facllity staff
accordingly.

W. Monitoring/Quality
Assurance Performance Improvement

Results of the MDS Accuracy audit will ke
brought to the Quality Assurance

to discuss and develop action plans if
Indicated. The Quallty Assurance
Perfarmance Improvement Committes
consist of Administrator, Director of
Nursing, Assistant Director of Nursing,
Mediczl Directar, Maintenance Director,
;\ctivities Diraectar, Sacial Service
Director, Human Resources, and
Departments Head as determined.

Compliance date: 13/14/2014
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Histary of Fall, Depression, Chranic Ischemic

Heart Diseasa, Cerebrovaseular Disgase, Muscle
Weakness, Diabateg Mellitus, Congestive Heart !
Failure, Pressure Ulcar, and Coronary ;
Atherosclerosis.

Medical record review of the Medication
Administration Record {MAR} dated June 1-30,
2014, ravealed the resident rafused o take
Paroxetine (anfi-depressant) at B:00 p.m., and
Lactulose Sojution {for constipation) at 8:00 p.m.,
from June 5 through 11, 2014, for a total of seven
tays.

Medical record review of the 30 day PP3
assessmant dated June 11, 2014, revealed the

resident refused care, including medication, for
one to three days,

Interview with the Social Worker on October 15,
<014, at 10:35 a.m,, in the MDS office, confirmead
the Social Worker was rasponsible for the section
addressing the refusal of care on the PPS
assessments. Further interview confirmed the
June 11, 2014, assessment failed to accurately
address the daily refusal of medications.

Resident #30 was readmitied to the facility on
July 3, 2014, with diagnoses including
Hypaglvcemis, Osteoarthrosis, Muscular
Wasting, Chronic Pain, Peripheral Naurapathy,
Hypertension, and Hemiplegic Affect.

Medical record review revealed the resldent had
been admitted to Hospice services on August 9,
2013, with diagnoses of Senlle Pementia with
Dspressive Features.

Medical record revisw of the Quarterly MDS

Fars

“DRM CMS-2567(02-98) Pravious Versions Ohsolete Event ID: TZ0w 14
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dated July 17, 2014, ravealsd no decumentation
the resident had a pragnosis for life expectancy of
less than six months.

Interview with LPN #1 on Ociober 15, 2014, at ]
2:30 p.m., in the MDS office, confirmed the MDS
assessment was inaccurate.

Resident #6 was re-admitted to the facility on
December 23, 2013, with diagnoses including
Acute Myocardial Infarction, Congestive Heart
Failure, Cardlomyopathy, Dementia, Diabsfes,
Genarailized Muscle Weakness, and Anxiety.

Review of a fall investigation with an incident date
of Aprit 28, 2014, revealed the residsnt had an
unwitnessed fall with no injury.

Review of a falt investigation with an incidant date
of May 4, 2044, revesiad the resident had = fall
with no injury. '

Review of a fall investigation report with an
incident date of May 6, 2014, revealed the
resident had a fall with no injury.

! Review of a quarterly MDS dated dufy 1%, 2014,
revealed the resident had no falls since previous
assessment.

Interview with the MDS Coordinator on Qctober
16, 2014, at 8:55 a.m., in the MDS office,
confirmed the quarterly MDS dated July 11, 2014,
was not accurate,
F 358 | 483.30(e} PORSTED NURSE STAFFING F 356
ss=C | INFORMATION '

The facliity must post the following information on
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: The fai:i!ity must, upon oral or written reguest,

a dally basis:
o Facility name,
o The currenf date,
0 The totai number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsibie far
resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Cettified nurge aides.
o Resldent ¢census,

The facility must post the nurse staffing data
specified ahove on a daily basis at the beginning
of each shift. Data must be pasted as follows:

0 Clear and readabla format,

o In & prominent place readily acceasible to
residents and visitors.

make nurse staffing data available fo the pubiic
for review at a cost not to exceed the com munity
standard.

The facillty must mainiain the posted dally nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMEMT s not met as evidenced
by:

Based on obsarvation and interview, the Tacllity
faled fo post accurate nurse staffing information
as required.

The findings included:

Observation on October 13, 2014, at 8:55 a.m., in

R4 ID SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 358 ; Continued From page 25 F 356

£356

R Immediate Corrective Action

Current staffing information was posted
upon identification 10/13/14 by the
Nursing Home Administrator,

HR How other residents were
identified to be at risk.

No residents were at risk with this
deficlent practice.

l, Systemic Changes

Re-education of the staffing coordinator
was conducted by the Nursing Home
Administrator on 10-17-2014 regarding
the posting of datly current staffing
information. DON/designee will monitor
daily times four weeks, weekly times
four weeks and then monthly thereafter.
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- Performancs Improvement
the front hallway, revealed the nursing stadf
information posted was for the nursing staff
 scheduled on October 10, 2014, and had not |
been updated fo reflect the current nursing staff in |
the facility for Octaber 13, 2014. Results of the investigation review will
be presented to the monthly Quality
| interview with the Administrator an Qoctober 13, Assutance Performance Improvement
2014, at 8:55 a.m., In the front hallway, confirmed Committee for discussion and plan of
the nurse staffing mfonnai;on.‘a did not reflect the ) action development as Indicated. The
curent nursing staff prasent; and confirmed the ! S
facility falled to post accurate nurse staffing. Quality Assurance Performance
F 371 483.35(1) FOOD PROCURE, F 371 tmprovement Committee consist of
§8=F| STORE/FREPARE/SERVE ~ SANITARY Administrator, Director of Nursing,
Agsistant Direcior of Nursing, Medicai
E‘;epfadmy ?‘Uﬁ ;r 5 Director, Matntenance Director,
rocure food from sources approved or . .
considered safisfactory by Fade:?al. State or local g.cﬂwtle.s Directar, Social Service
authorities; and irector, Human Resources, and'
{2) Store, prepare, distribute and sarve food Department Head as determir-
under sanlitary conditions
-ember 38, 2004 | Wnewiss
This REQUIREMENT Is not met as evidenced
by:
Based on observation and interview, the facility
failed to maintain three of three dietary food F371
storage bins and one of one three drawer utensi!
storage bins in the dessett room and the ) ) )
canvection oven in a sanitary manner. b immediate Corrective Action
The findings includad: Upon notification 20/13/14, 3 .ident'rfied f
; . food sturage bins, the convection oven
Observation of the dietary department dessert interior and 1 three drawer storage
room on Qctober 13, 2014, at 9:20 a.m., and container with utenslls ware cleaned by
12:28 p.m., with.the Certified Distary Manager the Dietary Manager/staff, ]
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NAME OF PROVIDER OR SUPPLIER

BOULEVARD TERRAGE REHABILITATION AND NURSING HOME
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1530 MIDDLE TENNESSEE BLVD
MURFREESBORO, TN 37130

" SUMMARY STATEMENT OF DEFIGIENCIES

The faclity must establish and maintain an
InfectiopGontroi Program designed to provide a
saie, sanitary and comfortable environment and

I-thefacility must establish an nfection-Control

to help prevent the developmentand transmission
of disease and infection, :

{a) Infection Control Program

Progrem under which it -

(1) investigates, conirals, and prevents infections
in the facity, o

(2) Decides what progcedures, such as igolation,
shoutd be applied to an individuat resident; and
(3} Maintains a record ofincidents and corrective
actions related o infactions.

(X4} 1D Yy PROVIDER'S PLAN OF CORRECTION ) -
FPREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION -
TAG - 'REGULATORY OR LSC IDENTIFYING INEQRMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
: . DEFIGIENCY)
F 371 | Continued From page 27 | F 371 . How °_“‘§’ "’bs“'et’“_s were
present, reveated three of three food storage bins ientified to be at ris
contatning flour, sugar, and cornmeal, had drisd
debris an%'}ed'colo?ed :;ains on the exterioi- of All residents are at risk for this identlfleg
the bins .and lids. Further observation revealsd deficient practice. The items identified
one thrae drawer sforage container with utansils waere cleaned or repiaced with new
had dried t_:!ebris and stains on the extarior of the items.
container,.” : . . .
e ' 1. Systemic Changes
Observation of the distary department on October
;&3;-2-01;3’.5\{312:50 p;m:z‘;wéﬁt]hm? ?emﬁe‘zj Distary " Dietary Manager re-educated dietary
nager pres av ; ' - .
door, and back of the somEChon ven staf on 10-16-2014 cegarding cleaning
cove;:éd with' brown colored d ebris schedules {or all identified equipment. .
i R The Dietary Manager/designee will
interview with the Ceriffied Dietary Manager on monitor the cleaning scheduies and
October 13,.2014, at 12:28 p.m,, and 12:50 p.m., actuat cleaning of tterns three times a
:=n “;e-' g;e_tary S‘epaﬁn&etﬂt' C?rlﬁl‘?fletd -the't!gree week for four weeks and then weekly for
ood storage bins and the uteisil storage binin : e ;
the dessert room and the convection oven inferior : four weeks to ensure compliance.
were dirfy. - . :
F 441 | 483.85 INFECTION CONTROL, PREVENT = 441 V. Monitaring/CQuality Assurance
$8=D | SPREAD, LINENS Pe!'furmance ‘mprovemert

_ Results of the monktoring will be
presented to the Quality Assurance
Performance Improvement Committee
1o discuss and develop action plans as
indicated, The dugllty Assuyance
Performance Improvement Committee
consist of Administrator, Director of
Nursing, Assistant Director of Nursing,
Medical Diréctor, Maintenance Director,
Activities Director, Social Servica
Director, Human Resources, and
Departenent Head as determined.

Con:tpiiam:e Diate: Movambser 30, 2014
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{b) Preventing Spread of Infection

{1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the residant. :

(2) The facility must prohibit employees with a
communicabie disease or infacted skin lesions
from direct contaict with residents or their food, if
direct contact will transmit the disease.

{3} The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professionat praciice,

{c) Linens :

Personnel must handle, store, process and
fransport linens so ag'to prevent the spread of
Infection.

This REQUIREMENT is not met as evidenced

jby: - '

Based on medical record review, obsarvation,
facility policy review, and interview, the tacility
falled to ensure safe ‘infection control practices
were implemented for three residents (#£39, #53,
#56) of thirty-four residents observed.

The findings inciuded:

Resident #38 was readmitted to the facifity on
March 17, 2014, with diagnoses including
Dysphagia, Dementia, Convuisions, Alzhaimer's
Disease, and Sastrostomy Tube.

Observation in the resldent's room with the
Director of Nurses (DON) on October 15, 2014, at

STATEMENT CF DEFICIENCIED {¥1) PROVIDERSUPPLIER/TLIA (X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING .- COMPLETED
. _ 445235 B. WING - , 10/16/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDHESS, CITY. STATE, ZIP CODE
' ¢ ABILITATION AND NURSING HOME 1520 MIDDLE TENNESSEE BLVD
BOULEVARD TERRACE REHABILITATIO ) MURFREESBORO, TN 57130 |
{(x4) D SUMMARY STATEMENT OF DEFICIENCIES | 1a] PRGWDERQFWANUFCDHRECHUN (X5}
PREFIY (EAGH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX [EACH CORRECTIVE ACGTION SHOULD BE GDMDFA.EFIOH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE TE
: LEFICIENCY)
. . #441
F 441 Continued From page 28 F 4414

N Immediate Corrective Action

Resident #32 was cleaned of saliva by
the Licensed Nurse immediately upon
notification. No further adverse
condltions were found. Resident #53

foley catheter bag was properly

positioned by the Licensed Nurse upon
-, notification. Resident # 56 trash was

removed to an appropriate receptacle.

. How other residents were
identified to be at risk.

All residing residents have the potential
1o be affected by alieged deficient
practice. .
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| NAME OF PROVIDER DR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
: . 1630 MIDDLE TENNESSEE BLVD
BOULEVARD G
/ TERRACE REHABILITATION AND NURSING HOME MURFREESBORO, TN 37130
D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S FLAN OF SORRECTION )
" PREFIX {EACH DEFICIENCY #UST BE PRECEDED BY FULL PREFEX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
. DEFICIENCY)
F 441 | Continued From page 29 F 441, 11 Systemic Changes
10:30 a.m., revealaed bubbles had formead on the
resident's mouth from the resident exhaling The Director of Nursing was re-educated
throu_gh saliva poc_niqd on the res:dept‘s fips. by the Quallty Improvement Consultant
Continued observalion revealed safiva had oozed on October 15, 2014 as o Infection
from the left aide of the resident's mouth, down ’ Hization of gloves)
the neck, and around the chin to the resident's Control techniques {utlization of glove
chest. Continued observation revealed the DON when providing resident care. LPN H3
wiped the resident's mouth, neck, and chest area + was re-educated by the'Nurse Educator
using a moistened paper towel and ungloved October 15, 2014 on the proper
hz.nd to remove the safiva from the resident's placement of a foley catheter bag. NHA
sKin. was reeducated by the Quality
Review of the facility's policy Infection Cantrol {  Improvement Consultant on October 13,
Prograrn Plan, revised 2011, revealed, "...1. i 20314 as to proper disposat of trash and
Gloves: Gloves should be worn whenever incontinence products. The
exposure to the following is planned or Nurse educator conducted in-service e VW MQ
anticipated...Saliva, Mucous membranes..." education on Cctober | {p. 2014 to AN
| Interview with the DON on October 15, 2014, at eensed Nurses, Certifled Nursing oA 13 ol

implemented.

3:30 p.m., In the A/R haliway, confirmed the
faclity’s policy for infection control had not been

Obaervation on October 13, 2014, at 8:45 a.m., in
the room of resident #53, reveaied the residenl's
foley catheter (for drainage of urine from the
bladder)} drainage bag was lying on the floor.

inferview with Licensed Pracfical Nurse #3 on
Cotober 13, 2014, at 8:50 a.m., In the resident's
room, confirmed the catheter bag vas not to be

lying on the floor and was to be secured to the
bed.

Observation on Oclober 13, 2014, at 10:10 a.m.,
in the room of resident #56, revealed the garbage
can in the room was overflowing onto the floor
with trash and wet diapers.

Assistants and the Nursing Home
Administrator and Director of Nursing
regarding proper infection control
techniques of ;giovlng during resident
care; proper placerment of fb!ey catheter
bag; and preper disposal of trash
including incontinence devices.
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(X4} 1 SUMMARY STATEMENT OF DEFICIENCGIES 7] PROVIDER'S PLAN
PRERIX {EACH.DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CDRF;R'ESCTNE f&?o%ﬂgﬁgﬂ'&"as mé{?non
TAG REGLULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APFROPRIATE 0ATE
DEFICIENCY)

441 | Continued From page 30 F 441 W Monltoring:/Quality
Interview with the Administrator on October 13, As Par '; rovement
2014, at 10:20 a.m., in the resident's room, putance Teriarmance Tmproveme

confirmed the garbags can was overflowing with ) .
frash onto the fioor and constituted an infestion Audit of resident care prevision (mouth
contral risk. Lo ) . care) will be conducted by the

' : DON/designee three fimes a week times
4 weeks and then weekly timas 4 weeks
10 ensuce compliance. Anaudh of foley
catheter bag placement will be
conducted by the DON/designee three
times a week times four weeks and then
weekly times four weeks to ensure
compiiance. An audit to identify proper
trash removal and disposal will be
conducted by the Housekeeping The

Quality Assurance Performance
Improvement Commitfee consist of
Administrator, Director of Nursing,

_ Assistant Director of Nursing, Medicat
Director, Maintenance Director,
Activitizs Director, Secial Service.
Director, Human Resources, and
Department Head as determined.

Supervisgr three times a2 week for four
weeks and then weekly for four weeks to
ensure compliance. All audit restefts wifl
be brought to the Quality Assurance

i Performance lmprovement Committee

i for revlew and determination of
compliance. Additional action plans will
be developed for identifled concerns.

th

Compiiance Date November 30
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