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£ 000 | INITIAL COMMENTS Fopo| BereaHealth Care Center does not
helieve and does not admit that any
deficiencies existed before, during or
A standard health survey was conducted on after the survey, Berea Health Care
10/21-23/14. Deficient practice was Identified Center reserves all rights {o contest the
with the highest scope and severity at "D" level. survey findings through informal dispute
F 164 | 483.10(e), 483.75(l)(4) PERSONAL F 164 resolution, formal Ie_gal apr.!eal
$5=p | PRIVACY/CONFIDENTIALITY OF RECORDS proceedings or administrative or legal
| proceedings. This plan of correction
The resident has the right to personal privacy and does not constitute an admission
confidentiality of his or her personal and clinical regarding any facts or circumstances
| records. : surrounding any alleged deficiencies to |

which it responds. Nor is it meant to
establish any standard of care,
confractual obligation or position. Berea
Health Care Center reserves all rights to
raise all possible contentions and
defenses in any type of civil or criminal

Parsonal privacy includes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but this

does not require the facility to provide a privats claim, action or proceeding. Nothing
room for each resident. contained in this plan of comection
should be considered as a waiver of any
Except as provided in paragraph (e)(3) of this potential applicable peer review, quality
section, the resident may approve or refuse the assurance or self critical examination
release of personal and clinical records to any privileges which Berea Health Care
individual outside the facility. Center does not waive, and reserves the
right to assert in any administrative, civil
The resident's right to refuse release of personal or criminal claim, action or proceeding.
and clinical records doas nat apply when the Berea Heaith Care Center offers its
resident Is transferred to another health care . responses, credible aliegations of
institution; or record release is required by law. [ compliance and plan of correction as

part of its on-going effort to provide

The facility must keep confidential all information Quality care to residents. [

contained in the resident's records, regardiess of
tha form or storage methods, except when
release is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident.

F 164 It is and was on the days of survey
the poficy of Berea Health Care Center o
ensure residents the right to personal
privacy and confidentiality of his or her
personal and clinical records.

. . Personal privacy includes
This REQUIREMENT is not met as evidenced accommodations, medical treatment,

by: written and telephone communications,

LABQRATORY DIRECTCR'S OR PROVII UPPLIER REPRESENTATIVE'S SIGNATURE JIME (X8) DATE
)_)M = S v V-3

Any deficiency stutermnuant ending with an asterisk (*) denotes a deficiency which the institution may be excused from comrecting providing it is determined that
cther safeguards provide sufficient prateciion to tha patients . (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
folowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corracton are disclosable 14
days following tha data theas documents are mada avaiable to the faciity. H deficiencies are citad, an approvad plan of correction is requisite to continued
program participation.
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Based on observation, interview, and record
reviaw the facility failed to provide privacy during
resident care for one (1) of fifteen (15) sampled
residents (Resident #2). On 10/22/14, during a
skin assessment and treatment obsarvation for
Resident #2, the window blinds were lsft cpen in
full view of a residential dwelling.

The findings includa:

A Rights of Residents policy, with no date,
provided by the facility revealed all residents shall
have personal privacy and confidentiality of their
personal and clinical records. Personal privacy
includes accommodations, medical treatment,
written and telephons communications, personal
care, visits, and meetings of family and resident
groups. Residents shall be assured of at least
visual privacy in multi-bed rooms and in tub,
shower, and toilet rooms. Each resident shall ba
treated with consideration, respect, and full
recognition of dignity and individuality, including
privacy in medical trealment and in personal care.

Interview on 10/23/14 at 10:15 AM with the
Administrator revealed thera was no specific
policy for privacy but she did expact privacy to be
provided during resident care.

Record review revealed Resident #2 was
admitied to the facility on 03/08/10 with diagnoses
that included Atriat Fibrillation, Diabetes Mellitus
Il, Hypothyroidism, Deprassion/Anxiety,
Cataracts, Chronic Low Back Pain, Hypertension,
Mild Aortic Stenasis, Alzheimer's, Obesity, and
Osteovarthritis, Review of a Quarterly Minimum
Data Set dated 10/04/14 revealed the resident
was assessed as totally depandent on staff for
activities of daily living and to have severe

family and resident groups, but this does
not require the facllity to provide a private
room for each resident.

1) Licensed Practical Nurse (LPN) #1
who was providing the skin treatment to
Resident #2 was in-serviced on the
importance of providing privacy
{including closing blinds) when providing
skin treatments to Resident #2 and all
other residents.

2) In-services were conducted on
October 23, 2014 and November 6, 2014
for all Nursing Staff regarding privacy
and confidentiality to ensure that privacy
is provided (including closing blinds)
when providing personal care and
treatments to all residents.

3) On a weekly basis, the Direclor of
Nursing and Unit Coordinators will
observe five Nursing Staff to ensure that
privacy is provided (including closing
blinds) when providing personal care and
treatments lo residents.

At the scheduled monthly in-services, the
Staff Development Nurse will continue to
in-service the Nursing Staff regarding all
residents’ right to privacy. As part of the
orlentation process, all new hires will
receive a copy of "Resident Rights™.

New hires will also be informed of the
right to privacy (including closing blinds)
when providing personal care and
treatments to all residents.

4) On a weekly basis, the Quality
Assurance Nurse will observe five
Nursing Staff as they provide personal
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F 164 | Continued From page 2 F 164} care or treatments to residents {o ensure
cognitive impairment with a Brief Interview for th_at privacy is provided (Ipcludir!g closing
Mental Status (BIMS) score of 3 blinds). The outcomes will be discussed
) as needed and at monthly Quality
Observation on 10/22/14 at 2:00 PM revealad Assurance Meelings.
Licensed Practical Nurse (LPN) #1 did not close November 7. 201
the window blinds in Resident #2's room before 9 prallas
providing treatment and before conducting a skin
assessment. There was a clear view of a
residential dwalling from the resident's window.
Interview on 10/22/14 at 2:35 PM with LPN #1
revealed she should have shut the window blinds
befare providing care to Resident #2.
Interview on 10/23/14 at 9:30 AM with the Unit
Manager revealed another residential dwelling
could be seen from Resident #2's window.
Interview on 10/23/14 at 2:30 PM with the
Director of Nursing {DON) revealed she expected
staff to provide privacy to residenis when
providing care by shutting the door, closing the
privacy curtain, and closing the blinds.
F 253 | 483.15(h){2) HOUSEKEEPING & F 253 L
F 253 It is and was on the days of survey
= NCE SERVICES
S L DL RVICE the policy of Berea Health Care Center lo
. . provide housekeeping and maintenance
The facllity must qmwda housekeeplng.and services necessary 1o maintain a
malntenance services necessary to mainiain a
\ ; sanitary, orderly, and comfortable
sanitary, orderly, and comfortable interior. S
1) The resident equipment (wash basins)
This REQUIREMENT is not met as evidenced was removed from resident rooms 104,
by: 105, 106 and 107 and discarded. Staff
Based on observations and interviews, it was was in-serviced at that time regarding the
determined the facility failed to maintain a proper storage (in the top of resident
sanitary, orderly, and comfortable interior. clesets or in the bottom drawer of
Resident equipment (bath basins) was stored on resident night stands) of wash basins,
the floor and resting Inside one another in two The Nursing Staff was also in-serviced
resident bathrooms adjoining resident rooms 104 on labeling resident equipment (wash
basins) with the resident name.,
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F 253 | Continued From page 3 F2s53l  2) All resident bathrooms were checked
and 105. These two rooms adjoined rooms 106 to ensure that no resider:'l equipment .
(with 104) and 107 (with 105). These bathrooms S:’as" basins) was stored on the floor in
hared batween wo rooms. e.balh rooms. During this check, any
were s resident equipment (wash basins) that
. was found was discarded. New
The findings include: equipment (wash basins) was labeled
. . with resident name and stored In the top
Interview on 10/23/14 at 10:15 AM with the of the resident closet and/or in the
Administrator revealed thera was no speciﬁc bo“om drawer of the resident n]gm
policy for the storage of residents’ bath basins, stand.
but bath basins should be stored in the botiom
drawer of the bedside table or in tha closet 3) The Nursing and Housekeeping Staffs
Jabeled with the resident's name or bed #1 or bed have been in-serviced on the proper
#2 on the bath basin. storage technique of resident equipment
{wash basing). At the time of this In-
Observations on 10/21/14 at 9:52 AM revesled service, they were informed that if a
two bath basins stored inside one another in the labeled item (wash basin) is found in a
adjoining bathroom of resident rooms 105 and resident bathroom, it is to be placed in
107. the top of the resident closet or in the
bottom drawer of the resident nightstand.
Observations on 10/21/14 al 10:00 AM revealed These stall members were also informed
three bath basins resting stored inside one 'I:,ag:sg?rlgainayr;e:o?T:lt:;ce“clllpmem (wash
another in an adjoining bathroom of resident :
i ERlE Rl 2 All Housekeeping and Nursing Staff
Observation on 10122114 at 8:05 AM revealed two e aya o on or before
bath basins resting inside one another in the
107, and three bath basins resting inside one program, on a monthly basis, the Quality
another in the adjoining bathroom of resident Assurance Nurse will conduct random
rooms 104 and 105. audits to ensure that resident equipment
(wash basins) is labeled with resident
Observation on 10/22/14 at 1:40 PM revealed five name and stored properly.
bath basins stored inside one another in the
adjoining bathroom of resident rooms 104 and 5) November 7, 2014.
106, and two bath basins resting inside ona
another in the adjoining bathroom: of resident
rooms 105 and 107,
intarviaw on 10/22/14 at 1:40 PM with SRNA #1
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ravealed bath basins should naot ba stored inside
one another. The SRNA said the basins are
supposed ta be stored in the top of the closet with
the resident's name on them and the basins
should not be on tha flaor.

Intarview on 10/22/14 at 1:50 PM with SRNA#2
revealed bath basing are not supposad to be on
the bathroom floor. The SRNA said bath basins
should be stored in the closet or the bottom
drawer of the bedside table labeled with the name
and room number of the resident. The bath
basins are 1o be stored in plasiic bags.

Interview on 10/22/14 at 1:40 PM with Registered
Nurse (RN) ravealed bath basins should have the
rasident's name and roem number on them but
was not sure where they should be stored in the
resident's room.

Interview on 10/22/14 at 1:43 PM with Licensed
Practical Nurse {LPN) #1 revealed bath basins
should not be slored on the bathroom flipor and
usually are stored in a clear bag on the hack rail
in the bathroom.

Interview on 10/23/14 at 2:30 PM with the
Director of Nursing {DON) revealed she expected
staff to dry out the bath basins after use and store
the bath basins in the top of the closet with the
resident's name and room number on the basin.
483.20(k)(3)ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

F 253

F 282
the policy of Berea Health Cara Center

in accordance with each resident's
writien plan of care.

F 282 It is and was on the days of survey

that services provided or arranged by the
facility are provided by gqualified persons
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This REQUIREMENT is not met as evidenced
by:

Based on obssrvations, interviews, record review
of physician orders, medication administration
record, and hospital discharge orders, it was
determined the facility falled to follow tha pfan of
care for madications for ona (1) of fifteen (15)
sampled residents (Resident #10). Resident#10
did not receive Pradaxa (oral anticoagulant/blood
thinner) every twelve hours (q12h) per the plan of
care and as ordered by the physician.

The findings include:

Record review of facillity policy daled 08/01/13
entitled "Using the Care Plan," ravealed the care
plan shall be used in developing the resident's
daily care routines and will be available to staff
personnel who have responsibility for providing
care or sefvices to the resident. Dally care and
daocumentation must be consistent with the
resident's care plan.

Record review revealed Resident #10 was
admitted to the facility on 08/29/14 with diagnoses
that included Atrial Fibrillation, Hypertension,
Cerebral Vascular Disease, Right Hemiparesis,
and Expressive and Recaptive Aphasia. A review
of Resident #10's quarterly Minimumn Data Set
(MDS) dated 09/12/14 revealed the facility
assessed the resident to have modified
independence related to cognitive skills for daily
decision-making and to require extensive
assistance with activities of daily living.

Record review of Resident #10's hospital
discharge summary and physician's orders dated

who was dispensing medications to
Resident #10 was immediately in-
serviced by the Director of Nursing
(DON) stressing that when dispensing
medications, physician orders and care
plans must he foflowed and that it is not
within the KMA’s scope of practice to
make any alterations to any medication
administration record (MAR).

The Physician’s Nurse Practitioner was
in the facllity at this time and did write a
clarification order that the Pradaxa for
Resident #10 could be administered at
9:00 a.m. and 5:00 p.m. (B.1.D.) as it had
been in the past. This change was noted
on the care plan and MAR.

2) The records of all residents who were
receiving the medication Pradaxa were
checked o ensure that tha medication
was being glven at the times ordered by
the Physician and that the care plans
were being followed. All KMAs were in-
serviced regarding their scope of
practice on October 30, 2014 stressing
that physiclan orders and care plans
must be followed for each resident and
KMAs are not permitied to alter any
medication administration times.

In the future, KMAS will nofify a licensed
nurse to seek clarification if they feel that
a MAR has been altered. This will
ensure that medications are being
dispensed as ordered by the Physiclan
and the care plan is being followed for all
medications.

3) On a monthly basis, the Medical
Records Staff will review and compare
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F 282 | Continued From page 6 Fas2| the phyf;‘dan gzqer'r'i to the M;'-\Rs o
06/10/14 revealed a physiclan's order for ensure that medications are being
Resident #10 to receive Pradaxa 150 milligrams gﬁp"."?e" . J“e times ordered by the
(mg) every 12 hours by mouth. ysician and that th‘e care plan is bg ng
followed for each resident. The Medical
. . . Records Staff will inform the Licensed
Review of Resident #10's Medication Unit Coordinator of any discrepancies.
Administration Recard (MAR) for 06/11/14 The Licensed Unit Coordinator will
through 10/21/14 revealed the facility immediately clarify any discrepancies.
administered Pradaxa U-D 150 mg at 9:00 AM
and 5:00 PM, not every 12 hours as ordered by 4) On a monthly basis, as part of the
the resident's physician. Quality Assurance program, the Quality
Assurance Nurse will audit ten residents’
Review of Resident #10's care plan with a physician orders that have been recently
resolution date of 12/21/14 revealed the facility initiated and MARSs to ensure that
identified the resident was at risk for spontanecus everything is accurate and that care
bleeding related to anticoagulant use, and plans are being followed.
developed Inisrventions that included
administering the resident's medication per 5) October 30, 2014.
Medical Doctor (MD) orders.
Observation on 10/21/14 at 4:41 PM during
medication pass revealed Kentucky Medication
Aide (KMA) #2 obtained Pradaxa 150 mg from
Resident #10's medication drawer to give to
Resident #10.
Interview on 10/23/14 at 3:00 PM with Licensed
Practical Nurse (LPN) #1 revealsd staff should
follow all care plans completsly.
Interview on 10/23/14 at 2:30 PM with the
Director of Nursing (DON) revealed she expecied
staff to look at the plan of care for the resident
because it included the specific care for each
resident. The DON said if there was a question
about an order then there should be an order
clarification. The DON stated if a medicafion
order was written for a medication to be given
evary 12 hours and was not given every 12 hours,
then she would consider this a medication error.
FORM GMS-2567(02-89) Previous Versions Obsolste Event ID:EZXO11 Facily ID: 100319 If cantinuation sheat Page 7 of 18
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ss=p | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT Is not met as evidenced
by:

Based on observations, interviews, record
review, review of physician's orders, and review
of medication administration records (MARSs) it
was determined the facility failed to follow
physician's orders for one {1) of fifteen (15)
sampled residents (Resident #10). Resident#10
had a physician's order to receive the medication
Pradaxa (oral anticoagulant/blood thinner) every
twelve hours {q12h); however, the facility
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F 282 | Continved From page 7 F 282
The DON said she had no idea who would have
changed Resident #10's medication arder.
According to the DON, the facility did not have a
policy for medication times on specific halis or
units.
Interview on 10/22/14 at 4:50 PM with the
Physician of Resident #10, and Medical Direclor
of the facility, revealed staff should have acquired
an order to change the administration time of the
Pradaxa. The Physiclan stated it was better to
{ake the medication {Pradaxa) every 12 hours.
F 308 | 483.25 PROVIDE CARE/SERVICES FOR Fa09

F 309 It is and was on the days of survey
the policy of Berea Health Care Center
that each resident receive and the facility
provide the necessary care and services
to attaln or maintain the highest
practicable physical, menial, and
psychosocial well-being, in accordance
with the comprehensive assessment and
plan of care,

1) Kentucky Medication Aide (KMA) #2
was immediately in-serviced by the
Director of Nursing (DON) when the
discrepancy between Resident #10's
Medicalion Administration Record (MAR)
and the physician order was noted. The
DON informed KMA #2 that medications
must be administered at the times
ordered by the Physician and times may
only be altered if and when the Physician
(or his practitioner) changes the order.
The KMA was also informed that only a
ticensed Nurse is permitted to make
changes to a MAR after receiving an

administered the medication at 9:00 AM and 5:00 order from the Physiclan.
PM (eight and sixteen hours batwesn doses)
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instead of every 12 hours as ordered,
The findings Include:

Record review of facility policy dated 08/01/13
and entitled "Physiclan Medlcation Orders,”
revealed medications shall be administered only
upon the written order of a person duly licensed
and authorized to prescribe such medications in
this stata. Orders for medications must include:
a. Name and strangth of the drug; b. Quantity or
spacific duration of therapy; c. Dosage and
frequency of administration; d. Route of
administration if other than oral; and e, Reascn or
problem for which given.

Review of a facility form entitled "Drug Pass
Information,” revealed the steps to take during
the drug pass: When pulling medications, check
resident's MAR, pull the appropriate drugs from
tha script boxes, and then double check them
against the MAR. This will reduce the chance for
a wrong medication to be given. {MAR should be
double-checked). If there is a discrepancy
between the two, find out the accurate drug prior
fo giving the medication.

Record review revealed Resident #10 was
admitted to the facility on 08/29/14 with diagnoses
that included Atrial Fibrillation, Hypertension,
Cerebral Vascular Disease, Right Hemiparesis,
and Expressive and Receplive Aphasia. Review
of a Quarterly Minimum Data Set dated 09/12/14
revealed Resident #10 was assessed to require
exlensive assistance with activities of daily living
and the resident was agsessed as modified
indapendent related to cognitive skills for daily
decision-making.

30, 2014 regarding Berea Health Care
Center's policy to dispense medications
al the times ordared by the Physician
and that KMAs are prohibited from
altering the times on the MAR.

All MARs were reviewed to ensure that
all residents were receiving their
medications at the fimes ordered by the
Physician or his practitioner.

3) The Medical Record Staff will review
all resident MARs on a monthly basis
during change-over {o ensure that all
medication administration times
correspond with the physician orders.

Before putting the new monthly MARS
into use, a Licensed Charge Nurse will
also conduct a review to ensure that the
times are accurale and medications are
belng dispensed at the times indicated
on the physician orders.

4) On a monthly basis, the Quality
Assurance Nurse will observe two KMA
medication passes to ensure that
medications are being dispensed at the
times ordered by the Physician. The
Pharmacy Technician will observe a
KMA medication pass {o ensure that
medications are being dispensed at the
times ordered by the Physician.

5) November 1, 2014.
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Review of Resident #10's care plan with a
rasolution dale of 12/21/14 revealed an
intarvention of medication per MD orders for risk
of spontaneous bleeding related to anticoagulant
use.

Record review of Resldent #10's discharge
summary from the hospital dated 06/10/14
revealed Pradaxa 150 milligrams {mg) was to be
given every 12 hours by mouth, Review of
handwritten physician's orders dated 06/10/14
revealed Resident #10 was to receive Pradaxa
150 mg by mouth every 12 hours. Record review
of Physician Orders dated July 2014, August
2014, and October 2014 revealed Resident #10
was to receive Pradaxa 150 mg po q12h for 60
days unless otherwise noted.

Review of Medication Pass Times revealed the
timaframe for medication orders [abeled every
twelve hours (q12h) would be 9:00 AM and 9:00
PM for rooms that encompassed Resident #10's
room.

Record review of dates for June 2014 MARs
handwritten upon retumn from the haspital, with a
date of 06/10/14, revealed Resident #10 was {o
recaive "Pradaxa 150 mg g12h po daily” with a
timeframe of BA and BP written in and medication
initialed as given on 06/10/14 at 8:00 PM.

Review of Resident #10's Medication
Administration Record (MAR) for 06/11/14
through 10/20/14 revealed the facility
adminisiered Pradaxa U-D 150 mg at 9:00 AM
and 5:00 PM, not every 12 hours as ordered by
the resident’s physician.

Intarview on 10/21/14 at 4:45 PM with Kentucky

F 309
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Medication Aide {KMA) #2 revealed Resident #10
raceived Pradaxa 150 mg at 5:00 PM, instead of
the 12-hour interval as prescribad, on 20
occasions during October 2014, The KMA said
she did not know who changed the time.

interview on 10/22/14 at 11:15 AM with KMA #1
revealed every 12 hours meant medication was
due at 12-hour intervals, such as 6AJ6P or
12P/12A. KMA #1 stated the charge nurse would
have to call the physician to change the order
from every 12 hours to twice a day (BID) orgsta
clarification order. The KMA said the medication
administration times could not be changed
without an order to change the dosage time.

Interview on 10/23/14 at 3:00 PM with Licensed
Practical Nurse (LPN) #1 revealed staff was to
follow physician's orders when administering
medications and if there was no physician's order
then the medications ware not given. LPN #1
stated she did not know who changed the order
for Resident #10's Pradaxa.

Interview on 10/21/14 at 4:44 PM with LPN #2
revealed there was no physician's order in
Resident #10's chart signifying a changa in the
medication adminiatration time for Rasident #10's
Pradaxa.

Interview on 10/23/14 at 1:35 PM with the
Pharmacy Consultant revealed she looked at
residents' charls every month, and she also
looked at resident medical records when they
were readmitted to the facility. The Pharmacy
Consultant stated she reviewed the resident
discharge surnmaries upon readmission.
According to the Phammacy Consultant, she
raviewed the admission orders or readmission
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orders and compared those orders o the
handwiitten physician order sheet. The
Phammacy Consullant stated that Pradaxa could
be administered twice a day at 9:00 AM and 5:00
PM or every 12 hours at 9:00 AM and 9:00 PM.
The Pharmacy Consultant stated if the physician
ordered the medication every 12 hours then it
should be givan as ordered. The Phamacy
Consultant stated there were no adverse effects
to the resident due to the change in
administration times.

Interview on 10/22/14 at 10:15 AM with the Unit
Manager revealed a physician’s order was
required before staff could change medication
administration times. The Unit Manager stated
she did not know who changed the ordar for the
time of administration for Resident #10's
Pradaxa.

Interview on 10/23/14 at 2:30 PM with the
Director of Nursing (DON) revealed if there was
question about an order then there should be an
order clarification. Tha DON stated if an order
was written for every 12 hours and not given
every 12 hours then she would consider this a
medication eror. The DON said she had no idea
wha would have changed Resident #10's
medication order. According to tha DON, the
facility did not have a policy for medication times
on the halis or units,

Interview on 10/22/14 at 4:50 PM with tha
Physician of Resident #10, and the Medical
Director of the facility, revealed staff should have
acquired an arder to change the administration
time of the Pradaxa. The Physician stated it was
better o take the medication {Pradaxa) every 12
hours.
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F 367 | 483.35(¢) THERAPEUTIC DIET PRESCRIBED Fag7| F 367 itisand was on the days of survey
ss=D | BY PHYSICIAN the poficy of B_eregl Health Care Cent_er
that therapeutic diets must be prescribed
Therapeutic diets must be prescribed by the by the altending physician.
attending physician. 1) Resident #1's diet tray card was
immediately changed by the Dietary
This REQUIREMENT is not met as evidenced gnoa:;?gg‘z;t%:cg? il:l‘:ltlglteh:::??htq::‘y
by o card was not the liquid consistency
Based on observation, interviaw, and record (honey) which was ordered by the
review it was determined the facility failed to Physician.
provide a therapeutic diet as prescribed by the
physician for two (2) of fieen (15} samplad The Dietary Staff was re-educated about
residents (Residents #1 and #4). Resident #1 the importance of ensuring that Resident
was observed fo receive nectar-thick liquids with #4 recelve her ice cream fo assist in
the noon meal on 10/21/14 and the evening meal increasing her calosie intake.
on 10/22/14. The resident had physician's orders
to received honey-thick liquids. Resident #4 was The State Registered Nursing Asslistant
ordered to have ice cream with meals to increase (SRNA}) who was feeding Resident #4
caloric intake; however, obsarvation of Resident was in-serviced on the importance of
#4's tray revealed ice cream was not provided to comparing the meal that Resident #4 is
the resident during the evening meal on 10/22/14. being served to the dietary card to
ensure accuracy.
The findings Include: 2) Tray cards of all residents recelving
Areview of the faciiity policy titled “Dietary Order e b L A G L dL
; ¥ physician orders to ensure that each
Communication Protocol," {undated) revealed individuat resident is receiving the
Dietary ordlers and changes of any typa that were consistency of llquids as ordered by the
to ba provided by the Dietary Department were to Physician.
be communicated in writing. Further review of
tha policy revealed when a physician's order was The Dietary Staff was in-serviced on
written changing a type of diet or liquid Oclober 23, 2014 and November 8, 2014
consistency it was to be written on a duplicate conceming the importance of mora
dietary communication order sheet and sent to closely observing tray cards as trays are
the Dietary Depariment. prepared to ensure that all residents are
receiving the diets that have been
1. A review of the medical record for Resident #1 ordered by the Physician.
revealed the resident was diagnosed with .
Dysphagia, Faiture to Thrive, Loss of Oral Intake, The Nursing Staff was in-serviced on
and Stage IV Melanoma, Review of the Oclober 23, 2014 regarding the
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physician's orders dated July 2014, revealed an
order for the resident ta receive honey-thick
liquids. Further review of the medical record
revealed the resident was evaluated by Speech
Therapy from 07/22/14 fo 08/07M4 due to a
request by the resident’s family. The family
requested the evaluation to sea if the resident
could tolerate thinner consistency liquids.
According o the speech therapy evaluation
Resident #2 coughed with afl textures but
coughing was more pronounced with nectar-thick
liquids. Further review of the evaluation revealed
honey-thick jiquids was probably most
appropriate for the resident at that time. Resident
#1 had a change in condition, was admitted to the
hospital on 08/25/14, and retumned to the facility
on 08/28/14 with an order to change the
consistency of liquids the resident received to
nectar-thick. Further raview of the medical record
ravealed the resident had physictan's orders
daled 09/17/14 to change the liquids the resident
was to receiva back o honey-thick liquids, A
review of the dietary communication order sheat
dated 09/17/14 and signed by tha Dietary
Manager revealed the rasident was 1o have
honey-thick liquids.

Observations of Resident #1's lunch meal tray on
10/21/14 at 11:45 AM and evening meal iray on
10122114 at 5:45 PM revealed the residant was
served nectar-thick liquids with the meal. A
review of tha tray card for these meals revealed
the resident's liquid consistency was listed as
nactar-thick on the tray card.

An interview conducted with the Dietary Manager
on 10/23/14 at 11:20 AM revealed the Dietary
Manager {[XM) raceived dietary communication
order sheets from the nursing units and enterad

the meal during set-up to ensure that
each resident is receiving the diet
ordered by the Physician.

3) On an on-going monthly basis, the
Dietary Manger will compare physician
diet orders to the tray cards to ensure
that all information on the tray cards is
consistent with the physician orders.
This will be done 1o ensure that all
residents are receiving the diets
(including the comrect consistency of
liquid) as ordered by the Physician.

On an on-going basis, the Distary
Manager and Registered Dietician will
observe the tray line {0 ensure that the
Cook and Dietary Aide are following
each individual resident tray card to
ensure that all items indicated on the tray
card are sent to the residents.

On a weekly basis, the Unit Coordinators
and Charge Nurses will observe the
Nursing Staff to ensure that they are
checking the tray cards as meals are
being set up to ensure that residents are
recelving the diets that have been
ordered by the Physician. If at any time,
an item has been left off a tray, the
Nursing Staff will immediately notify the
Dietary Depariment to obtain the missing
ilem,

4) As part of the Quality Assurance
Program, on a monthly basis, the Quality
Assurance Nurse will audit the tray cards
and physician orders of residents who
are receiving thickened liquids to ensure
the correct consistency of liquid as
ordered by the Physician is noted on the
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the orders in the computer to print the resident's
dietary tray card. Further interview with the DM
revealed she had recaived and signed the order
for Resident #1 to have nectar-thick liquids on
09/17/14 but forgot to enter the information into
the computer. According to the DM, no one
checks to ensure the order is entered into the
computer or that the tray card matches the
physician's orders.

2. Record review revealed the facility admitted
Resident #4 on 12/18/12 with diagnoses that
included Alzheimer's, Thyroid nodule, Diabetes
Mellitus, lschemic Cardiomyopathy, Insomnia,
Anorexia of Alzheimer's, Anxiety, Psychosis with
Dalusions, and History of Depression. A
Cuarterly Minimum Data Set dated 07/22/14
revealed Resident #4 was assessed as totally
dependent on staff for activities of daily living with
a Brief interview for Mental Status (BIMS) score
of 3, revealing severe cognitive impairment.
Record review of October 2014 physician's orders
revealed Resident #4 to have additional dietary
orders of ica cream with lunch and supper to add
calories.

Record review of Resident #4's comprehensive
care plan dated 10/20/14 and the Nursing
Assistant Cara Plan and Flow Record dated
September 2014 to November 2014 revealed the
resident was to receive ica cream with the lunch
and supper meals.

Observation on 10/22/14 at 5:10 PM, revealed
SRNA #3 was assisting Resident #4 with the
evening meal. The resident’s supper tray
cantained no ice cream. Review of Resident #4's
Dietary Card for the lunch and supper meals
ravealed the resident was to receive "ice cream

be addressed immediately with the
Dietary Manager.

As part of the Quality Assurance
Program, the Quality Assurance Nurse
will audit meal trays weekly as they are
being delivered fo rasidents to ensure
that those with orders for therapeutic
diets are receiving the foods and/or
beverage items orderad by the
Physician. If a discrepancy Is found, the
Dietary Department will be notified.

The above will be performed on a
monthly basis and reviewad at monihly
Quality Assurance Meefings.

5) November 6, 2014,

BEREA HEALTH CARE CENTER
BEREA, KY 40403
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 367 | Continued From page 14 F 387 tray card. Any discrepancies found will

FORM CME-2587(02-0%) Previous Versions Obsclete

Event ID:EZXD1

Facilty D: 100318

If continuation shesl Paga 150t 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 14/25/2014
FORM APPROVED
OMB NO. 0938-0391

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185384

{X2) MULTIPLE CONSTRUCTION

A. BUILDING

{x3) DATE SURVEY
COMPLETED

8. WING

1042312014

NAME OF PROVIDER OR SUPPLIER

BEREA HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
601 RICHMOND ROAD
BEREA, KY 40403

(X410
PREFIX
TAG

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

v}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION om
{EACH CORRECTIVE ACTION SHOWLD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 367

Continued From page 15
with meal."

Interview with SRNA #3 on 10/22/14 at 510 PM
revealed Resident #4 had not received ice cream
with histher meal. SRNA #3 slated she was not
sure if the resident was lo receive ice cream on
the supper tray. The SRNA read the certified
nursing assistant care plan and stated it said ice
cream. However, the SRNA said Resident #4 did
not receive ice cream for supper on 10/22/14.

Interview on 10/23/14 at 1:15 PM with the Dietary
Manager revealed the last person to lock at the
tray should ensure accuracy before leaving the
kitchen. The Dietary Manager said she did not
know why Resident #4 did not receive the ice
cream; she stated the resident was to receive it
for lunch and supper.

Interview on 10/23/14 at 3:00 PM with Licensed
Praclical Nurse (LPN) #1 revealed if a resident's
meal does not includs foods per the plan of care
then the SRNA should inform her (LPN #1). The
LPN said she would then call the kitchen and get
what is needed.

Interview on 10/23/14 at 2:30 PM with the
Director of Nursing {DON) revealed if the SRNA
noticed something on or not on the tray, she
should notify the nurse to see if the order
changed, and then the nurse should call Dietary.

Interview on 10/23/14 at 10:15 AM with the
Administrator revealed nursing staff needs fo
visually look at the diet card of residents when the
meal tray first arrives on the floor.
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