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An Abbreviated/Partlal Extended Survey
investigating Complaint #KY22749 was
conducted on 01/30/15 through 02/12/15. The
Partial Extended Survey was conducted on
02/12/15. Complaint #K¥22749 was
substantiated with deficiencies cited at the
highest Scope and Severity of a "J",

On 01/23/15, Resident #1 experienced a choking
episode while being fed scalloped potatoes during
the lunch meal; the potatoes had not besn
thoroughly cooked. The Speech Therapist {ST)
evaluated the resident and determined the
resident needed to sit at a ninety degree angle
when fed. Registered Nurse (RN) #1 notad the
resident was speaking In a deeper voice as if
he/she needed to cough, but she was unable to
get the resident to cough. RN #1 decided to
monitor the resident's temperatura due to the
resident's choking episcdes and risk for
asplration; howaver, she did not notify the
physician.

During the supper meal, Certified Nursing
Assistant (CNA) #2 attempted to feed Resident
#1 but the resident was unable to swallow the
food and became choked again. CNA#2 stated
he reported it to LPN #1; however, LPN #1 stated
she did not recall that anyane reported to her
Resklent #1 choked and the resident was not
assessed. At B:40 PM, Registered Nurse (RN)
#2 obtained Resident #1's temperaturs which was
elevated at 98.1 degreea Fahrenheit (F) and the
resident had an audible rattle when breathing.
RN #2 trled unsuccessfully to get the resident to
cough and observed a "thick glob" of mucus the
rasident had coughed up later in the shift; again,

Submission of this plan of correction s
not a legal admission that 2 deficiency
was correctly cited, and is also not to be
construed as an admission of interest
against the facility, that Administrator or
any employees, agents, or other
individuals, who draft or may be
discussed in this response of this plan of
correction. In addition, preparation of
this plan of correction does not constitute
an admission or agreement of any kind
by the facility of the truth of any facts
alleged or see the correctness does not
constitute an admission or agreement of
any kind by the facility of the truth of
any facts alleged or see the correctess
of any allegation by the survey agency.
Accordingly the facility has prepared an
submitted this plan of correction prior to
the resolution of any appeal the
allegations which may be filed solely
because of the requirements under state
and federal law that mandate submission
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Any deficiency statemedd ending with an asterisk (") danotes a defictancy which the Institution may be excused from corracting providing It is determined that
other safeguards provide sufficlent protection 1o the patients . {See instructions.) Excapt for nursing homes, the findings stated abova are disclosable 80 days
‘jowing the date of survey whather or not 2 plan of correction s provided. For nursing homes, the above findings and plans of carrection are disclosable 14
4ys following the data these documents are made avallabls to the facliity, If deflciencles are cited an approved plan of correction is requisite to continued
program participation,
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RN #1 did not notify the physician of these
observations. On 01/24/15 at 7:55 AM, Resident
#1 was found in severe resplratory distress and
gasping for air. The resident's oxygen saturation
was fluctuating in the 80s (narmal 98-100) with
oxygen at elght (8) liters per minute, The
resident's pulse was 102 (normal 60 ta 80),
respirations were 30 per minute (normal 16-20),
temperature of 100.8 F and blood pressure of
100/50 {(nomal 120/80). The resident was
transported to the emergency room. At the
hespital it was discovered the residant had a
piece of undercocked potato with the skin intact
lodged in hissher throat. The potato was removed
from the resident’s throat during intubation. The
resident was admitted to the Intensive Cara Unit
{ICU} in critical condition with diagnoses of
Aspiration Pneumonila and Sepsis.

Immediate Jeopardy was identified at 42 CFR
483,10 Resident Rights at F157; 42 CFR 483.20
Resident Assessment at F-282; 42 CFR 483.25
Quality of Care at F-309; and 42 CFR 483.35
Dietary Services at F-385. Substandard Quality
of Care was identified at 42 CFR 483.25 Quality
of Care, F309. !Immediate Jeopardy was
identified on 02/04/15 and determined to exist on
0112315, The facllity was notified of the
Immediate Jeopardy on 02/04/15 An acceptable
Allegation of Compliance (AOC) was received on
02/10/15, alleging the Immediate Jeopardy was
removed on 02/05/15. The State Survey Agency
validated the Immediate Jeopardy was removed
on 02/05/15, as alleged. The Scope and Severity
was lowered 1o a "D" while the facliity develops
and Implements the Plan of Correctlon (POC);
and, the facility's Quality Assurance monitors the
effectiveness of tha system changes.
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of a plan of correction within ten (10)
days of the survey as a condition to
participate in Title 18, and Title 19
programs. The submission of the plan of
correction within this timeframe should
in no way be construed or considered as
an agreement with the allegations of
noncompliance or admissions by the
facility. This plan of correction
constitutes a written allegation of
submission of substantial compliance
with Federal Medicare Requirements.
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1. On 01/24/2015 Resident # |

A facility must immediately inform the resident;
consult with the residant's physician; and if
known, nolify the resident’s legal representative
or an intereated family member when there is an
accldent involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment}; or a decision to transfer or discharge
the resident from the facility as specified In
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident’s legal representative
or interesled family member when there is a
change in room or rcommate assignment as
specified in §483.15(e)(2); or a change In
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this sectlon.

The facliity must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.

was sent to the hospital by staff
nurse working per MD order
and admitted for airway
obstruction and aspiration
pneumonia. Resident # |
returned to the facility on
01/28/2015 on a mechanically
soft diet, the facility
downgraded the diet to puree on
01/28/2015 by the Director of
Nursing. On 01/30/2015 the
Director of Nursing, conducted
a physical assessment to include
head to toe including vital signs,
respiratory and gastrointestinal
systems, of resident # | to
determine if there were any
significant changes in condition
that of which the physician had
not been notified. Resident # 1°s
assessment by the Director of
Nursing revealed no change in
condition that required further
physician notification, the
Director of Nursing noted that
assessments, as clinically
indicated, were ongoing. RN #]

end RN #2 were re-educated by
This REQUIREMENT is not met as evidenced the DON on 01/30/2015.
by:
Based on interview, record review, review of the
Hospital Emergency Department Records and
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raview of the facility's policies and procedures it
was determined the facility falled to notify the
physiclan for one (1) of four (4) sampled
residents (Resident #1).

On 01/23/15, Resident #1 experienced a choking
episode while being fed sealloped potatoes during
the lunch meal and, experianced another choking
episode on 01/23/15 while being fed the supper
meal, The Speech Therapist (ST) evaluated the
resident and determined the resident needed to
sit at a ninety degres angle when fed, Registered
Nurse {RN) #1 noted the resident was speaking
in a deeper voice as if he/she neaded to cough
but she was unable to get the resident to cough.
RN #1 decided to moniter the resident's
temperature due to the resident's choking
episodes and risk for aspiration; however, she did
not notify the physician, At 8:40 PM, RN #2
obtzined Resident #1's temperature which was
elevated at 99.1 degrees Fahrenheit (F) and the
resident had an audible ratile when breathing.
RN #2 tried unsuccessfully to get the resident to
cough and observed a "thick glob* of mucus the
resident had coughed up later in the shift;
however, RN #1 failed to notify the physician of
these observations.

On 01/24/15 at 7:55 AM, Resident #1 was found
in severe respiratory distress and was gasping for
alr. The resident's oxygen saturation was
fluctuating in the 80s (normal 96-100) with
oxygen at eight (B) liters per minute. The
resident's pulse was 102 (normal 80 to 80),
respirationa were 30 per minute (normal 18-20),
temperature of 100.8 F and blood pressure of
100/50 (normal 120/80). The resident was
transported to the hospital. A piece of
undercooked potato with the skin intact was
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Director of Nursing, Assistant
Director of Nursing, Unit
Manager, MDS Nurse and
Medical Records Nurse
conducted physical assessments,
head to toe including vital signs,
respiratory and gastrointestinal
systems, of all current residents
to determine if there were any
significant changes in condition.
Any identified residents who
were experiencing a change in
condition had their Physician
notified by the Director Of
Nursing with further direction
given to staff nurses for follow
up assessments by staff nurses .

3. On 01/30/2015 the
Regional Quality Manager re-
educated the Director of
Nursing, Assistant Director of
Nursing and Unit Manager
MDS nurse and Medical
Records Nurse on conducting an
assessment based on resident
condition to include the
INTERACT process, follow up
assessments as well as physician
notification for a significant
change in condition referring to
the INTERACT process but not
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removed from the resident's throat during The INTERACT process is an

intubation. The resident was admitted to the
Intensive Care Unit {ICU) in critical condition and
diagnosed with Aspiration Pneumenia and

evidence based program
developed under funding from

Sepsis. CMS to prevent unnecessary
acute care transfers, to provide

The facility's fallure to nolify the physician has guidance to nurses on when to

caused or Is likely to cause serious injury, harm, notify the physician and care

impairment or death to a resident [mmediate
Jeopardy (IJ} was identified on 02/02/15 and
determined to exist on 01/23/18, An acceptable

paths for certain common
symptoms. A competency test

Allegation of Compliance (AoC) was received on was 'admlmstelted by the )
02/10/15 alleging the Immediate Jeopardy was Regional Quf’-]lty Managcr with
removed on 02/05/15. The State Survey Agency no concerns identified. On
validated the Immediate Jeopardy was removed 01/30/2015 the Director of

on 02/05/15, as alleged. The Scopa and Severily Nursing, Assistant Director of

was lowered to a "D" while the facility develops

Nursing and Unit Manager
and implements the Plan of Correction (POC); 8 d

and, the facility's Quality Assurance monitors the MDS nurse mdbMed‘cal
effectiveness of the system changes. Recordgs NUI:SC ¢gan re-

education with all licensed
The findings include: nursing staff related to

conducting an assessment based

Review of the facility's policy titled, "Notification of on resident condition to include

Resident Change In Condition”, {no date),

revealed clinicians should immediately inform the ﬂ;le INTERAthT ptrp ce;s L
resident; consult with the resident's physician; ]J_ }’S.IClan notica an or a_. ]
and if known, notify the resident's lagal significant change in condition
representative or an interested family member referring to the INTERACT
when there is a significant change in the process but not to supersede
resident's physical, mental, or psychosocial status nursing judgment., A
poyehsorto staos I eivr - eotariy competency fest was
N P .
i : administered by the Director of

conditions or clinical complications). . - .

P ) Nursing, Assistant Director of
Record reviaw revealed the tacility admitted Nursing and Unit Manager,
Resident #1 on 08/26/14 with diagnoses which MDS Nurse and Medical
included Traumatic Brain Injury, Seizure Disorder,
and Feeding Problem and Dysphagia Oral
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Pharyngeal Phase. Review of the Admission
Minimum Data Set (MDS) assessment, dated
07/03/14, revealed the facility assessed the
resident as having a Brief Interview of Mental
Status (BIMS) score of “89", which indicated the
resident was not interviewable. The faclllty also
assassed the resident as requiring the extensive
assistanca of one (1) person for eating. Review
of the January 2015 Physician's Order revealed
staff should provide a therapeutic mechanical soft
diet.

Review of Resident #1's Nursing Note, dated
01/23/15 at 3:28 PM, revealed a late entry for
11:45 AM which slated the "CNA (Certified
Nursing Assistant) reported the resldent seemed
to be having trouble swallowing fluids with meal.
Nurse raported to Speech Therapy (ST). ST
stated she would evaluate”,

Interview with CNA #1, on 01/30/15 at 2:00 PM,
revealed Resident #1 was on a mechanical soft
diet and preferred to sit on the bed and lean
against the wall when he/she ate, which he/she
did that day, CNA#1 stated when she was
feeding Resident #1 scalloped potatoes on
01/23/15 during lunch, the rasident bacame red in
the face and was coughing and spit up some of
what he/she had been fed. CNA #1 stated she
reported the incident to the nurse who requested
the ST to see the resident.

interview, on 01/30/15 at 2:15 PM with RN #1,
revealed CNA #1 reported to her that Resident #1
was having trouble swallowing milk at lunch on
01/23/15. RN #1 stated she requested the ST to
look at the resident. RN #1 stated she noticed
the resident had a deeper voics like he/she
needed to cough but she was unable to get the

understanding with no concerns
identified. No licensed staff
will work on or after 03-01-
2015 without having completed
this re-education and
competency test. All newly
employed licensed Nurses will
receive this education prior to
taking sole charge of a unit,

4. Beginning 01-31-2015 the

Director of Nursing or
Assistant Director of Nursing
or Unit Manager will review
with facility nursing staff,
residents conditions each shift
to determine if licensed staff
are notifying the physician of
significant changes in
condition. This continued
every shift (days, evenings and
nights), 8 hour shifts, seven (7)
days per week until removal of
the Immediate Jeopardy then
decreased to five (5) times per
week for twelve (12) weeks;
the weekend information is
reviewed by the Director of
Nursing or Assistant Director
of Nursing or Unit Manager on
Monday. Beginning 02-01-
2015 the Director of Nursing
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ragident to cough. She stated she did not notify
the physician as she decided to observe the
resident's temperature every shift just in case
hefshe hac aspirated.

Interview with CNA #2, en 01/30/15 at 3:10 PM,
revealed he attempted to feed Rasident #1
hla/her supper meal on 01/23/15 and when he
gave Resident #1 a bite, the resident would chew
and attemnpt to swallow, but couldn't,. CNA#2
stated the resident coughed, got red in the face
and he thought the resident had "swallowed the
wrong way". CNA #2 stated the resident did the
same thing when he/she was offered milk. He
stated the resident acted like he/she didn't want
to eat 30 he notified LPN #1.

Review of Nursing Notes, dated 01/23/15,
revealed there was no documented evidence the
physician was notified. Interview with LPN #1, on
01/30/15 at 3:20 PM, revealed she did not recall
any staff notifying her that Resldent #1 choked
and the physician was not notified.

Review of Resident #1's Nursing Note, dated
01/23/15 at 8:40 PM, revealed the resident's
temperature was 99.1 F and he/she had coughed
up some thick mucus.

Interview, on 01/31/15 at 8:40 PM with RN #2,
revealed on 01/23/15 she had been told In report
to check Resldent #1's temperature due to the
resident having difficulty swallowing earlier in the
day and the ST had seen the resident but didn‘t
know anything for sure about the resident having
difficulty swallowing, RN #2 stated Resldent #1
had a "litlle rattie” when breathing and she had
tried to get the resident to cough but he/she
wouldn't or couldn't. RN #2 stated when she
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review all nurses’ notes to
determine if any significant
change in condition has
occurred without physician
notification. This occurred
daily until removal of
Immediate Jeopardy then
decreased to five (5) times per
week for twelve (12) weeks;
weekend information is
reviewed by the Director of
Nursing or Assistant Director
of Nursing or Unit Manager.
The results of these audits will
be presented by the Director of
Nursing or Assistant Director
of Nursing or Unit Manager for
review with the Quality
Assurance and Improvement
Committee weekly unti)
substantial compliance has
been achieved then monthly
thereafter. The QAPI
committee will meet weekly or
anytime concerns are identified
until substantial compliance,
then monthly thereafter.
Members of the QAPI
Committee will consist of at a
minimum the Director of
Nursing, Assistant Director of
Nursing, Social Services
Director, Dietary Services
Director, Maintenance
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checked the resident later she observed a “thick
glob of mucous" in the resident's beard and the
resident was sounding clearer then, RN #2
revealed she did not notify the resident's
physician of the elevated temparature, the "rattle”
noted when the resident breathed; or, the mucus
she had noted in the resident's beard.

Review of a Nursing Note, dated 01/24/15 at 7:55
AM, revesled the resident presentad with difficutty
breathing, was gasping for air and his/her oxygen
saturation was fluctuating In the 80s with oxygen
at elght (B) liters (L) per minute. The resident’s
pulse was 102 , respirations were 30 per minute,
his/her temparature of 100.8 F and blood
pressure of 100/50. The resldent was

transported by ambulance to the hospital.

Further interview with RN #1, on 01/30/15 at 2.15
PM, revealed on the morning of 01/24/15 staff
reported to her Resident #1 was not acting or
breathing right. RN #1 stated when sha
assessed Resident #1 at approximately 7:55 AM,
the resident seemed to be struggling to breath
and his/her oxygen saturation was in the low 80s.
She stated the resident's oxygen saturation
continued to Ructuate afier B/L of oxygen was
administered. RN #1 stated the resident's
breathing was short and labored so she
transferred the resident to the hospital.

Ravlew of the Hospltal Emergency Department
records, dated 01/24/15, revealed the resident
sufferad from Acute Respiratory Failure with
Hypoxia {body deprived o oxygen). Further
review revealed a slica of uncooked potato, the
size of a silver doltar and one-fourth inch thick
was removed from the resident’s throat during
intubation. The resident also had a
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Director, Activity Director and
Business Office Manager with
the Medical Director
participating at least quarterly
and as needed.
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collapse/consolidation of the right lung, lower
lobe, posterior medial basal segments left lower
lobe and pneumonia. The resident was placed
on a ventilator and admitted to the Intansive Care
Unit {ICU) in critical condition.

Interview with the Director of Nursing {DON), on
02/02/15 at 11:50 AM, revealed she would have
expected staff to notify the Physician when there
was any incldent or change of condition of a
residant.

Intarview, on 02/03/15 at 11;45 AM, with the
Medical Director, who is also Resident #1's
Primary Physician revealed he recalled being
informed when the resident was sent out in
respiratory distress on 01/24/15, but he did not
recall being informed of the eplsodes of diffictity
swallowlng and choking the day before but staff
shoutld have Informed him,

**The facliity inplamented the following actions to
remove the Immediate Jeopardy:

1. On 01/24/15, Resident #1 was sent to the
hospital and admitted for Airway Obstruction and
Asplration Pneumonia. Resident #1 retumed to
the facility on 01/28/15 on a mechanically soft
dlet, the facility downgraded the diet to puree on
01/28/15.

2. On 01/30/15, the Director of Nursing,
Assistant Director of Nursing, Unit Manager, MDS
Nurse or Medical Records Nurse conducted an
assessment of Resident #1 to determine if there
were any medical needs, and or ongoing
assessments required that were not already
being completed or any significant change in

F 157
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on-going.

up assessments.

condition that required MD notification. Resident
#1's assessment revealad no change in condition
that required further Physician notification and
noted that appropriate assessments were

3. The MDS Nurse on 01/30/15 reviewed
Resldent #1's plans of care and determined that
all interventions were in place.

4. Baginning on 01/30/15 and completad on
02/02/15 the Director of Nursing, Assistant
Director of Nursing, Unit Manager, MDS Nurse
and Medical Records Nurse reviewed all current
residents’ plan of care to determine if all
interventions were being followed. No further
concemns were identified.

5. On 01/31/15, the Dietary Servicas Manager
observed Resident #1's [unch meal and
determined the diet served was prepared per
recipe and was correct per Physician's Order and
prepared In a formn designed to meet individual
needs. The Dietary Services Manager also
observed the meal tray line during lunch and
noted that staff was following the recipe and
spreadsheet and providing the diet as ordered for
Resident #1 and food was properly prepared.

6. On 01/30/15, the Director of Nursing, Assistant
Director of Nursing, Unit Manager, MDS Nurse or
Medical Records Nurse conducted assessments
of all current residents to determine if there were
any medical needs requiring Physician notification
and or ongoing assessments required that were
not already being completed. Any identified
residents who had a change in condition had their
Physician notified with orders obtained and follow

FORM CMS-2567(02-89) Pravious Versians QObsolote Evem 10: 4VBT1H

Facifty 1D 100389 If continuation shest Page 10 of 119



From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

03/27/2015 18:13

#440 P.012/112

PRINTED: 02/27/2015
FORMAPPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185364 B.WING 02/12/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FORDSVILLE NURSING AND REHABILITATION CENTER Seaaay STREET
FORDSVILLE, KY 42343
®4 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 157 | Continued From page 10 F 157 3\“%5

7. On 01/31/15, the Dietary Servicas Manager
conducted an audit of all current residents' meal
trays served from the kitchen and noted that the
recipe was followed, diet was correct and served
per Physiclan order designed to mest the
individual needs of the resident and properly
prepared.

8. On 01/30/15, the Regiona! Quallty Manager
re-educated the Director of Nursing, Assistant
Director of Nursing and Unit Manager, MDS
Nurse and Medical Records Nurse on conducting
an assessment based on resident condition to
include the INTERACT process, follow up
assessments as well as Physician notification for
a significant change in condition referring 1o the
INTERACT process but not to supersede nursing
judgement. The INTERACT process is an
evidence based program developed under
funding fram CMS to prevent unnecessary acute
care transfers, to provide guidance to nurses on
when to notify the physician and care paths for
certain common symploms, A competency test
was administered to validate understanding. In
addition, they were educated and a competency
test was given ralated to following the plan of
care, and if the plan of care cannot be followed
and an alternative Is not within their scope of
practice that the Physician must be notified

9. On 01/30/15 ,the Director of Nursing,
Assistant Director of Nursing and Unit Manager,
MDS Nurse and Meadical Records Nurse began
re~education with all licensed nursing staff related
to conducting an assesasment based on resident
condition to Include the INTERACT process,
follow up assessments as well as Physician
notification for a significant change in condition
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referring to the INTERACT process buf not to
supersede nursing judgement. A compeiency
test was administared to validate understanding.
No licensed staff will work after 02/04/15 without
having completed this re-education and
competency test. In additlon, reeducation was
provided on the requirement to follow the plan of
care and if the plan of care cannot be followed
and an allernative is not within their scope of
practice the physician must be notified. No
licensed Nurse worked after 01/30/15 without
having received this re-educatlon and
competency test.

10. Beginning 02/03/15, all Certified Nursing
Assistants were re-educated with competsncy
test related to following the plan of care and if
they were unable to follow the plan of care they
must report it to the Charge Nurse. No Certified
Nursing Assistants will work after 02/03/15
withaut having received this re-education and
compatency test.

11. On 02/02/15 and 02/03/15, the Regional
Dietician reviewed all current recipes to
determine if any recipe called for food products
that according to the spreadsheet would not be
appropriate for mechanically altered diets. No
other concerns were identified.

12. On 01/30/115, the Regional Dieticlan
conducted re-aducation with the Dietary Servicss
Manager including competency testing related to
following the recipe and serving foods per the
spreadsheet for correct prescribed diet.

13. Beginning 01/31/15 and ongoing, the Dietary
Service Manager will conduct re-education with
all Dietary Staff related to following the recipe and

F 157
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the spreadsheet to assure diets are served per
the Physiclan order. This re-education will
include a competency test and will be conducted
prior to any staff beginning work. No Dietary staff
worked after 01/31/15 without having completed
the re-education and competency test.

14. On 02/03/15, a contract provider varified the
convection oven was working appropriately and
the regular oven in which the potatoes were
cooked was cooking hotter than the setting on the
oven, A new stovefoven was ordered and
approved on 03/03/15.

15. Beginning 02/03/15, all dietary staff was
instructed by the Dietary Service Manager to only
cook on the convection oven. No staff will work
after 03/03/15 without having had this
re-education. Beginning 02/04/15, all dietary staff
will be educated by the Dietary Service Manager
that if a concern s identified with the food
prepared it should be removed from the tray line
and if already served dietary staff should report
the concerns to the Nurse. No dietary staff will
work after 02/04/15 without having received this
education.

16. Beginning 01/28/15 and ongoing, all nursing
staff was educated by the Director of Nursing,
Assistant Director of Nursing, Unit Manager MDS
Nurse or Medical Records Nurse on notification
of the nurse if meals appear to be prapared
incorrectly such as overcooked, undercooked or
hard to cut foods. No nursing staff will work after
02/04/15 without having received this education.
In addition, beginning on 02/03/15 and on going,
all Certified Nursing Assistants were re-educated
with competency test related to following the plan
of care and if they were unabile to follow the plan

F 157
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of care they must report it to the Charge Nurse,
No Cenrtified Nursing Assistants will work after
02/03/15 without having received this
re-aducation and competency test.

17. Beglnning 01/31/15, the Diractor of Nursing,
Asaistant Director of Nursing or Unit Manager will
review with the facility staff the residents'
condition each shift to determine if licensed staff
are notifying the Physlician of significant changes
in condition as well as completing ongoing
assessment as needed. This will continue every
shift until abatement then five (5) times per week
for twelve (12)weeks thereafter.

18. The Director of Nursing, Assistant Direclor of
Nursing or Unit Manager will review fiva (5)
residents’ plans of care per weelk for twelve (12)
waeks to evaluate if interventions are in place
and being lollowed. The results of these audits
will be reviewed with the Quality Assurance and
Improvement Committee weekly until substantial
compliance then maonthly thereafter.

19. Beginning 02/01/15, the Director of Nursing,
Assistant Director of Nursing or Unit Manager will
review alfl Nurses Notes daily to determine if any
significant change in condition has occumed
without Physiclan notification or any significant
change in condition requiring ongoing
assessment that has not occurred. This will
occur daily until abatement of Immediate
Jecpardy and then five (5) times per week for
twelve (12) weeks.

20. Beginning 01/31/15, a Dietary Service
Manager or a Registered Dietician will observe
one meal service per day to assure staff are

following the recipe, serving and using the diet

F 157
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spreadsheet and that food Is properly prepared to
meet the individual needs. This will continue until
abatement of the Immediate Jeopardy and then
five {5) times per week for twelve {12) weeks
thereafter.

21, The results of these audits will be reviewed
with the Quality Assurance and Improvement
Committee (QAPI) weekly until substantial
compliance then monthly thereafter. The QAPI
committes will meet weekly or anytime concerns
are identified until substantial compliance, then
monthly thereafter. Members of the QAPI
Committee will consist of at a minimum the
Director of Mursing, Assistant Director of Nursing,
Social Services Director, Maintanance Director,
Activity Director and Business Office Manager
with the Medical Director participating at least
quarerly and as neaded.

22. On 01/30/15, an ad hock Quallty Assurance
and Performance Improvement Committee was
convened to review the facility's Investigation and
concerns. An Allegation of Compliance was
developed and reviewed with the Medical Director
who attended via phone. In attendance was the
Administrator, Director of Nursing, Assistant
Director of Nursing, Unit Manager, Medical
Records Clerk, MDS Nurse, Sacia! Sarvices
Director, Dietary Services Manager and Activity
director. No further recommendations were
made at this time,

The State Survey Agency validated the corrective
actions taken by the facility as follows:

1. Review of the Nursing Notes and Physician
Orders revealed on 01/24/15 Resident #1 was
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sent to the hospital and admitted for Airway
Obstruction and Aspiration Pneumonia. Resident
#1 retumned to the facllity on 01/28/16 on a
machanically soft diet and the facllity downgraded
the diet to pureed on 01/28/15. Observation of
the lunch meal on 02/12/15 at 12:00 PM,
revealed the resident was being fed by the
Speech Therzpist. The food was In pureed form,
as per the resident's diet card on the tray.

2. Revlew of an assessment conducted by the
Director of Nursing, Assistant Director of Nursing,
Unit Manager, MDS Nurse or Medical Records
Nurse of Resident #1 on 01/30/15, revealed
there wera no change in conditlon that required
further Physician notification and noted that
appropriate assessments were on-going.

3. Review of documentation by the MDS Nurss,
dated 01/30/15, revealed she reviewed Resident
#1's plans of care and determined that all
interventions were In place.

4. Review of documentation verified on 01/30/15
through 02/02/15 the DON, ADON, Unit Manager,
MDS Nurse and Medical Records Nurse reviewed
all current resident's plans of care to determine If
all interventions were being followed. The
documentation revealed which residents’ plans of
care were reviewed by which adminlstrative staff.

5. Revlew of documentation by the Dietary
Manager, dated 01/31/15, revealed the Dietary
Manager observed Resldent #1°s lunch meal and
determined the diet served was prepared per
recipe and was corract per Physician’s Order and
prepared in a form deslgned to meet individual
needs. In addition, the documentation revealed
she also observed the tray line and determined
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staff was following the recipe and spreadsheet
and providing the dlets as ordered.

6. Review of residents' assessments conductad
on 01/30/15 revealed all rasident assessments
wera completad and any resldents who had an
identified change in condition had their physician
notified. The assessments were conducted by
the DON, ADON, Unit Manager MDS Nurae and
Medical Records Nurse.

7. Review of documentation dated 01/31/15
revealed t{he Dietary Services Manager
conducted an audit of all current residents’ meal
trays served from the kitchen and verified tha
recipe was followed, diet was correct and served
per Physician Order, to meet the needs of the
resident and properly preparsd.

8. Revlew of documentation of re-education by
the Reglonal Quality Manager to the DON,
ADON, Unit Manager, MDS Nursa and Medical
Records Nurss, dated 01/30/15, verified they
wera reeducated on the INTERACT process,
follow up assessments, Physician notification for
significant change, following the plan of care, and
if the plan of care cannot be followed and an
altemative is not within their scope of practice the
Physician must be notified. Review of the
competency tests revealed each of them
completed the test on 01/30/15.

9. Review of Inservice sign in sheets and
competency tests, beginning 01/30/15, revealed
all licensed staff was re-educated beginning
01/30/15 and competency tests were
administered and passed related to the
INTERACT process, follow up assessments,
Physician notification for significant change,

F 157
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following the plan of care, and If the plan of care
cannot be followed and an alternative is not within
their scope of practice the Physiclan must be
notified. Review of the competency tests
revealed each of them completed the tast on
01/30/15.

Interview with the Administrator, on 02/12/15 at
1:35 PM, revealed the DON provided education to
the staff related to assessments, INTERACT tool
for assessments and Physician notification. Staff
was educated about care plan interventions
ensuring their appropriateness and
implementation

Intarview with the DON, on 02/12/15 at 1:30 PM,
revealed she provided education on the
INTERACT tool for assessments and Physiclan
notification and had also educated staff on
updating care plans according to their scope of
practice. The Twenty Four Hour Report was also
topic. Nursing staff was given competency tests
on following the INTERACT tool and nursing
Judgement. CNAs required a post test as well.

Interview with RN #3, on 02/12/15 at 12:30 PM,
revealed she received education related to the
INTERACT system utilized by the facility which
was a tool for assessments and included why,
when, who and Physician notification. The
education included follow up documentation on
any type of compleint or anything out of the
normal for a resident. Information was to be
passed on to the next shift if not resolved and
follow up was to be done the next day. A post
test was given which RN #3 passed.

Interview with LPN #3, on 02/12/15 at 12:35 PM,

revealed education was provided to her by the
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DON that resident assessments should be
conducted before, during, and after any type of an
event and gave examples of elevated
temperature, shortness of breath, and chest
pain. LPN #3 was given a post tast and passed.
Education was also given to her about Physician
notification, follow up documentation and
implementing the care plan. She stated if the
care plan needed changed or could not be
implemented to notify the DON.

Interview with LPN #4, on 02/12/15 at 12:40 PM,
revealed she had been educated by the DON
related to the INTERACT lools for resident
assessment, physiclan notification and
documnentatien. The Physician was to be notifled
for any significant change. Assessments were {o
be completed, the resident monitored and
reassessed. The assessments were to include
the rasident's vital signs as blood pressure,
respiration, oxygen saturation, pulse and
temperature. LPN #4 was required to pass a post
test.

Interview with RN #1, on 02/12/15 at 12:50 PM,
revealed she had been provided education by the
DON related to a change in condition of a
resident including if the resident was having
trouble swallowing, For any emergency "911"
was lo be called and then notify the Physician.
The INTERACT tool which reflects how, what and
when to notify the Physician was to be utilized, as
well, as the Stop and Watch tool which anyone
could fill out and give to the nurse. Any change of
condition of a resident required a complete
assessment, including if a resident became
choked while eating. Seventy-two (72}hour
documentation was required for any changes, this
Included the rasident's vital signs and if
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sympioms persisted the physician should be
notified again. In addition, care plan education
was provided related how to access that
information from the headsets worn by the CNAs.
The care plan had to match the resident's needs
and If not the CNAs were to notify the nurse, A
post test was completed {o validate
understanding.

Inlerview with RN #4, on 02/12/15 at 12,55 PM,
revealed she had recent education by the DON
related to assessments. The INTERACT tool was
a step by step guide on how, what and when to
do anything and Physician notification. In
addition, education was provided on care plans
that Included information about carrying out the
interventions and revising when needed. CNAs
were to report any problems with the care plan
and the Physician was to be notified. She stated
she had to take a post test and pass.

10. Interview with CNA #5, on 02/12/15 at 1:00
PM, revealed education was provided on care
plans related to accessing the information on the
CNA haadset and to always informn the nurse
when something did nat seem right about the
information. A post test was taken and had to be
passed.

Interview with CNA #6, on 01/12/15 at 1:05 PM,
revealed education was provided on care plans
and she was to ensure the care plan was
followed and If the care pian did not seem
appropriated she was fo speak with the nurse
immediately.

Interview with CNA #7, on 02/12/15 at 1:10 PM,
ravealed she was educated on implementation of
care plans and a post test was glven and she
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passed.

Interview with CNA #3, on 02/12/15 at 1:15 PM,
revealed she had recently been educated that
ghe was required to be famlliar with each
resident's care plan an it was accessibla through
the head set that she wears. CNA #8 stated if
she could not follow the resident's care plan she
was to go {0 the nursa for clarification. She
revealed she had to take a post test and pass.

1. Interview with the Administrator, on 02/12/15
at 1:35 PM, revealed the spread sheets and
recipes were reviewed and the spread sheet for
the scalloped potato recipe was revised to include
peeling potatoes before cocking.

Interview with the Registered Dietician, on
02/12/15 at 11:35 AM, revealed she had revised
the spread sheet and recipe for scalloped
potatoes to indicate pesling the potatoes,

12. Interview with the Dietary Manager, on
02/12115 at 11:30 AM, revealed she had received
inservice from the Registered Dietician on
reading and following spreadsheets and recipes.
Education was provided that potato skins were
not part of the Mechanlcal Soft Diel. She was
educated on reading and calibrating
thermometers and using only the left oven on the
stove instead of the malfunction right side oven
and the recipe and spread sheet for scalloped
potatoes had been revised to instruct to peel the
potaloes. One meal every day was being
monitored to ensure the spread sheet and recipe
as well as the tray cards were being followed.,

13. Interview with the Administrater, on 02/12/15
at 1:35 PM, revealed dietary staff was educated
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over recipes and spread sheet, meal preparation
and diets per the Physiclan's order.

Interview with the Reglstered Dietician, on
02/12/15 at 11:35 AM, revealed she had provided
education to the dietary staff related to the spread
sheets and recipes. She stated the reading of
the tray cards was also covered In education as
well as what to do if a food item did not turn out
that included not serving that food item.

Interview with Cook #1, on 02/12/15 at 11:40 AM,
revealed she had been educated about how to
set and use thermometers for checking focd
temperatures and about how to follow the spread
sheet recipes. She stated a test was glven to
verify she understood the education.

Interview with Dietary Aide #3, on 02/12/15 at
11:45 AM, revealed she had received education
by the Dietary Manager on how to follow the
spread sheets and recipes. She stated she also
had io take a test to verify she understood the
education.

14. On 02/03/15 a contract provider verified that
the convection oven was working appropriately
and that the regular aven in which the potatoes
were cooked was cooking hotter than the setting
on the oven. A new stove/oven was ordered and
approved on 02/03/15.

Interview with the Administrator, on 02/12/15,
revealed a new stove had been ordered for the
facillty and should be installed in about three
weeks. The facility was also getting a new
"Leer™ {blender/mixer) for puree foods and aiso
a meat slicer for evenness.
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15, Interview with the Administrator, on 02/12/15
at 1:35 PM, revealed the dietary staff had been
educated to use the left oven until the new stove
was installed.

Interview with Cook #1, on 02/12/15 at 11:40 AM,
revealed she had been educated that the oven on
the right side of the stove was not to be used until
the new stove was delivered. Coaok #1 slated she
also received educated on what to do if food does
not turn out right for any reason, The food is to be
pulled off the tray line and not served. She stated
if a food item was discovered to not be "right"
after it goes out to the residents she was to tell
the nurse.

Interview with Dietary Alde #3, on 02/12/15 at
11:45 AM, reveeled she had received education
by the Dietary Manager not to use the lefi side
oven of the stove. Dletary Alde #3 stated she
also received education by the Dietary Manager
to double check resldents’ diet cards and if food
was not right for some reason it was to be pulled
off the line and not served. She stated if it was
discovered after it goes out, the nurse was to be
notified.

18. Inferview with the DON, on 02/12/15 at 1:30
PM, revealed she started education related to
small bites, under and over cooked food on
01/28M15. Staff was not to serve any food that-did
not match the meal ticket and CNAs were to
report to the nurse and then the dietary staff was
to be notified.

Interview with RN #3, on 02/12/15 at 12:30 PM,
revealed she had received education from the
Director of Nursing (DON}) related to ensuring
food that was served was properly prepared and
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gave example of over or undercocked food,
Certified Nurse Aides wera to inform the nurse if
something did not seem right about a resident's
tray and it was not to be served. A posttestwas
given which RN #3 passed.

Interview with LPN #3, on 02/12/15 at 12.35 PM,
revealed education was provided to her by the
DON related to notifying the nurse if a food item
to be served to a resldent was wrong. She stated
the first thing was te not give It to the resident
then notify the nurse and the kitchen, The meal
ticket was to be followed; staff was to ensure the
residents were givan small bites. LPN #3 was
given a post test and passed.

Interview with LPN #4, on 02/12/15 at 12:40 PM,
revealed she had been educated by the DON
related to residents’ meals and following the
appropriate diets. She stated if a meal served to
& rasident was not appropriate it was to be
removed and an appropriate altemate provided to
the resident. The CNAs were required to report
any diet concerns to the nurse and the klichen
was to be notified. A post test was given related
to the dietary education and had to be passed.

Interview with RN #1, on 02/12/15 at 12:50 PM,
revealed she had been provided education by the
DON related to how to read resident meal cards,
She stated CNAs were to notify nursing if there
was any question about food on a rasident's tray.
A substitute food itemn was to be provided and the
dietary staff was to be notified. A post test was
completed {o validate understanding.

Interview with RN #4, on 02/12/15 at 12:85 PM,
revealed she had recent education by the DON
related to ensuring food was properly cocked.
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She stated they covered diet cards. The dlet card
should be honored and if a food was served that
was contraindicated the CNA was not to give the
resident the food and notify the nurse. An
appropriate substitute was to be offered and the
kitchen notified. A post test was administered
and she passed.

Intarview with CNA #4, on 02/12/15 at 12:45 PM,
revealed she had been provided education from
the DON and the Dietary Manager related to
resident meals. Food items were to be verified by
the resident's meal ticket and If it did not look
right not to assume on her own and to not give it
to the resident; inform the nurse. She was
provided education related to a Mechanical Soft
Diet and what kind of foods were Included in this
diet.

Interview with CNA #5, on 02/12/15 at 1:00 PM,
revealed she had recant education by the DON
and the Distary Manager about food, diets and
the resident meal card, The meal card was to
match what was sarved to the resident and if it
didn't the CNA was to inform the nurse and
provide the resident with an alternate. Over and
under cooked food was not to be served to any
resident and the nurse was to be Informed If there
was something on the resident tray that would be
considered inappropriate as well as the dietary
staff. In addition, education was provided on care
plans related to accessing the information on the
CNA headset and to always inform the nurse
when something did not seem right about the
information. A post test was taken and had to be
passed.

Interview with CNA #8, on 01/12/15 at 1:05 PM,
revealed recent education had been provided to
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her by the DON and the Dietary Manager on what
to do if food on a resident's tray was not right.
Mechanical Soft Diet items were always to be
looked at closely and never serve food that was
not cocked or over cooked, She was required to
take a post test that covered the education. In
addition, education was provided on care plans
and she was to ensure the care plan was
followed and if the care plan did not seem
appropriate sha was to speak with the nurse
immediately.

Interview with CNA #7, on 02/12/15 at 1:10 PM,
revealad she had been provided recent education
about meals for residents including verifying what
was on the tray with what was on the meal card.
Anything out of the ordinary or that she did not
understand, she was to notily tha nurse to follow
up on it. She stated care plans were also part of
the topic of the education and tests were required
on all the subjects.

Interview with CNA #8, on 02/12/15 at 1:15 PM,
revealed she had recently received inservicing
from the DON and Dietary Manager that meal
cards were to match what was served on resident
trays and if it did not match she was to ensure the
resident did not get it and a substitute was to be
provided., Nurses were to be notified of any
dietary discrepancies as well as the dietary staff,
She stated she had to take a post test and pass,
She revealed she was required to be familiar with
each resident's care plan an it was accessible
through the head set that she wears. CNA#8
stated if she could not follow the resident's care
plan she was to go to the nurse for clarification.
Mocds, behaviors and perineal care was also on
tha education by the DON and she had to test for
each,
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17. Review of a calendar revealed the DON,
ADON or Unit Manager was reviewing with facility
nursing staff any change of condition of a resident
each shift to ensure the licensed staff were
notifying the Physician as well as completing the
on-going assessments as needed. The calendar
indicated which administrative Nurse did the
review on a particular day. QA met and reviewed
results of these audits on 01/30/15, 02/04/15 and
on 02/11/15 and will continue monthly after
compliance is reached.

18. Areview of documentation by the DON,
ADON or Unit Manager verified five {5) residants’
plans of care per week were being reviewed. The
reviews were documented on a calendar by the
Administrative Nurses. The audits were being
reviewed by QA Committee weekly. Review
dates by the QA Committee were 01/30/15,
02/04/15 and 02/11/15. The audits were
scheduled weekly until substantial compliance
then monthly.

19. Review of a calendar revealed the DON,
ADON and Unit Manager were reviewing all
Nursing Notes daily to ensure MD notification and
assessments as needed. The calendar was used
to document which administrative nurse reviewed
the Nursing Notes on which day. Interview on
02/42/15 at 1:30 PM with the DON, 1:40 PM with
the ADON and 1:45 PM with the Unit Manager
confirmed this procedure was being complsted
dally, The QA Committee met and reviewed the
results of these audits on 01/30/15, 02/04/15 and
on 02/11115.

20. interview with the Registered Dietician, on
02/12/15 at 11:35 AM, and at 11:30 AM, with the
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Dietary Manager, revealed one meal every day
was being monitored to verify dietary staff wera
following the spread sheets, recipes and tray
tickets which was documented on a calendar
shest.

Interview with Cook #1, on 02/12/15 at 11:40 AM,
revealed the tray line meal service had been
manitored every day by the Dietary Manager and
Registered Dietician.

21. Review of documentation revealed the QA
Committee had met weekly an 01/30/15,
02/04/15 and 02/11/15, then to be monthly
thereafter.

22, Review of a sign in sheet, dated 01/30/15
revealed the ad hock QA Commitiee met and an
Allegation of Compliance was developed and
reviewed with the Medical Birector. The sign in
sheet verified the Administrator, DON, ADON,
Unit Manager, Medical Records Clerk, MDS
Nurse, Sacial Services Director, Dietary Services
Manager and Activity Director attendad with the
Medical Director particlpating via phone. The
QAP! committee was to meat weekly or anytime
concems were identified and weekly thereafter
until compliance then monthiy thereafter. The
membears consist of DON, ADON, Social Services
Director, Dietary Services Director, Maintenance
Director, Activity Director and Business Office
Manager with the Medical Director participating at
least quarterly and as needed. No further
recommendation were made as of 02/12/15,

Interview with the Administrator, on 02/12/15,
revealed an Ad Hock QA meeting was conducted
01/30/15, and when needead and will continus
waekly until in compliance then monthly.
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F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED
55=) | 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.

This REQUIREMENT is not met as evidencad
by:

Based on interview, record review, review of
Hospital Emergency Room Records and review
of facility policy/procedures, it was determined the
facility failed to implement the plan of care for one
(1) of four (4) sampled residents (Resident #1),
related to providing a therapeutic mechanical soft
diet; and, monitoring the resident's tolerance of
the texture of the diet and signs and symptoms of
aspiration,

The facility admitted Resident #1 with multiple
diagnoses which Inc Included Traumatic Braln
Injury, Feeding Problem and Dysphagia Oral
Pharyngeal Phase. Resident #1 was assessed
and cara planned for staff to provide s diet of
mechanica! soft foods, and to monitor for
tolerance of diet texture and for signs and
symptoms of aspiration. On 01/23/15, Resident
#1 bacame choked during the iunch meal after
Certified Nurse Aide (CNA) #1 fad the resident
scalloped potatoes that had been identified as
undercoocked and had not been peeled. The
resident became choked a second time the same
day when CNA #2 attempted to feed him/her the
supper meal and he/she was unable to swallow.
The incidents wera reported to licensed staff;
however, the licensed staff failed to monitor the
resident for tolerance to the diet and for signs and
symptoms of aspiration after the choking

F 282
F282

1.

3“‘805

The MDS Nurse on 01-30-
2015 reviewed resident #1°s
plans of care and determined
that all interventions were in
place. MDS nurse validated
that all the interventions on the
care plans were in place through
observation; this resident was
unable to be interviewed due to
cognition.

Beginning on 01-30-2015 and
completed on 02-02-2015 the
Director of Nursing, Assistant
Director of Nursing, Unit
Manager, MDS Nurse and
Medical Records Nurse
reviewed all current residents’
plans of care to determine if all
interventions were being
followed. The Director of
Nursing, Assistant Director of
Nursing, Unit Manager, MDS
Nurse and Medical Records
Nurse validated that all the
interventions on the care plans
were in place through
observation. No further
concerns were identified.
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Incidents. On the morming of 01/24/15, Resident 3. On 01-30-2015 the Regional
#1 was sent to the hospital in Respiratory Failure. Quality Manager re-educated '
While at the hospital, a plece of scalloped potato with competency test the
that was L;In.odertchookedldand had the pe:! on it was Director of Nursing, Assistant
removed from the resident's throat during : : t
intubation. The resldent was admitted to the l?dl rector Dbeg]Srsl:?ug;sE::d
Intensive Care Unit (ICU) with Raspiratory angger,
Failure, Pneumonia and Sepsis in critical Medical Records Nurse on the
condition on a ventilator. requirement to follow the plan
of care and if the plan of care
The facility's failure to ensure staff implemented cannot be followed and an
the care plan caused or is likely to cause serious alternative is not within their
Injury, harm, itnpairment, or death to a resident. .
Immediate Jeopardy was identifiad on 02/02/15 SCOP? ?f practice that ?he
and determined to exist on 01/23/15. An physician must be notified.
acceplable Allegation of Compliance (AoC) was Beginning on 01-30-2015, and
received on 02/10/15 alleging the IJ was removed ongoing for new hire staff, all
on 02/05/15. The State Survay Agency validated license staff were re-educated
on 02/12/15 that the Immediate Jeopardy was with competency test by the
removed o.n 02/05/15, as allegad. The Scope Director of Nursing, Assistant
and Severity was lowerad to a "D" while the . A p
facility develops and implemenits the Plan of Director of Nur5l'ng, Unit
Correction (POC); and, the facility's Quality Manager or Medical Records
Assurance monitors the effsctiveness of the Nurse on the requirement to
system changes, follow the plan of care and if the
plan of care cannot be followed
The findings Include: and an alternative is not within
Review of the facility's policy titled, "Resident thelr.S(?Ope of practlce'that L
Comprehensive Care Plan", dated 08/08, pbysuclan must be notified. No
revealed the resident's comprehensive care plan Licensed Nurse worked after
should be viewed as an Interdisciplinary approach 01-30-2015 without having
to managing the acute and chronic needs of the received this re-education and
resident living in the facifity. competency test. Beginning 02-
Review of a manual titled, "Simplified Diet 03'2.0 15 and ongoing ?“
Manual", eleventh edition, utilized by the facility, Certified Nursing A.SSIStantS
revealed a Mechanical Soft Diet is designed to were re-cducated with
permit easy chewing. The General Diel is
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modified In consistency and texture by cooking,
grinding, chopping, mincing or mashing. The diet
includes foods soft in texture such as cooked
fruits and vegetables, moist ground meat and soft
bread and cereal products. Foods that dissolve
readily when held in the mouth such as graham
crackers and some ready-to-eat cereals are also
appropriate. It is most Important to individualize
or adjust it 1o the tolerance of the resident. Table
3.1 Mechanical Soft revealed to avold raw or
undercooked vegetables and those with tough
skins, whole kemel corn and fried vegetables.

Record review revealed the facility admitted
Resident #1 on 06/26/14 with diagnoses which
included Traumatic Brain Injury, Selzura Disorder,
and Dysphagia Oral Pharyngeal Phase. Review
of the Admission Minimum Data Set (MDS)
assassment, dated 07/403/14, revealed the facility
assessed the resident with a Brief Interview of
Mental Status (BIMS) score of "99", Indicating the
resident was not Interviewable. Further review of
the assessment revealed the resident required
extensive asslstance of one person for eating and
had a therapeutic dlet of mechanically altered
foods.

Review of a Speech Therapy Evaluation, dated
08/29/14, revealsed the resident was at risk for
weight loss and aspiration; and, required close
supervision during meal intake and assistance
with all meals due to risk of seizures and
requiring maximum cues to not talk while eating,
and swallowing everything before taking another
bite,

Review of Resldent #1's Comprehensive Care
Plan for Risk for Alteration in Nutrition, dated
08/18/14, revealed interventions to provide det as
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competency test related to
F 282 | Continued From page 30 F 282 . .
-~ following the plan of care and if 3jijavl€

they were unable to follow the
plan of care they must report it
to the Charge Nurse. No
Certified Nursing Assistants
will work after 02-03-2015
without having received this re-
education and competency test,

The Director of Nursing,
Assistant Director of Nursing or
Unit Manager will review five
(5) residents’ plans of care per
week for twelve (12) weeks to
evaluate if interventions are in
place and being followed. The
results of these audits wili be
presented by the Director of
Nursing or Assistant Director of
Nursing or Unit Manager for
review with the Quality
Assurance and Improvement
Committee weekly until
substantial compliance then
monthly thereafter. The
Director of Nursing will be
responsible for monitoring
throughout the QA process. The
QAPI committee will meet
weekly or anytime concerns are
identified and weekly thereafter
until substantial compliance,
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ordered, mechanically soft; and monitor for
folerance {o diet texture and signs and symptoms
of aspiration.

Review of Nursing Note, revealed a late note,
dated 01/23/14 at 3:28 PM, which stated at 11:45
AM, the CNA reported Resident #1 was having
problams swallowing flulds with his/her meal. The
nurse reported the Incident to the Speech
Therapist (ST} and the ST said she would assess
the resident

Interview on 01/30/15 at 2:00 PM with CNA #1
revealed on 01/23/16 during the lunch meal,
Resident #t became choked when she fed the
resident scafloped potatoes. The resident
coughed, spitting up some of the potatoes and
hisfher face became red. The CNA stated she
reported the incident to Registered Nurse (RN)
#1.

Interview on 01/30/15 at 2:15 PM with RN #1
revealed CNA #1 had reported to her on 01/23/15
that Resident #1 was having trouble swellowing
milk at lunch. RN #1 stated she requested the
ST to look at the resident. During her
observation, she noted that Resident #1 had a
deeper voice like he/she needed 1o cough but she
was unable to get the resident to cough. RN #1
stated she did not assess the resident jor signs
and symptoms of aspiration by assessing the
resident's lung sounds, obtalning the resident's
oxygen saturation and vital signs, and she did not
monitor to ensure the resident’s dlet waa
appropriats.

Interview with facility Cook #1, on 01/30/15 at
1:00 PM, revealed on 01/23/15 she used fresh
potatoes to make scalloped potatoes for the
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then monthly thereafter,
Members of the QAPI
Committee will consist of at a
minimum the Director of
Nursing, Assistant Director of
Nursing, Social Services
Director, Dietary Services
Director, Maintenance Director,
Activity Director and Business
Office Manager with the
Medical Director participating
at least quarterly and as needed.
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lunch meal on 01/23/15, Cook #1 stated she
sliced the potatoss but did not peel them. She
then cocked the potatoes according to the spread
sheet. Cook #1 revealed she was alerted by a
staff rmember that the scalloped potatoes were
not coocked enough when meal trays were served
in the dining room. Cook #1 stated she was
aware that one of the hall tray carts had already
baen delivered to the hall for residents to be
sarved meals in their rooms to include residents
on a mechanical soft diet but she did not take any
action to retrisve the residents’ trays with the
scalloped potatoes. Cook #1 revealed she
continued to serve the scalloped potaloes by
picking out the thinner slices. She stated she
placed the thicker slices of potatoes in the
refrigerator with a note indicating the potatoes
required cooking if served again.

Interview, on 01/30/15 at 2:15 PM with RN #1,
ravealed CNA #1 reported Rasident #1 was
having trouble swallowing milk at flunch on
01/23/15. RN #1 stated she requested the ST to
look at the resident. RN #1 revealed when she
observed Resident #1 with the ST there was no
coughing and the resident's color was good. RN
#1 stated she noticed the resident had a deeper
voice like he/she needed to cough but she was
unabie to gat the resident to cqugh. RN #1 stated
she did not notify the physician but decided to
observa the resident's temperature every shift
just in case hefshe had aspirated.

Interview with CNA #2, on 01/30/15 at 3:10 PM,
revealed he attempled to feed Resident #1's
supper meal on 01/23/15 and when he gave
Resldent #1 a bite, the resldent would chew and
attempt to swallow, but couldn't. CNA #2 stated
the resident coughed, got red in the face and the

F 282
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CNA thought the resident had "swallowed the
wrong way". CNA#2 revealed the resident did
the same thing when milk was offered and acted
like he/she didn't want to eat so the CNA #2
notified Licensed Practical Nurse (LPN) #1. CNA
#2 stated he did not know if LPN #1 had
assessed Resldent #1 or not.

Interview with LPN #1, on 01/30/15 at 3:20 PM,
revealed she did not recall anyone reporting to
her that Resident #1 had choked on histher
supper meal. She stated she did not monitor
Resldent #1 for signs and symptoms of aspiration
or to ensure the resident was able to tolerate the
dist.

Review of a Nursing Note, dated 01/23/15 at 8:40
PM by RN #2, revealed the resident's
temperature was 89.1 F, the resident coughed up
some thick mucus, drank chocolate milk without
difficulty, and there was no noted swallowing
problems.

Interview on 01/31/15 at 8:40 PM with RN #2
revealed on 01/23/15 she was told in report to
check Resident #1's temperature due to the
resident having difficulty swallowing earlier in the
day and the ST had looked at the resident but
didn't know anything for sure. RN #2 stated
Resident #1 had a "little rattle” when breathing
and she was unsuccessful in getting the resident
to cough and she saw a glob of mucus in the
rasident's beard. RN #2 stated she did not
manitor for signs and symptoms of aspiration by
assessing the resident's lung sounds with a
stethoscope and obtaining the resident's oxygen
saturation and vital signs because she was afraid
the resident would "hit" her.
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Review of a Nursing Note, dated 01/24/15 at 8:32
AM, revealed ot 7:55 AM, the resident presented
with difficulty breathing, gasping for air, and
oxygen saturation was fluctuating in the 80s
(normal 98-100). Oxygen was administered at
BiL per minute with oxygen saturation continuing
to fluctuate up and down. The resident's pulse
was 102 {(normal 60-80), respirations were 30
(nomal 16-20) per minute, temperature was 100
F (normal £8.8). Notifications were made to the
Guardian and Physician and the resident was
transported to the hospital by ambulance.

Review of Resident #1's Hospital Emergency
Room Records, dated 01/24/15, revealed the
resident suffered from Acute Respiratory Failure
with Hypoxia (body deprived of oxygen) and a
slice of uncooked potato the size of a silver dollar
and one-fourth Inch thick was removed from the
resident's throat during intubation. There was
collapse/consolidation of the right lung, fower lobe
and posterior medial basal segments left lower
lobe; and pneumonia. The resident was placed
on a ventitator and admitted to the Intensive Care
Unit (ICU) in critical condition.

Interview with the Emergency Depariment (ED)
Physician, on 02/02/15 at 11:00 AM revealed on
01/23/15, Resident #1 was very mentally
challenged and was in Respiratory Failure. He
stated when intubating the resldent a one and
one-half inch clrcular plece of potato that still had
the peel on it was in the resident's throat. The
Physician revealed the resldent might have been
able o swallow some liquids because the circular
piece of potato may have acted like a ball valve.
He staled the resident couldn't get the epiglottis
to close over the trachea, The physician revealed
the resident did have pneumonia from aspiration.
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He revealed the circular potato plece was
removed intact and was very firm. He further
stated Resident #1 could have died from the
potato piece cutting off his/her sirway or could
have died from the Aspiration Pneumonia.

Interview with the Director of Nursing (DON), on
02/03/15 at 12:15 PM, revealed the ST did
evaluate Resident #1, but if a wrong food item
was sent out and served to the rasident then
cbviously the care plan was not followed. She
stated she expected the resident's care plan to be
followed and if it couldn't be followed or changed
the physiclan should have been notified and a
change made.

Interview with the Administrator, on 02/03/15 at
11:40 AM, ravealed CNA #1 had said she
mashed the potatoes with a fork but was unable
to explain why a whole potato slice was found
lodged in Residant #1's throat. She additionally
stated she had never heard of leaving the peel on
potatoes when preparing scalloped polatoes.

The Administrator expected resident care plans to
be followed.

**The facllity implemented the following actions to
remove the Immediate Jeopardy:

1. On 01/24/15, Resident #1 was sent o the
hospital and admitted for Airway Obstruction and
Asplration Pneumonia. Reasident #1 returned to
the facllity on 01/28/15 on a mechanicatly soft
diet; the facility downgraded the diet to puree on
01/281185.

2. On 01/30/15, the Director of Nursing,
Assistant Director of Nursing, Unit Manager, MDS
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Nurse or Medical Records Nurse conducted an
assessment of Resident #1 to detormine if there
were any medical needs, and or ongoing
assessments required that were not already
being completed or any significant change in
condition that required MD notification. Resident
#1's assessment revealed ne change in condition
that required further Physician notification and
noted that appropriate assessments were
on-going.

3. The MDS Nurse on 01/30/15 reviewed
Resident #1's plans of care and determined that
all interventions were in place.

4. Beginning on 01/30/15 and completed on
02/02/15 the Director of Nursing, Asslstant
Director of Nursing, Unit Manager, MDS Nurse
and Medical Records Nurse reviewed all curment
residents' plan of care to determine if all
interventions were being followed. No further
concarns were Identified.,

5. On 01/31115, the Dietary Services Manager
observed Resident #1's lunch meal and
determined the diet served was prepared per
recipe and was correct per Physiclan's Order and
prepared in & form designed to meet individual
needs. The Dietary Services Manager also
observed the meal tray line during lunch and
noted that staff was following the recipe and
spreadshest and praviding the diet as ordered for
Resident #1 and food was properly prepared.

6. On 01/30/15, the Director of Nursing, Assistant
Director of Nursing, Unit Manager, MDS Nurse or
Medical Records Nurse conducted assessments
of all current residents to determins if there were

any medical needs requiring Physician notification
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and or ongoing assessments required that were
not already being compieted. Any identified
residents who had a change in condition had their
Physician notified with orders obtained and follow
up assessments.

7. On 01/31/15, the Dietary Services Manager
conducted an audit of all current residants’ meal
trays served from the kitchen and notad that tha
recipe was followad, diet was correct and served
per Physiclan order designed to meet the
individual needs of the resident and properly
prepared.

8. On 01/30/15, the Reglonal Quality Manager
re-educated the Director of Nursing, Assistant
Director of Nursing and Unit Manager, MDS
Nurse and Medical Records Nurse on conducting
an assessment based on resident condition to
include the INTERACT process, follow up
assessments as well as Physician notification for
a significant change in condition raferring to the
INTERACT process but not to supersede nursing
judgement. The INTERACT process is an
evidence based program developed under
funding from CMS to prevent unnecessary acute
care transfers, to provide guidancs to nurses on
when to notify tha physiclan and care paths for
certain common symptoms. A competency test
was administered to validate understanding. In
addition, they were educated and a competency
test was given related to following the plan of
care, and if the plan of care cannot be followed
and an sltemative Is not within their scope of
practice that the Physician must be notified

9. On 01/30/15 ,the Director of Nursing,
Assistant Director of Nursing and Unit Manager,
MDS Nurse and Medical Records Nurse began
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re-education with all licensed nursing staff related
fe conducting an assessment based on resident
condition to include the INTERACT process,
follow up assessments as well as Physician
notification for a significant change in condition
referring to the INTERACT process but not to
supersede nursing judgement. A competency
test was administered to validate understanding.
No licensed staff will work after 02/04/15 without
having completed thls re-education and
competency test. In addition, reeducation was
provided on the requirement to follow the plan of
care and if the plan of care cannot be followed
and an alternative is not within thelr scope of
practica the physiclan must be notified. No
licensed Nurse worked after 01/30/15 without
having received this re-education and
competency test.

10, Beginning 02/03/15, all Certified Nursing
Assistants were re-educated with competency
test related to following the plan of care and If
they were unable to follow the plan of care they
must report it to the Charge Nurse. No Certified
Nursing Assistants will work after 02/03/15
without having received this re-education and
compelency test.

11. On 02/02/15 and 02/03/15, tha Regionat
Dietician reviewed all current recipes to
determine if any racipe called for food products
that according to the spreadsheet would not be
appropriate for mechanically altered diets. No
other concerns were identifiad.

12. On 01/30/15, the Regional Dietician
conducted re-education with the Dietary Services
Manager including competency testing retated to
fallowing the recipe and serving foods per the

F 282

altfaots

FORM CMS.2587(02-89) Previous Versions Obsolala Event ID:4VBT11

Facliity 1D: 100351 If conlinuation shest Page 39 of 111



From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

03/2712015 18:19

#440 P.041/112

PRINTED: 02/27/2015
FORM APPROVED

OMB NQ. 0938-0381

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
ANOD PLAN OF CORRECTION IDENTIFICATION NUMBER:

188354

{X2) MULTIPLE CONSTRUCTION
A. BULDING

B. WING

(X3} DATE SURVEY
COMPLETED

c

02/12/2015

NAME OF PROVIDER OR SUPFLIER

FORDSVILLE NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
313 MAIN STREET
FORDSVILLE, KY 42343

(X4} 1D
PREFIX
TAG

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

10 PROVIDER'S PLAN OF CORRECTION -]
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE QaTE

DEFICIENCY)

F 282

Continued From page 39
spreadsheet for correct prescribed diet.

13, Beginning 01/31/15 and ongoing, the Dietary
Service Manager will conduct re-education with
all Dietary Staff related to following the recipa and
the spreadsheet to assura diets are served per
the Physician order. This re-aeducation will
include a competency test and will be conducted
prior to any staff beginning work. No Dietary staff
worked after 01/31/15 without having completed
the re-education and competency test.

14. On 02/03/15, a contract provider verified the
convection oven was working appropriately and
the regular oven in which the potatoas wera
cooked was cooking hotter than the setting on the
oven. A new stove/oven was ordered and
approved on 03/03/15.

15. Beginning 02/03/15, all dietary staff was
instructed by tha Dietary Service Manager to only
cook on the convection oven. No staff will work
after 03/03/15 without having had this
re-education. Beginning 02/04/15, all dietary staff
will be educated by the Dietary Service Manager
thatif a concern is identifled with the food
prepared it should be removed from the tray line
andif already served dietary staff should report
the concerns to the Nurse. No dietary staff will
work after 02/04/15 without having received this
education.

18. Beginning 01/26/15 and ongoing, all nursing
staff was educated by the Director of Nursing,
Assistant Director of Nursing, Unit Manager MDS
Nurse or Medical Records Nurse on notification
of the nurse if meals appear to be prepared
Incorrectly such as overcooked, undercocked or

hard to cut foods. No nursing staff will work after
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02/04/15 without having received this education.
In addition, beginning on 02/03/15 and on going,
all Certified Nursing Assistants wera re-educated
with competency test related to following the plan
of care and if they were unable to follow the plan
of care they must report it to the Charge Nurse.
No Certified Nursing Assistants will work after
02/03/15 without having received this
re-education and competency test.

17. Beginning 01/31/15, the Director of Nursing,
Assistant Director of Nursing or Unit Manager will
review with the facllity staff the residents’
condifion each shift to determine if ficensed staff
are notlfying the Physician of significant changes
in condition as well as complating ongeing
assessment as needed. This will continue every
shift untll abatement then five (5) times per week
for twelve {12)weeks thereafter,

18. The Director of Nursing, Assistant Director of
Nursing or Unit Manager will review five (5)
residents’ plans of care per week for twelve (12)
waeks to evaluats [f interventions are in place
and being followed. The results of these audits
will be reviewad with the Quality Assurance and
Improverment Committee weekly until substantial
compliance then monthly thereafter.

19. Beginning 02/01/15, the Director of Nursing,
Asslatant Director of Nursing or Unit Manager wilt
review all Nurses Notes dally to determine if any
significant change in condition has occurred
without Physician notification or any significant
change in condition requiring ongeing
assessment that has not occurred. This will
oceur daily until abaternent of Immediate
Jeopardy and then five (5) times per week for
twelve {12) weeks.,
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20. Beginning 01/31/15, a Dielary Service
Manager or a Raglstered Dietician will obsaerve
ane meal service per day to assura staff are
following the recipe, serving and using the diet
spreadshest and that food is properly prepared to
meet the individual needs. This wili continue until
ahatement of the Immediate Jeopardy and then
five (5) imes per week for twelve (12) weeks
theresafter.

21, The results of these audits will be reviawed
with the Quality Assurance and Improvement
Committea (QAP1) weekly until substantial
compliance then monthly thereafter, The QAPI
committee will meet weekly or anytime concerns
are identified until substantial compliance, then
monthly thereafter. Members of the QAPI
Committee wilt consist of at a minimum the
Director of Nursing, Assistant Director of Nursing,
Social Services Director, Maintenance Director,
Activity Director and Business Office Manager
with the Medical Director particlpating at Jeast
quarterly and as needed.

22, On 01/30/15, an ad hock Quality Assurance
and Performance Improvement Committee was
convened to review the facility's investigation and
concerns. An Allegation of Compliance was
developed and reviewed with the Medical Director
who attended via phone. In attendance was the
Administrator, Director of Nursing, Assistant
Director of Nursing, Unit Manager, Medical
Records Clerk, MDS Nurse, Social Services
Director, Dietary Services Manager and Activity
director, No further recommendations were
made at this time,
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The State Survey Agency validated the corrective
actlons taken by the facility as follows:

1. Review of the Nursing Notes and Physician
Orders revealed on 01/24/15 Resident #1 was
sent to the hospltal and admitted for Ainvay
Obstruction and Aspiration Pneumonia. Resident
#1 raturmed to the facility on 01/28/150on a
mechanically soft diet and the facility downgraded
the diet to pureed on 01/28/15. Observation of
the lunch meal on 02/12/15 at 12:00 PM,
revealed the resident was being fed by the
Speech Therapist. The food was in pureed form,
as per the resident's diet card on the tray.

2. Review of an assessment conducted by the
Director of Nursing, Assistant Diractor of Nursing,
Unit Manager, MDS Nurse or Medlcal Records
Nurse of Resldent #1 on 01/30/15, revealed
there were no change in condition that required
further Physiclan notification and noted that
appropriate assessments were on-going.

3. Review of documentation by the MDS Nurse,
dated 01/30/15, revealed she reviewed Resident
#1's plans of care and determined that all
interventions were in place,

4. Review of documentation verified on 01/30/15
through 02/02/15 the DON, ADON, Unit Manager,
MDS Nurse and Medical Records Nurse reviewed
all current resident's plans of care to detarmine if
all interventions were being followed. The
docurmentation revealed which residents' plans of
care were reviewed by which administrative staff.

5. Review of documentation by the Dietary
Manager, dated 01/31/15, revealed the Dietary
Manager observed Resident #1's lunch meal and
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determined the diet served was prepared per
recipe and was correct per Physician's Order and
prepared in a form designed to meet individua)
naeds. In addition, the documentation revealed
she also observed the tray line and determined
staft was following the recipe and spreadsheet
and providing the dists as ordered.

6. Revlew of residents' assessments conducted
on 01/30/15 revealed all resident assessments
were completed and any residents who had an
idantified change in condition had their physician
notified. The assessments ware conducted by
the DON, ADON, Unit Manager MDS Nurse and
Medical Records Nurse.

7. Review of documentation dated 01/31/15
revealed the Dietary Services Manager
conducted an audit of all current residents' meat
trays served from the kitchen and verified the
recipe weas followed, diet was correct and served
per Physician Order, to meet the needs of the
resident and properly prepared.

8. Review of documentation of re-education by
the Regional Quality Manager to the DON,
ADON, Unit Manager, MDS Nurse and Medical
Records Nurse, dated 01/30/15, verlfied they
were reeducated on the INTERACT process,
follow up assessments, Physician notification for
significant change, following the plan of care, and
if the plan of care cannot be followed and an
altemative is not within their scope of practice the
Physician must be notified. Review of the
competency tests revealed each of them
completed the test on 01/30/15,

9. Review of inservice sign in sheets and
competency tests, beginning 01/30/15, revealed
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all licensed staff was re-educated beginning
01/30/15 and competancy tests were
administered and passed related to the
INTERACT process, follow up assessments,
Physiclan notification for significant change,
following the plan of care, and If the plan of care
cannot be followed and an alternative is not within
thelr scope of practice the Physician must be
notified. Review of the compelency tests
revealed each of them completed the test on
01/30/15.

Interview with the Administrator, on 02/12/15 at
1:35 PM, revealed the DON provided education to
the staff related to assessments, INTERACT tool
for assessments and Physician notification. Staff
was educated about care plan interventions
ensuring their appropriateness and
implementation

Interview with the DON, on 02/12/15 at 1:30 PM,
revealed she provided education on the
INTERACT tool for assessments and Physician
notification and had also educated staff on
updating care plans according to their scope of
practice. The Twenty Four Hour Repori was also
topie. Nursing staff was given competency tests
an following the INTERACT tool and nursing
judgement. CNAs required a post test as well,

Interview with RN #3, on 02/12/15 at 12:30 PM,
revealed she recalved education related to the
INTERACT system utilized by the facility which
was a tool for assessments and included why,
when, who and Physician notification. The
education included follow up documentation on
any type of complaint or anything out of the
normal for a resident. Information was to be
passed on to the next shift if not resolved and
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follow up was to be done the next day. A post
test was given which RN #3 passed.

Interview with LPN #3, on 02/12/15 at 12:35 PM,
revealed education was provided to her by the
DON that resident assessments should be
conducted before, during, and after any type of an
event and gave examples of elevated
temperature, shortness of breath, and chest
pain. LPN #3 was given a post test and passed.
Education was also given to her about Physician
notification, follow up documentation and
implementing the care plan. She stated if the
care plan needed changed or could not be
implamentad to notify the DON.

Interview with LPN #4, on 02/12/15 at 12:40 PM,
revealed she had been educated by the DON
related to the INTERACT tools for resident
assessment, physician notification and
documentation. The Physician was to he notified
far any significant change. Assessments were to
be completed, the resident monitored and
reassessed. The assessments were to include
the resident's vital signs as blood pressure,
respiration, oxygen saturation, pulse and
temperature. LPN #4 was required to pass a post
test.

Interview with RN #1, on 02/12/15 at 12:50 PM,
revealed she had been provided education by the
DON related to a change in condition of a
resident including if the resident was having
trouble swallowing. For any emergency "811"
was to be calted and then notify the Physician.
The INTERACT tool which reflects how, what and
when to notify the Physician was to be utilized, as
well, as the Stop and Watch tool which anyone
could fill out and give to the nurse. Any change of
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condition of a resident required a complete
assessment, including if a resident bacame
choked while eating. Seventy-two (72)hour
documentation was required for any changes, this
included the resident's vital signs and if
symptoms persisted the physician should be
notified again, In addition, care plan education
was provided related how to access that
information from the headsets wormn by the CNAs,
The care plan had to match the resident's needs
and if not the CNAs were to notify the nurse. A
post test was completed to validate
understanding.

Interview with RN #4, on 02/12/15 at 12:55 PM,
ravealed she had recent education by the DON
related to assessments. The INTERACT tool was
a step by step guide on how, what and when to
do anything and Physician notification. In
addition, education was provided on care plans
that included information abeut carrying out the
interventions and revising when needed, CNAs
wera to report any problems with the care plan
and the Physician was to ba notified. She stated
she had to take a post test and pass.

10. Interview with CNA #5, on 02/12/15 at 1:00
PM, revealed education was provided on care
plans related to accessing the information on tha
CNA headset and to always inform the nurse
when something did not seem right about the
information. A post test was taken and had to be
passed.

Interview with CNA #6, on 01/12/15 at 1:05 PM,
revealed education was provided on care plans
and she was to ensure the care plan was
followed and if the care plan did not seem
appropriated she was to speak with the nurse

FORM CMS-2567(02-89) Provicus Verslons Cbiolete Event ID: AVBT11

Facifty ID: 1C0351 If continuation shaet Page 47 of 111



From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

03/27/2015 18:21

#440 P.049/112

PRINTED: Q2/27/2015
FORM APPROVED

OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES
| AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185384

(X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

c
02/12/2018

NAME OF PROVIDER OR SUPPLIER

FORDSVILLE NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
313 MAIN STREET
FORDSVILLE, KY 42343

o4 10
PREFIX
TAG

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

[[¢) PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH CORRECTIVE ACTION §HOULD BE COMPLETION
TAG CROS5S-REFERENCED TQ THE APPROFRIATE DATE

DEFICIENCY)

F 282

Continued From page 47
immediately.

Interviaw with CNA #7, on 02/12/15 at 1:10 PM,
revealed she was educated on implementation of
cara plans and a post test was given and she
passed.

Interview with CNA #8, on 02/12/15 at 1:15 PM,
revealed she had recently been educated that
she was required to be familiar with each
resident's care plan an it was accessible through
the head set that she wears. CNA #8 stated If
she could not fellow the resldent's care plan she
was to go to the nurse for clarification. She
revealed she had to take a post test and pass.

11, Interview with the Administrator, on 02/12/15
at 1:35 PM, revealed the spread shests and
reclpes were reviewed and the spread sheet for
the scalloped potato recipe was revised to include
peeling potatoes before cooking.

Interview with the Registered Dietician, on
02/12/15 at 11:35 AM, revealed she had revised
the spread sheet and reclpe for scalloped
potatees to indicate peeling the potatoes.

12. interview with the Dietary Manager, on
02/12/15 at 11:30 AM, revealed she had recsived
inservice from the Registered Dietician on
reading and following spreadsheets and recipes.
Education was provided that potalo skins were
not part of the Mechanical Soft Diet. She was
educated on reading and calibrating
thermometers and using only the left aven on the
stove instead of the malfunction right side oven
and the recipe and spread sheet for scalloped
potatoes had been revised to instruct to peel the
potatoes. One meal every day was being

F 282
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manitored to ensure the spread sheet and recipe
as well as the tray cards were being followed.

13. Interview with the Administrator, on 02/12/15
at 1:35 PM, revealed dietary staff was educated
over recipes and spread shest, meal preparation
and diets per the Physician's order,

Interview with the Registered Dietician, on
02/12/15 at 11:35 AM, revealed she had provided
education to the dietary staff related to the spread
sheetls and recipes. She stated the reading of
the tray cards was also cavered In education as
well as what to do if a food item did not turn out
that included not serving that food item.

interview with Cook #1, on 02/12/15 at 11:40 AM,
revezled she had been educated about how to
sat and use thermometers for checking food
temperatures and about how to follow the spread
sheet recipes. She stated a test was given to
verify she understood the education.

Interview with Distary Alde #3, on 02/12/15 at
11:45 AM, revealed she had received aducation
by the Dletary Manager on how to follow the
spread sheets and recipes. She stated she also
had to take a test to verify she understood the
education.

14, On 02/03/15 a contract provider verified that
the convection oven was working appropriately
and that the regular oven in which the potatoes
were cooked was cooking hotter than the setting
on the aven. A new stove/oven was ordered and
approved on 02/03/15.

Interview with the Administrator, on 02/12/15,
revealed a new stove had been ordered for the
facility and should be installed in about three

‘ OMB NO. 0938-0351
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
c
185354 8. WING 02/12/2015
NAME OF PROVIDER OR SUPPLIER STREET ADBRESS, CITY, STATE, ZIP CODE
FORDSVILLE NURSING AND REHABILITATION CENTER R v
FORDSVILLE, KY 42343
4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIDN SHOULD BE COMPLETION
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 282 | Continued From page 48 F 282 3|| laD[S

FORM CMS-2567(02-00) Pravicus Varslons Obsolate

Evant D: VBT

Faciity ID: 100354

Il continualion sheet Paga 49 of 111



From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

03/27/2015 18:21

#440 P.051/112

PRINTED: 02/27/2015
FORM APPROVED
QMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

1853564

{%2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

c

021212015

NAME OF PROVIDER OR SUPPLIER

FORDSVILLE NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
313 MAIN STREET
FORDSVILLE, KY 42343

x4 1D
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

OEFICIENCY)

F 282

Continued From page 48

weeks. The facility was alsa getting a new
Leer™ (blender/mixer) for puree foods and also
& meat slicer for evenness.

15. Interview with the Adminlstrator, on 02/12/15
at 1:35 PM, revealed the distary staff had been
educaled to use the left oven until the new stova
was Installed.

Interview with Cook #1, on 02/12/15 at 11:40 AM,
revealed she had bean educated that the oven on
the right side of the stove was not to'be used until
the new sfove was delivered. Cook #1 stated she
alsa received educated an what to do if food does
not turn out right for any reason, The food Is to be
pulled off the tray line and not served. She stated
if a food item was discovered to niot be "right"
after it goes out to the residents she was to tell
the nurse.

Interview with Dietary Aide #3, on 02/12/15 at
11:45 AM, revealed she had raceived education
by the Dietary Manager not to use the left side
oven of the stove. Dietary Aide #3 stated she
also received education by the Dietary Manager
to double check residents' diet cards and if food
was not right for some reason it was to be pulled
off the line and not served. She stated if it was
discovered after it goes out, the nurse was to be
notified.

18. Interview with the DON, on 02/12/15 at 1:30
PM, revezled she started education related to
small bites, under and over cooked food on
01/28/M5. Staff was not to serve any food that did
not match the meal ticket and CNAs were to
repart to the nurse and then the distary staff was
to be notified.
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Intervlew with RN #3, on 02/12/15 at 12:30 PM,
ravealed she had received aducation from the
Director of Nursing (DON) related to ensuring
food that was served was properly preparad and
gave example of over or undercooked foed.,
Cerlified Nurse Aides were to inform the nurse if
something did not seem right about a resident's
tray and it was not to be served. A post test was
given which RN #3 passed.

Interview with LPN #3, on 02/12/15 at 12:35 PM,
revaaled education was provided to her by the
DON related to notifying the nurse if a food item
to be served to a resident was wrong. She stated
the first thing was to not giva it to the resident
then notify the nurse and the kitchen. The meal
ticket was to be followed; staff was to ensure the
resldents were given small bitas. LPN #3 was
given a post test and passed.

tnterview with LPN #4, on 02/12/15 at 12:40 PM,
revealed she had been educated by the DON
related to residents' meals and following the
appropriate diets. She stated if a meal served to
a resident was not appropriate it was to be
removed and an appropriate altemate provided to
the resident. The CNAs were required to report
any diet concerns to the nurse and the kitchen
was o be notified. A post test was given related
to the dietary education and had to be passed.

Interview with RN #1, on 02/12/15 at 12:50 PM,
revealed she had been provided education by the
DON related to how to read resident meal cards.
She stated CNAs were to notify nursing if there
was any guestion about food on a resident's tray.
A substitute food item was to be provided and the
dietary staff was to be notified. A posttestwas

completed to validate understanding.
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Interview with RN #4, on 02/12/15 at 12:55 PM,
ravealed she had recent education by the DON
related to ensuring food was properly cooked.
She stated they covered diet cards, The diet card
should be honored and if a food was served that
was contraindicated the CNA was not to give the
resident the food and notify the nurse, An
appropriate substitute was to be offered and the
Kitchen notified. A post test was administered
and she passed.

Interview with CNA #4, on 02/12/15 at 12;45 PM,
revealed she had been provided education from
the DON and the Dietary Manager related to
resident meals. Food ltems were to be verified by
the resident's meal ticket and if it did not look
right not to assume on her own and to not give it
to the resident; inform the nurse. She was
provided education related to a Mechanical Soft
Diet and what kind of foods were included in this
diet.

Interview with CNA #5, on 02/12/15 at 1:00 PM,
revealed she had recent education by the DON
and the Dietary Manager about food, diets and
the rasident meat card. The meal card was to
match what was served to the resident and if it
didn't the CNA was to inform the nurse and
provide the resident with an alternate. Over and
under cooked food was not to be served to any
resident and the nurse was to be informed if there
was something on the resident tray that would be
considered inappropriate as well as the dletary
stafl. In addition, education was provided on care
plans related to accessing the information on the
CNA headset and to atways inform the nurse
when something did not seem right about the

Information. A post test was taken and had to be
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passed.

Interview with CNA #8, on 01/12/15 at 1:05 PM,
rovealed recent education had been provided to
her by the DON and the Dietary Manager on what
to do If food on a resident's tray was not right.
Mechanical Soft Diet items were always to be
looked at closely and never serve food that was
not cooked or over cooked. She was required to
take a post test that covered the education. In
addition, education was provided on care plans
and she was to ensure the care plan was
followed and if the care plan did not seem
appropriate she was to speak with the nurse
immediately.

Intetview with CNA #7, on 02/12/15 at 1:10 PM,
revealed she had been provided recent education
about meals for residents including verifying what
was on the tray with what was on the meal card.
Anything out of the ordinary or that she did not
understand, she was to notify the nurse to follow
up on it. She stated care plans were also part of
the topic of the education and tests were requirad
on all the subjects.

Interview with CNA #8, on 02/12/15 at 1:15 PM,
revealed she had recently received inservicing
from the DON and Distary Manager that maal
cards were to malch what was served on res!dent
trays and if it did not match she was o ensure the
resident did not get it and a substitute was to be
provided. Nurses were to be notified of any
dietary discrepancias as well as the dietary staff,
She stated she had to take a post test and pass.
She revealed she was required to be familiar with
each resident's care plan an it was accessible
through the head set that she wears. CNA#8
stated If she could not follow the resident's care
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plan she was to go to the nurse for clarification.
Moods, behaviors and perineal care was also on
the education by the DON and she had to test for
each.

17. Review of a calendar revealed the DON,
ADON or Unit Manager was reviewing with facility
nursing staff any change of condition of a resident
each shift to ensure the llcensed staff were
notifying the Physician as well as completing the
on-going assessments as needed. The calendar
indicated which administrative Nurse did the
review on a particular day. QA met and reviewed
results of these audits on 01/30/15, 02/04/15 and
on 02/11/15 and will continue monthly after
compliance is reached.

18. Areview of documentation by the DON,
ADON or Unit Manager verified five (5) residents’
plans of care per week were being reviewed. The
reviews were documented on a calendar by the
Administrative Nurses. The audits wera being
reviewed by QA Committee weekly. Review
dates by the QA Committee ware 01/30/15,
02/04/15 and 02/11/15. The audits were
scheduled weekly until substantial compliance
then monthly.

19. Review of a calendar revealed the DON,
ADON and Unit Manager were reviewing all
Nursing Notes dally to ensure MD netification and
assessments as needed. The calendar was used
to document which administrative nurse reviewed
the Nursing Notes on which day. Interview on
02/12/15 at 1:30 PM with the DON, 1:40 PM with
the ADON and 1:45 PM with the Unit Manager
confirmed this procedure was being completed
daily. The QA Commitiee met and reviewed the
rasults of these audits on 01/30/15, 02/04/15 and
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on 02/11/15,

20. Interview with the Registered Dietician, on
02/12115 at 11:35 AM, and at 11:30 AM, with the
Dietary Manager, revealed one meal every day
was bsing monitored to verify dietary staff were
following the spread sheets, recipes and tray
tickets which was documented on a calendar
shaet.

Interview with Cook #1, on 02/12/15 at 11:40 AM,
revealed the tray line meal service had been
moenitorad every day by the Dietary Manager and
Registared Dietician.

21. Review of documentation revealed the QA
Committee had met weekly on 01/30/15,
02/04/15 and 02/11/15, then to be monthly
thereafter.,

22. Review of a sign in sheet, dated 01/30/15
revealad the ad hock QA Commitiee met and an
Allegation of Compiiance was developed and
raviewad with the Medical Director. The sign in
sheet verified the Administrator, DON, ADON,
Unit Manager, Medical Records Clerk, MDS
Nurse, Sacial Services Directar, Dietary Services
Manager and Activity Director attended with the
Medical Director participating via phone. The
QAPI committee was to meet weekly or anytime
concams were identified and weekly thereafter
until compliance then monthly thersafter. The
members consist of DON, ADON, Social Services
Director, Diefary Services Director, Maintenance
Director, Activity Direclor and Business Office
Manager with the Medical Director participating at
least quarterly and as needed. No further
recommendation were made as of 02/12/15.

FORM CMS-2567(02-89) Previous Versions Obsolats Event |D:4vBT11 Facliity ID: 100351 It continuation sheet Page 55 of 111



From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

03/27/2015 18:22 #440 P.057/112

PRINTED: 02/27/2015

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 observation, interview, record review,
review of Hospital Emergency Room Records
and review of facility policles it was determined
the facility failed to ensure ane {1) of four (4)
sampled residents {(Resident #1), recelved the
necessary care and services to attain or maintaln
the highest practicable physical, mental and
psychosocial well-belng, in accordance the
comprehensive assessment and plan of care,
The facllity failed to provide a mechanical soft diet
for Resldent #1 and falled to assess Resident #1
for signs and symptoms of aspiration after two (2)
episodes of choking.

On 01/23/15, during the lunch meal, Resident #1
became choked when Certified Nurse Aide
{CNA)} #1 fed the resident scalloped potatoes.
The resident coughed spltting up some of the
potatoas and his/her face became red. CNA #1

1. On 01-24-2015 Resident # 1 was
sent to the hospital by the staff
nurse working, per MD order and
admitted for airway obstruction
and aspiration pneumeonia,
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Interview with the Administrator, on 02/12/15,
revealed an Ad Hock QA meeting was conducted
01/30/15, and when needed and will continue
weekly untll in compliance then manthly.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
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Resident # 1 returned to the facility
on 01/28/2015 on a mechanical soft
diet, the facility downgraded the
diet to puree on 01/28/2015 by the
Director of Nursing. On
01/30/2015 the Director of
Nursing, conducted a physical
assessment to include head to toe
including respiratory and
gastrointestinal systems, of resident
# 1 to determine if there were any
significant changes in condition,
such as adventitious lung sounds or
deviation from baseline on
cognition, based on observation
required that were not already
being completed or any significant
change in condition that required
MD notification. Resident # 1’s
assessment revealed no change in
condition that required further
physician notification and
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Informed the nurse, who did not assess the
resident, but notified the Speech Therapist {(ST).
The ST geve the resident chocolate milk and
determined the problem was the resident needed
to be sitting at a ninety degree angle when fed.
The ST did not look in the resident's mouth or do
any hands on assessment. The nurse did not
assess the resident for lung sounds, obtain
oxygen saturation levels, or obtain vital signs. The
resident experienced another choking episode
when being fed the supper meal. The CNA
notified Licensed Practical Nurse (LPN} #1 who
did not assass the rasident. At 8:40 PM, the
resident presented with an elevatsd temperature
of 88.1 F (normal 88.6 F}, coughed up some thick
mucus, and had a noted "little rattle” when
breathing; however, the nurse (RN #2), did not
assess the resldent's respiratory status, lung
sounds or oxygen saturation. Resldent #1 was
found to be in respiratory distress the next
morning on 01/24/15 at 7:55 AM. The resident
was sent to the Emergency Depariment and a
circular piece of potato with the skin on it was
found in the resident’'s throat during intubation.
The resident was admitted to the hospital with
diagnoses of Respiratory Failure, Preumonia
and Sepsls and was [n critical condition.

The facility’s failure to ensure 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 was provided has
caused or is likely to cause serious injury, harmn,
impairment or death to a resident. immediate
Jeopardy was identified on 02/02/15 and
detarmined to exist on 01/23/15. An acceptable
Allegation of Compliance (AoC) was received on
02/10/15 alleging the 14 was removed on

t4) 1D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION (X8
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DEFICIENCY}
assessments includi n
F 308 | Continued From page 56 F 309 luding but not 3(!,&0(5

limited to, respiratory as indicated,
cognitive as indicated. RN#1 and
RN#2 were re-educated on
1/30/2015 by the Director of
Nursing related to conducting an
assessment based on resident
condition to include the
INTERACT process and physician
notification for a significant change
in condition referring to the
INTERACT process but not to
supersede nursing judgment.. A
competency test was administered
by the Director of Nursing. On

01/31/2015 the Dietary Services
Manager observed resident # 1’s
lunch meal, prepared by the cook
on schedule, and determined the
diet served was prepared per recipe
and was correct per physician order
and prepared in a form designed to
meet individual needs including
cooked 1o the correct consistency.
On 01/31/2015 the Dietary
Services Manager observed meal
tray line during lunch and noted
that staff were following the recipe
and spreadsheet and providing the
diet as ordered for resident # 1 and
food was properly prepared. On
02/02/2015 the Regional Dietician
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02/05/15. The State Survey Agency validated the
Immediate Jeopardy was removed on 02/05/15,
as slleged. The Scope and Severity was lowered
to a"D" while the facility develops and
implements the Plan of Correction (POC); and,
the facllity's Quality Assurance monitors the
effectiveness of the system changes,

The findings include:

Review of the facility's policy titled, Resident
Comprehensive Care Plan, dated 09/08, revealed
the resident's comprehensive care plan should be
viewed as an interdisciplinary approach to
mianaging the acute and chronic needs of the
resident living In the facility.

Review of a manual titled, "Simplified Diet
Manual", eleventh edition, utilized by the facility,
revealed a Mechanical Soft Diet is designed to
permit easy chewing. The General Dietls
madified in consistency and texture by cooking,
grinding, chopping, mincing or mashing. The diet
Includes foods soft in texture such as cocked
fruits and vegetables, moist ground meat and soft
bread and cereal products. Foods that dissolve
readily when held in the mouth such as graham
crackers and some ready-to-eat cereals are also
appropriate. It is most important to individualize
or adjust it to the tolerance of the resident. Table
3.1 Mechanical Soft revealed to avoid raw or
undercooked vegetables and those with tough
skins; and whole kemsl corn and fried
vegetables.

Record review revealed the facility admitted
Resident #1 on 06/26/14 with diagnoses which
included Traumatic Brain Injury, Selzure Disorder,
and Dysphagla Oral Pharyngeal Phase. Review

scalloped potatoes to include
peeling the potatoes or using
dehydrated prepackaged potatoes
which are peeled. On 02-03-2015 a
contract provider verified that the
convection oven was working
appropriately, by testing with a
thermostat inside the oven versus
the temperature set on the stove
knob, and that the regular oven in
which the potatoes were cooked
was cooking hotter than the setting
on the oven. A new stove/oven was
ordered, by NHA, and approved,
by the Regional Director of
Operations, on 02/03/2015.The
new stove was installed, by a
contractor, on 2/27/2015.

2. 0n 01/30/2015 the Director
of Nursing, Assistant Director
of Nursing, Unit Manager, MDS
Nurse or Medical Records
Nurse conducted physical
assessments to include head to
toe including respiratory, vital
signs and gastrointestinal
systems, of all current residents
to determine if there were any
significant changes in condition
requiring physician notification.
Any identified residents who
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of the Admission Minimum Data Set (MDS)
assessment, dated 07/03/14, revealed the facility
assessed the resident’s cognitive status with a
Brief Interview of Mental Status score of "99",
indicating the resident as not interviewabls; the
facillty assessed the resident as requiring
extensive assistance of one (1) person for eating.
Review of Resident #1's Physiclan's Orders,
dated January 2015, revealed the resident was to
have a mechanically soft diet.

Review of Rasident #1's Comprehensive Care
Plan for Risk for Alteration in Nutrition, dated
08/18/14, revesled interventions to monitor intake
and offer alternates/substitutes as needed,
provide diet as ordered; mechanically soft, assist
with meals, and to monitor tolerance to dlet
texture and for signs and symptoms of aspiration.

Observation, on 01/30/15 at 9:40 AM, revealed
Resident #1 lying on the bed which was in a low
pesition and fall mats covering most of the room
floor. The resident made eye contact when
spoken to and responded ontly with repetitive
guttural sounds. Observation at 11:45 AM
revealed the resident sitling in a wheelchair and
the Speech Therapist (ST) atternpting to feed the
resident. The resident repeatedly turned histher
head to the side and said "no" repeatedly.

A Late Entry Nursing Note, dated 01/23/15 at 3:28
PM for 11:45 AM, revealad a CNA had reporied
Resident #1 had trouble swallowing and the nurse
reported to the Speech Therapist {ST) who said
she would evaluate, There was no documented
evidence the nurse had assessed the resident for
signs and symptoms of aspiration.

Interview with CNA #1, on 01/30/15 at 2:00 PM,

3

their Physician notified by the
Director of Nursing with further
direction given to staff nurses
by the Director of Nursing for
follow up assessments by staff
NUrses .

On 01/31/2015 the Dietary
Services Manager conducted an
audit of all current resident’s
meal trays served from the
kitchen and noted that the recipe
was followed, diet was correct
and served per physician order
designated to meet the
individual needs of the resident
and properly prepared. On
02/02/2015 and 02/03/2015 the
Regional Dietician reviewed all
current recipes to determine if
any recipe called for food
products that according to the
spreadsheet would not be
appropriate for mechanically
altered diets. No other concerns
were identified.

0n 01/30/2015 the Regional
Quality Manager re-educated
the Director of Nursing,
Assistant Director of Nursing
and Unit Manager MDS nurse
and Medical Records Nurse on
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revealed Resident #1 normally ate very well and
she knew the resident's diet order was for
mechanical soft. CNA #1 stated Resident #1 was
resistive at times to sitting in a chair and preferred
to st on the bed and lean against the wall, which
he/she did that day. CNA #1 revealed when she
was feeding Resident #1 scalloped potatoes on
01/23/15 during lunch, the resident got really red
In the face and was coughing and had spit up
some of what he/she had been fed. CNA #1
stated she reported the incident to the nurse who
requested the ST to see the resident. CNA #1
revealed the ST came fairly quickly and gave the
resident two (2} to three (3) sips of chocolate milk
after sitting the resident in a more upright
position.

Interview with CNA #3, on 02/03/15 at 12:36 PM,
revealed at lunch time on 01/23/15, CNA #1 came
and got her and said the resident was coughing.
CNA #3 stated she went and saw Resident #1
who looked red faced. CNA #3 was In the room
when the ST gave Resident #1 chacolate milk.

Interview, on 01/30/15 at 2:15 PM with RN #1,
revealed CNA #1 reporied Resident #1 was
having trouble swallowing milk at lunch on
01/23M15 and she had the ST look at the resident.
RN #1 ravealed when she observed Residant #1
with the ST there was no coughing and the
resident's color was good. RN #1 stated she
noticed the resident had a deeper voice like
he/she needed to cough but she was unable to
get the resident to cough. RN #1 stated she did
not assess the resident for signs and symptoms
of aspiration but decided to cbserve the resident's
temperature every shift just in case hefshe had
aspirated.
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conducting an assessment based
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on resident condition to include
the INTERACT process, follow
up assessments as well as
physician notification for a
significant change in condition
referring to the INTERACT
process but not to supersede
nursing judgment. The
INTERACT process is an
evidence based program
developed under funding from
CMS to prevent unnecessary
acute care transfers, to provide
guidance to nurses on when to
notify the physician and care
paths for certain common
symptoms. A competency test
was administered by the
Regional Quality Manager with
no concerns identified. On
01/30/2015 the Director of
Nursing, Assistant Director of
Nursing and Unit Manager,
MDS nurse and Medical
Records Nurse began re-
education with all licensed
nursing staff related to
conducting an assessment based
on resident condition to include
the INTERACT process, follow
up assessments as well as
physician notification for a
significant change in condition
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Interview with the Speech Therapist (ST), on
01/30/15 at 10:40 AM, revealed she had received
a cali from a nurse on 01/23/15 stating Resident
#1 had a choking episode during lunch, She
stated she went to Resident #1's room and
determined the resident required better
positioning and needed to be sitting up at 90
degreas for meals and educated the CNAs that
day. The ST stated she did not assess the
resldent’s oral cavity or ability to swallow foad but
had observed him/her to drink chocolate milk
while sltting at a 90 degres position without
difficulty.

Interview with CNA #2, on 01/30/15 at 3:10 PM,
revealed he attempted to feed Resident #1 the
supper meal on 01/23/15 and when he gave
Resident #1 a bite, the resident would chew and
attempt to swallow, but couldn't. CNA #2 stated
the resident coughed, got red in the face and he
thought the resident had “"swallowed the wrong
way". CNA#2 revealed the resident did the same
thing when milk was offered and acted like he/she
didn't want to eat so the CNA #2 notified LPN #1.
CNA #2 stated he did nof know if LPN #1 had
assessed Resident #1 or not.

Interview with Cook #1, on 01/30/15 at 1:00 PM,
revealed fresh potatoes had been used to make
scalloped potatoes for the lunch meal on
01/23/115, Cook #1 stated she did not peel the
potatoes and had cooked them for one and one
half hours. She revealed she was notified by a
staft member the scalloped potatoes were not
cocked enough when the meal trays were served
to residents in the dining room. Further Interview
revealed she was aware at that time the hall tray
carts had already been delivered for residents to
be served meals in their rooms and she took no

process but not to supersede
nursing judgment.. A
competency test was
administered by the Director of
Nursing, Assistant Director of
Nursing and Unit Manager
MDS nurse and Medical
Records Nurse to validate
understanding with no concemns
identified, No licensed staff will
work on or after 03-01-2015
without having completed this
re-education and competency
test; all licensed staff had been
educated by 2/2/2015. On
01/30/2015 the Regional
Dietician conducted re-
education with the Dietary
Services Manager including
competency testing related to
following the recipe and serving
foods per the spreadsheet for
correct prescribed diet,
Beginning 01/31/2015 and
ongoing the Dietary Service
Manager will conduct re-
education with all Dietary Staff’
related to following the recipe
and the spreadsheet to assure
diets are served per physician
order. This re-education will
include a competency test and
will be conducted prior to any
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action to retrieve the residents’ trays with the
gcalloped potatoss. She revealed she continued
fo serve the scalloped potatoes by picking out the
thinner slices and refrigerated the remaining
potatoes with a note on the pan indicating the
potatoes required cooking if served again,

Interview with LPN #1, on 01/30/15 at 3:20 PM
revealed she did not recall CNA #2 saying
anything to her about Resident #1 and Resident
#1 was not her resident and If somaone reported
somathing about a resident she would tell them to
talk to that resident's nurse. LPN #1 did not
assess the resident.

Review of Nursing Note, dated 01/23/15 af 8:40
PM, revealed Resident #1's temperature was
98.1 F; he/she had coughed up thick mucus,
drank chocolate milk without difficulty, and bad no
swallowing problems.

Interview, on 01/31/15 at 8.40 PM with RN #2,
revealed on 01/23/15 she had been told in report
to check Resident #1's temperature due to the
resident having difficulty swallowing earlier in the
day and the ST had looked at the resident but
didr't know anything for sure, RN #2 stated
Resident #1 had a "little rattle" when breathing
and she had fried to get the resident to cough but
he/she wouldn't or couldn't. RN #2 revealed
when she checked the resident later she had
observed a “thick gfob of mucous" in the
resident's beard and the resident was sounding
clearer then. RN #2 stated she did not assess
the resident’s lung sounds or abtain axygen
saturation and stated the resident had behaviors
and “would have hit me".

Review of a Nursing Note, dated 01/24/15 at 7:55
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Dietary staff worked after 1-31-
2015 without having completing
the re-education and
competency test. Beginning
02-04-2015 all dietary staff will
be educated by the Dietary
Service Manager that if a
concern is identified with the
food prepared it should be
removed from the tray line and
if already served dietary staff
should report the concerns to the
Nurse. No dietary staff will
work after 02-04-2015 without
having received this education.
Beginning 1-28-2015 and
ongeing all nursing staff were
educated by the Director of
Nursing, Assistant Director of
Nursing, Unit Manager, MDS
Nurse or Medical Records
Nurse on notification of thes
nurse if meals appear to be
prepared incorrectly such as
overcooked, undercooked or
hard to cut foods. No nursing
staff will work after 02/04/2015
without having received this
education. No other concerns
were identified.
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the Director of Nursing,or

AM, revealed Resident #1 was found in severs
respiratory distress and was gasping for air. The
resident's oxygen saturation was fluctuating in the
80s (normal 88-100) with oxygen at eight (8) liters
per minute. The resident's puise was 102
{nomnal 60 to 80), resplrations were 30 per
minute (normal 16-20), temperature of 100.8 F
and blood pressure of 100/50 (normal 120/80).
The resident was transported to the hospital.

Interview with Licensed Practical Nurse (LPN) #2,
on 01/30/15 at 2:35 PM, revealed on the morning
of 01/24/15, staff had informed her Resident #1
didn't sound right and was having a hard time
breathing. She stated she assessed the resident
with a stethoscope but couldn't hear any lung
sounds dua to the noise of the resident trying to
breath and gasping. Resident #1 was assisted to
sit up and was gasping for air when transferred
out by EMS (Emergency Medical Services).

Review of Hospital Emergency Depariment
Records, dated 01/24/15, revealed the resident
suffered from Acuta Respiratory Faiiure with
Hypexia (a condition where the body is deprived
of adequata oxygen supply). Further review
revealed a slice of uncooked potato the size of a
sliver dollar and one-fourth inch thick was
remaved from the resident's throat during
intubation. Resident#1 had a
collapse/consolidation of the right lung, lower
lobe; postericr medial basal segments left lower
lobe and pneumonia. The resident was placed
on a ventilator and admitted to the Intensive Care
Unit (ICU) in critical condition.

Interview with the Emergency Department
Physician (ED), on 02/02/15 at 11:00 AM,
revealed Resident #1 was in Respiratory Failure

Assistant Director of Nursing or
Unit Manager will review with
facility staff the residents’
condition each shift (days,
evening, nights) (shifts are 8
hours) to determine if licensed
staff are notifying the physician
of significant changes in
condition as well as completing
ongoing assessment as needed.
This process continued 7 days
per week until the Immediate
Jeopardy was removed and then
decreased to five (5) times per
week for twelve (12) weeks; the
weekend information is
reviewed by the Director of
NursingAssistant Director of
Nursing or Unit Manager on
Monday. Beginning 02-01-2015
the Director of Nursing, o
Assistant Director of Nursing or
Unit Manager will revicw all
nurses notes daily to determine
if any significant change in
condition has occurred without
physician notification or any
significant change in condition
requiring ongoing assessment
that has not occurred. This
occurred daily seven (7) days
per week until removal of
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F 308 Continued Fram page 63 F308|  decreased to five (5) times per 3[‘ LULS
oh 01/23/15 when brought to the Emergency week for twelve (12) weeks; the
Depariment. He stated when he intubated weekend information is
Resldent #1 he identified a one and one half inch : .
circular piece of potato that still had the peeling 2 ewe‘wec‘l‘by t'he Dir e.ctor of
on it stuck in the resident’s throat. He stated the NursingAssistant Director of
potato probably acted like a ball valve and the Nursing or Unit Manager on
resident may have been able to swallow some Monday. Beginning 01/31/2015
liquids. Furth:: interview ravealed the resident a Dietary Service Manager or a
could not get the epiglottis to close over the : ey :
trachea. He stated Resident #1 had prneumonia e “fm
from aspiration and the circular potato piece he observe one meal service per.
removed was intact and very firm. The ED day to assure staff are following
Physician stated Resident #1 could have died the recipe, serving and using the
from the potato piece cutting off his/her airway or diet spreadsheet and that food is
could have died from the aspiratlon pneumonia. properly prepared to meet the
Interview with the Director of Nursing (DON), on Il B B R
01/30/15 at 3.00 PM revealed she would have continue five (5) times per week
expected the nurse to do a respiratory for twelvc_: (12) we.eks;- the
assessment after the choking incidents. She weekend information is
revealed the ST had evaluated Resident #1 but if reviewed by the Director of
a wrong food item was sent out and served to the Nursing;fAssistant Director of
resident then obviol.::ly the resident food was not Nursing or Unit Manager on
according to the resident's assessed needs and :
the residant should have been assessed and M.‘]);] o) s
monitored for aspiration after each episode of w! be presenteq by the .
choking as well as the elevated temperature. Director of Nursing or Assistant
Director of Nursing or Unit
Interview with the Medical Director/Primary Manager and reviewed with the
Physiclan of Resident #1, on 02/03/15 at Quality Assurance and
11:45 AM revealed ha was aware now the Improvement Committee
resident had an partially cooked potato piece weekly until substantial
lodged in his/her trachea and had developed 4
pneumonia and was on antibiotics. compliance then monthly
thereafter. The Director of
Interview with the Administrator on 02/03/15 at Nursing will monitor this
14:40 AM revealed CNA #1 had been unable to throughout the QA process.
axplain how a whale potato slice was found The QAPI committee will meet
lodged in Resident #1's throat even though she
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said sha had mashed the potatoes with a fork.
She additionslly stated she had never heard of
leaving the pesl on potatoes when preparing
scaloped potatoes.

“*The facllity implemented the followlng actions to
remove the Immediale Jeopardy:

1. On 01/24/15, Resldant #1 was sent to the
hospital and admitted for Airway Obstruction and
Aspiration Pneumonia. Resident #1 retumed to
the facility on 01/28/15 on a mechanically soft
diat, the faciiity downgraded the diet to puree on
01/28/15.

2. On 01/30/15, the Director of Nursing,
Asslistant Director of Nursing, Unit Manager, MDS
Nurse or Medical Records Nurse conducted an
assessment of Resident #1 to determine if there
were any medical needs, and or ongoing
assessments required that were not already
being completed or any significant change In
condition that required MD notification. Resident
#1's assessment revealed no change in condition
that reguired further Physiclan notification and
noted that appropriate assessments wera
on-geing.

3. The MDS Nurse on 01/30/15 reviewed
Resident #1's plans of care and determined that
all interventions were in place.

4. Beginning on 01/30/15 and completed on
02/02/15 tha Director of Nursing, Assistant
Director of Nursing, Unit Manager, MDS Nurse
and Medical Records Nurse reviewed ali current
residents’ plan of care to determine if all
interventions were being followed. Na further
concems were identified.

weekly or anytime concerns are
identified untii substantial
compliance, then monthly
thereafter. Members of the
QAP! Committee will consist of
at a minimum the Director of
Nursing, Assistant Director of
Nursing, Social Services
Director, Dietary Services
Director, Maintenance Director,
Activity Director and Business
Office Manager with the
Medical Director participating
at least quarterly and as needed.
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5. On 01/31/15, the Dietary Services Manager
observed Resident #1's lunch meal and
determined the diet served was prepared per
recipe and was correct per Physician's Crder and
prepared in a form designed to meet Individual
needs. The Dietary Services Manager also
observed the meal tray line during lunch and
noted that staff was following the reclpe and
spreadsheat and providing the diet as ordered for
Resident #1 and food was properly prepared.

6. On 01/30/15, the Director of Nursing, Assistant
Director of Nursing, Unit Manager, MDS Nurse or
Medical Records Nurse conducted assessments
of all current residents to determine if there were
any medical needs requiring Physician netification
and or ongoing assessments required that were
not already being completed. Any identifled
residents who had a change in condition had their
Physician notified with orders obtained and follow
up assessments.

7. On 01/31/15, the Dietary Services Manager
conducted an audit of all current residents’ meal!
trays served from the kitchen and noted that the
recipa was followed, diet was correct and served
per Physician order designed to meet the
individual needs of the resident and properly
prepared.

B. On 01/30/15, the Regicnal Quality Manager
re-educated the Director of Nursing, Assistant
Director of Nursing and Unit Manager, MDS
Nurse and Medical Records Nurse on conducling
an assassment based on resident condition to
include the INTERACT process, follow up
assessments as well as Physiclan notification for
a significant change in condition referring to the

F 309
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INTERACT process but not to supersede nursing
judgement. The INTERACT process is an
avidence based program developed under
funding from CMS to prevant unnecessary acute
care transfers, to provide guidance to nurses on
when to notify the physician and care paths for
certain common symptoms. A competency test
was administered to validate understanding. In
addition, they were educated and a competency
test was given related to following the plan of
care, and if the plan of care cannot be followed
and an altemative {s not within their scope of
practice that the Physician must be notified

8. On 01/30/15 ,the Director of Nursing,
Agsistant Director of Nursing and Unit Manager,
MDS Nurse and Medical Records Nurse began
re-aducation with all licensed nursing staff related
to conducting an assessment based on resident
condition o Include the INTERACT process,
follow up assessments as well as Physician
notification for a significant change in condition
referring to the INTERACT process but not to
supersede nursing judgement. A competency
test was administered to valldate understanding.
No licensed staff will work after 02/04/15 without
having completed this re-education and
competency test. In addition, reeducation was
provided on the requirement to follow the plan of
care and if the plan of care cannot be followed
and an alternative Is not within their scope of
practice the physician must be notiffied. No
licensed Nurse worked after 01/30/15 without
having recelved this re-education and
competency test.

10. Beginning 02/03/15, all Certified Nursing
Assistants were re-educated with competency

test related to following the plan of care and If
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they were unable to follow the plan of care thay
must report it to the Charge Nurse. No Cerlified
Nursing Assistants will work after 02/03/15
without having received this re-education and
competency test.

11. On 02/02A15 and 02/03/15, the Regional
Dietician reviewed all current reclpes to
determine if any recipe called for food products
that according to the spreadsheet would not be
appropriate for mechanically altered diets. No
other concerns were identified.

12. On 01/30/15, the Regional Dietician
conductad re-education with the Dietary Services
Manager including competency testing ralated to
following the recipe and serving foods per the
spreadsheet for correct prescribed diet.

13. Beginning 01/31/15 and ongoing, the Dietary
Servica Manager will conduct re-education with
all Dietary Staff related to following the reclpe and
the spreadsheet to assure diets are served per
the Physician order. This re-education will
include a competency test and will be conducted
prier to any slaff beginning work. No Dietary staff
worked after 01/31/15 without having completed
the re-education and competency test.

14. On 02/03/15, a contract provider verified the
convection oven was working appropriately and
the regutar oven in which the potatoes were
cooked was cooking hotter than the setting on the
oven. Anew stove/oven was ordered and
approved on 03/03/15.

15. Beginning 02/03/15, all dietary staff was
instructed by the Dietary Service Manager to only
cook on tha convection oven. No staff will work

F 308
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after 03/03/15 without having had this

that if a concemn Is identified with the food

education.

of the nurse If meals appear to be prepared

02/03/15 without having received this
re-education and compstency test.

review with the facility staff the residents’

in condition as well as completing ongoing

for twelve (12)weeks thereafter.

Nursing or Unit Manager will review five (5)

re-education. Beginning 02/04/15, all dietary staff
will be educated by the Disetary Service Manager

prepared it should be removed from the tray line
and if already served dietary staff should report
the concemns to the Nurse. No dietary staff will
wark after 02/04/15 without having received this

16. Beginning 01/28/15 and ongoing, all nursing
staff was educated by the Director of Nursing,
Assistant Director of Nursing, Unit Manager MDS
Nurse or Medical Racords Nurse on notification

incorractly such as overcooked, undercooked or
hard to cut foods. No nursing staff will work after
02/04/15 without having received this education.
In addition, beginning on 02/03/15 and on going,
all Cerlified Nursing Assistants were re-educated
with competency test related to following the plan
of care and if they were unabls to follow the plan
of care they must report it to the Charge Nurse.
No Cerlified Nursing Assistants will work after

17. Beginning 01/31/15, the Director of Nursing,
Assistant Director of Nursing or Unit Manager will

condition each shift to determine if licensed staff
are notifying the Physician of significant changes

assessment as needed. This will continue every
shift untll abatement then five (5) times per week

18, The Director of Nursing, Assistant Director of
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altois

FORM CMS-2587(02-99) Previcus Versicns Obaolete

Event ID:4vBTH!

Faclity ID: 100351

It conilnuation sheet Page 80 of 111



03/27/2015 18:26 #440 P.071/112

From:
PRINTED: 02/27/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERCLIA (X2) MULTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; e COMPLETED
Cc
1853564 8. WING 02/12/2016
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FORDSVILLE NURSING AND REHABILITATION CENTER S AN STREST
FORDSVILLE, KY 42343
X4} ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION w8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE oare
DEFICIENCY)
F 308 | Continued From page 89 F 309 3‘!(’30 (5

residents’ plans of care per week for twelve (12)
waeks to evaluate If interventions are in place
and being followed, The results of these audits
will be reviewed with the Quality Assurance and
Improvement Committee weekly until substantial
compliance then monthly thereafter.

19. Beglnning 02/01/15, the Director of Nursing,
Assistant Director of Nursing or Unlt Manager will
review all Nurses Notes dally to determine if any
significant change in condition has occurred
without Physiclan notification or any significant
change in condition requiring ongoing
assessment that has not occurrad. This will
oceur daily until abatement of Immediate
Jeopardy and then five (5) times per week for
twelve (12) weaks,

20. Beginning 01/31/15, a Dietary Service
Manager or a Registered Dietician will abserve
one meal service per day to assure staff are
following the recipe, serving and using the diet
spreadsheet and that food is properly prepared to
meet the individual needs. This will continue until
abatement of the Immediate Jeopardy and then
five {5) times per week for twelve (12) weeks
thereafter.

21. The resulls of these audits will be reviewed
with the Quality Assurance and Improvement
Committee (QAPI) weekly until substantial
campliance then monthly thereafier. The QAPI
committee will meet weekly or anytime concerns
are identified until substantial compliance, then
monthly thereafter. Members of the QAPI
Committes will consist of at a minimum the
Director of Nursing, Assistant Director of Nursing,
Social Services Director, Maintenance Director,
Activity Director and Business Office Manager
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with the Medicai Director particlpating at least
quarterly and as needed.

22, On 01/30/15, an ad hock Quality Assurance
and Performance improvement Committee was
convened to review the facility's investigation and
concerns, An Allegation of Compliance was
developed and reviewed with the Medical Director
who attended via phone. In attendance was the
Administrator, Director of Nursing, Assistant
Director of Nursing, Unit Manager, Medical
Records Clerk, MDS Nurse, Soclal Services
Director, Dietary Services Manager and Activity
director. No further recommendations were
made at this time.

The State Survey Agency validated the corrective
actions teken by the facility as follows:

1. Review of the Nursing Notes and Physician
Orders revealed on 01/24/15 Resldent #1 was
sent to the hospital and admitied for Airway
Obstruction and Aspiration Pneumonia. Resident
#1 returned to the facllity on 01/28/M15on &
mechanically soft dlet and the facility downgraded
the diet to pureed on 01/28/15. Observation of
the lunch meal on 02/12/15 at 12:00 PM,
reveated the resident was being fed by the
Speech Therapist. The food was in pureed form,
as per the resident's diet card on the tray.

2. Review of an assessment conducted by the
Director of Nursing, Assistant Director of Nursing,
Unit Manager, MDS Nurse or Medical Records
Nurse of Resident #1 on 01/30/15, revealed
there were no change in condition that required
further Physician notification and noted that
appropriate assessments were on-going.
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3. Review of documentation by the MDS Nurse,
dated 01/30/15, revealed she reviewed Resident
#1's plans of care and determined that all
interventions were in place,

4. Review of documentation verified on 01/30/15
through 02/02/15 the DON, ADON, Unit Manager,
MDS Nurse and Medical Recards Nurse reviewed
all current resident's plans of care to determine If
all interventions were being followed. The
documentation revealed which residents' plans of
care were reviewed by which administrative staff.

§. Revlew of documentation by the Dietary
Manager, dated 01/31/15, revaaled the Dietary
Manager observed Resident #1's lunch meal and
determined the diet served was preparsd per
recipe and was correct per Physiclan's Order and
prepared in a form designed to meet individual
needs. In addition, the documentation revealed
she also observed the tray line and determined
stafi was following the recipe and spreadshest
and providing the diets as ordered.

8. Review of residents’ assessments conducted
on 01/30/15 revealed all resident assessments
were completed and any residents whe had an
identified chenge in condition had their physician
notified. Tha assessments were conducted by
the DON, ADON, Unit Manager MDS Nurse and
Medical Records Nurse.

7. Review of documentation dated 01/31/15
revealed the Dietary Services Manager
conducted an audit of all current residents’ meal
trays served from the kitchen and verified the
recipe was followed, diet was correct and served
per Physician Order, to meet the needs of the

F 309
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resident and properly prepared.

B. Review of documentation of re-education by
the Regional Quality Manager to the DON,
ADON, Unit Manager, MDS Nurse and Medical
Records Nurse, dated 01/30/15, verified they
were reeducated on the INTERACT process,
follow up assessments, Physician nofification for
significant change, following the plan of care, and
if the plan of care cannot be followed and an
alternative is not within their scope of practice the
Physician must be notified. Review of tha
competency tests revealed each of them
completed the test on 01/30/15.

9. Review of inservice sign in sheets and
competiency tests, beginning 01/30/15, revealed
all licensed staff was re-educated beginning
01/30/15 and competency tests were
administered and passed related to the
INTERACT process, follow up assessments,
Physiclan notification for significant change,
following the plan of care, and if the plan of care
cannot be followed and an alternative is not within
thelir scope of practice the Physician must be
notified. Review of the competency tests
ravealed each of them completed the test on
01/3018.

Interview with the Administrator, on 02/12/15 at
1:35 PM, revealed the DON pravided education to
the staff related to assessments, INTERACT tool
for assessments and Physician notification, Staff
was educated about care plan interventions
ensuring their appropriateness and
implementation

Interview with the DON, on 02/12/15 at 1:30 PM,
revealed she provided education on the
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INTERACT tool for assessments and Physician
notification and had also educated staff on
updating care plans according to thelr scope of
practice. The Twenty Four Hour Report was also
topic. Nursing staff was given competency tests
on following the INTERACT tool and nursing
judgement. CNAs required a post test as well.

Interview with RN #3, on 02/12/15 at 12:30 PM,
revealed she received education related to the
INTERACT system utilized by the facility which
was a tool for assessments and included why,
when, who and Physician notification. The
education included follow up documentation on
any type of complaint or anything out of the
normal for a residant. Information was to be
passed on to the next shift if not resolved and
follow up was to be done the next day. A post
testwas given which RN #3 passed.,

Interview with LPN #3, on 02/12/15 at 12:35 PM,
revealed education was provided to her by the
DON that resident assessments should be
canducted before, durlng, and after any type of an
event and gave examples of elevated
temperature, shortness of breath, and chest
pain. LPN #3 was given a post test and passed.
Education was also given to her about Physician
netification, folflow up documentation and
implernenting the care plan. She stated if the
care plan needed changed or could not be
implemented to notify the DON.

Interview with LPN #4, on 02/12/15 at 12:40 PM,
revealed she had been educated by the DON
related to the INTERACT 1ools for resident
assessment, physician notification and
documentation. The Physician was te be notified
for any significant change. Assessments were to
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be completed, the resident monltored and
reassessed. The assessments wers to include
the resident's vital signs as blood pressure,
raspiration, oxygen saturation, pulse and
temperature. LPN #4 was required to pass a post
test.

interview with RN #1, on 02/12/15 at 12:50 PM,
revealed she had been provided education by the
DON related to a change in conditicn of a
resident including if the resident was having
trouble swallowing. For any emergency "911"
was to be called and then notlfy the Physician.
The INTERACT taol which reflects how, what and
when to notify the Physiclan was to be utilized, as
well, as the Stop and Watch tool which anyone
could fill out and give to the nurse. Any change of
condition of a resident required a complete
assessment, including if a resident became
choked while eating. Seventy-two (72)}hour
documentation was required for any changes, this
included the resident’s vital signs and if
symptoms persisted the physician should be
netifed again. In addition, care plan education
was provided related how to access that
information from the headsets wom by the CNAs.
The care plan had to match the resident's neads
and if not the CNAs were to notify the nurse. A
posttest was completed to validate
understanding.

Interview with RN #4, on 02/12/15 at 12:55 PM,
revealed she had recent education by the DON
related to assessments. The INTERACT tool was
a step by step guide on how, what and when to
do anything and Physician notification. In
addition, education was provided on care plans
that included information about carrying out the

interventions and revising when needed. CNAs
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passed.

immediately.

passed.

were to report any problems with the care plan
and the Physician was to be notified. She stated
she had to take a post test end pass,

10. Interview with CNA #5, on 02/12/15 at 1:00
PM, revealed education was provided on care
plans related to accaessing the Infarmation on the
CNA headset and to always inform the nurse
when something did not seem right about the
Information. A post teat was taken and had to be

Interviaw with CNA #8, on 01/12/15 at 1:05 PM,
revealed education was provided on care plans
and she was to ensure the care plan was
followed and if the care plan did not seem
appropriated she was to speak with the nurse

Interview with CNA #7, on 02/12/15 at 1:10 PM,
ravealed she was educated on implementation of
care plans and a post test was given and she

Interview with CNA #8, on 02/12/15 at 1:15 PM,
ravealed sha had recently bean educated that
she was required to be familiar with each
resident's care plan an it was accessible through
the head set that she wears. CNA #8 stated if
she could not follow the resident's care plan she
was to go to the nurse for clarification. She
revealed she had to take a post test and pass.

11. Interview with the Administrator, on 02/12/15
at 1:35 PM, revealed the spread sheets and
recipes were reviewed and the spread sheet for
the scalloped potato recipe was revised to include
peeling potatoes before cooking.
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Interview with the Registerad Dieticlan, on
02/12/15 at 11:35 AM, revealed she had revised
the spread sheet and recipe for scalloped
potatoes to indicate peeling the potatoes.

12, Interview with the Dietary Manager, on
02/12/15 at 11:30 AM, revealed she had recelved
inservice from the Registered Dietician on
reading and following spreadshests and recipes.
Education was provided that potato skins were
not part of the Mechanical Soft Diet. She was
educated on reading and calibrating
thermomaeters and using only the left oven an the
stove instead of the malfunction right side oven
and the recipe and spread sheet for scalloped
potatoes had been revised to instruct to pesl the
potatoes. One meal every day wes being
monitored to ensure the spread sheet and recipe
as well as the tray cards were being followed.

13, Interview with the Administrator, on 02/12/15
at 1:35 PM, revealed dietary staff was educated
over recipes and spread sheet, meal preparation
and diets per the Physician's order.

Interview with the Registered Diatician, on
02/12/15 at 11:35 AM, revealed she had pravided
education to the dietary staff related to the spread
sheets and recipes. She stated the reading of
the tray cards was also covered in education as
well as what to do if a food item did not turn out
that Included not serving that food item.

Interview with Cook #1, on 02/12/15 at 11:40 AM,
reveated she had been educated about how to
set and use thermometers for checking food
temperatures and about how to follow the spread
sheet recipes. She stated a test was given to
verify she understood the education.
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Interview with Dietary Aide #3, on 02/12/15 at
11:45 AM, revealed she had received education
by the Distary Manager on how to follow the
spread sheets and recipes. She stated she also
had to feke a test to verify she understood the
education.

14. On 02/03/15 a contract provider verified that
the convection aven was working appropriately
and that the regular oven in which the potatoes
were cooked was cooking hotter than the setting
on the oven. A new stovefoven was ordered and
approved on 02/03/15.

Interview with the Administrator, on 02/12/15,
revealed a new stove had been ordered for the
facility and should be installed in ebout three
weeks, The facility was also getting a new
:"Leer™ (blendar/mixer} for puree foods and also
a meat slicer for evenness.

15. Interview with the Administrator, on 02/12/15
at 1:35 PM, revealed the dietary staff had been
educated to use the left aven until the new stove
was inatallsd.

Interviaw with Cook #1, on 02/12/15 at 11:40 AM,
ravealed she had been educated that the oven on
the right slds of the stove was not to be used until
the new stove was delivered. Cook #1 stated she
also receivad educated on what to do if food does
not turn out right for any reason, Thea food is to be
pulled off the tray line and not served. She stated
if a food item was discovered to not be "right”
efter it goes out to the residents she was to tell
the nurse,

Interview with Dietary Aide #3, on 02/12/15 at
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11:45 AM, revealed she had received education
by the Dietary Manager not to use the left sida
oven of the stove. Dietary Aide #3 stated she
also received education by the Distary Manager
1o double check residents' diet cards and if food
was not right for some reason it was to be pulled
off the line and not served, She stated If it was
discovered after it goss out, the nurse was to be
notified.

18. Interview with the DON, on 02/12/15 at 1:30
PM, revealed she staried educatlon related to
small bites, under and over cooked food on
01/28/15. Staff was not to serve any food that did
not match the meal ticket and CNAs were fo
report to the nurse and then the dietary staff was
to be natified.

Intarview with RN #3, on 02/12/15 at 12:30 PM,
revealed she had received education from the
Director of Nursing (DON) related to ensuring
food that was served was properly prepared and
gave example of over or undercooked food.
Certified Nurse Aides were to inform the nurse if
something did not seem right about a resident's
tray and it was not to be served. A post test was
given which RN #3 passed.

Interview with LPN #3, on 02/12/15 at 12:35 PM,
revealed education was provided 1o her by the
DON related to notifying the nurse if a food item
to be served to a resident was wrong. She stated
the first thing was to not give it to the resident
then notify the nurse and the kitchen. The meal
ticket was to be followed; staff was to ensure the
residents were given smail bites, LPN #3 was
given a post test and passed.

Interview with LPN #4, on 02/12/15 at 12:40 PM,
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revealed she had been educated by the DON
relaled to residents’ meals and following the
appropriate diets. She stated if a meal served to
a resident was not appropriate it was to be
removed and an appropriate alternate provided to
the resident. The CNAs ware required to report
any diet concerns to the nursa and the kitchen
was to be notified. A post test was given related
to the dietary education and had to be passed.

Interview with RN #1, on 02/12/15 at 12:50 PM,
revealed she had baen provided education by the
DON related to how to read resident meal cards.
She stated CNAs wers to notify nursing if there
was any question about food on a resident's tray,
A substitute food item was to be provided and the
dietary staff was to be notified. A post test was
completed to validate understanding,

Interview with RN #4, on 02/12/15 at 12:55 PM,
revealed she had recent education by the DON
related to ensuring food was properly cooked.
She stated they covered diet cands. The diet card
should be honored and if a food was served that
was contraindicated the CNA was not to give the
resident the food and notify the nurse, An
appropriate substitute was to be offered and the
kitchen notified. A post test was administered
and she passed.

Interview with CNA #4, on 02/12/15 at 12:45 PM,
revealed she had been provided education from
the DON and the Dietary Manager related to
resident meals. Food items were to be verified by
the resident's meal ticket and if it did not look
right not to assume on her own and to not give it
to the resident; Inform the nurse. She was
provided education related to a Mechanical Soft
Diet and what kind of foods were Included in this
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Interview with CNA #5, on 02/12/15 at 1:00 PM,
reveeled she had recent education by the DON
and the Dietary Manager about food, diets and
the resident meal card. The meal card was to
match what was served to the resldent and if it
didn't the CNA was to inform the nurse and
provide the resident with an alternata. QOver and
under cooked food was not to be served to any
resident and tha nurse was to be informed if there
wasg something on the resident tray that would be
consldered inappropriate as well as the dietary
staff. In addition, education was provided on care
plans related to accessing the information on the
CNA headset and to ajways inform the nurse
when something did not seem right about the
Information. A post test was taken and had 1o be
passed.

Interview with CNA #6, on 01/12/15 at 1:05 PM,
revealed recent education had been provided to
her by the DON and the Dietary Manager on what
to do if food on a resident's tray was not right.
Mechanical Soft Diet items were aiways to be
locked at closaly and never serve food that was
not cooked or over cooked, She was required to
take a post test that covered the education. In
addition, education was provided on care plans
and she was to ensure the care plan was
followed and if the care plan did not seem
appropriate she was to speak with the nurse
immediately.

Interview with CNA #7, on 02/12/15 at 1:10 PM,
revealed she had been provided racent education
about meals for residants including verifying what
was on the tray with what was on the meal card.
Anything out of the ordinary or that she did not
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understand, she was to notify the nurse to follow

up on it. She stated care plans were also part of

the topic of the education and tesls were required
on all the subjects.

Interview with CNA #8, on 02/12/15 at 1:15 PM,
revealad she had racently received inservicing
from the DON and Dietary Manager that meal
cards were to match what was served on rasident
trays and if it did not match she was to enaure the
rasident did not get it and a substitute was to be
provided. Nurses were to be notified of any
dietary discrepancies as well as the dietary staff.
She stated she had to take a post test and pass.
She revealed she was required to be familiar with
each rasident's care plan an it was accessible
through the head set that she wears, CNA#8
statad if she could not foliow the resident's care
plan she was to go to the nurse for clarification.
Moads, behaviors and perineal care was also on
the education by the DON and she had to test for
aach,

17. Raview of a calendar revealed the DON,
ADON or Unit Manager was reviewing with facility
nursing staff any change of condition of a resident
each shift to ensure the licensed staff were
notifying the Physician as well as completing the
on-going assessments as needed. The calendar
indicated which administrative Nurse did the
review on a particular day. QA met and reviewed
results of these audits on 01/30/15, 02/04/15 and
on 02/1115 and will continue monthly after
compliance Is reached.

18. Areview of documentation by the DON,
ADON or Unit Manager verified five (5) residents'
plans of care per week were being reviewed. The
reviews were documentad on a calendar by tha
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Administrative Nurses. The audits were being
raviewed by QA Committes weekly. Review
dates by the QA Committee were 01/30/15,
02/04/15 and 02/11/15. The audits wera
scheduled weekly until substantial compllance
then monthly.

19. Review of a calendar revealed the DON,
ADON and Unit Manager were reviewing all
Nursing Notes daily to ensure MD notification and
assessments as neaded. The calendar was used
to decument which administrative nurse reviewed
the Nursing Notes on which day. Interview on
02/12115 at 1:3¢ PM with the DON, 1:40 PM with
the ADON and 1:45 PM with the Unit Manager
confirmed this procedure was being completed
daily, The QA Committae met and reviewed the
results of these audits on 01/30/15, 02/04/15 and
on 02/11/185.

20. Interview with the Registered Dietician, on
02/12/15 at 11:35 AM, and at 11:30 AM, with the
Dietary Manager, revealed one meal every day
was being monitored to verify dietary staff were
following the spread sheets, recipes and tray
tickets which was documented on a calendar
sheet,

Interview with Cook #1, on 02/12/15 at 11:40 AM,
revealed the tray line meal service had been
monitored every day by the Dietary Manager and
Registered Dieticlan.

21, Review of docurmnentation revealed the QA
Committee had met weekly on 01/30/15,
02/04/15 and 02/11/15, then to be monthly
thereafiar,

22. Review of a sign in sheet, dated 01/30/15
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revealed the ad hock QA Committee met and an
Allegation of Compliance was developed and
reviewed with the Medical Director. The sign in
sheet verified the Administrator, DON, ADON,
Unit Manager, Medical Records Clerk, MDS
Nurse, Social Servicea Director, Dietary Services
Manager and Activity Director attended with the
Medical Director participating via phone. The
QAP| committee was to meet weekly or anytime
concerns were identified and weekly thereafler
until compliance then monthly thereafter. The
members consist of DON, ADON, Social Services
Director, Dietary Sarvices Director, Maintenarnce
Director, Aclivity Director and Business Office
Manager with the Mediceal Director participating at
least quarterly and as needed. No furthar
recommendation were made as of 02/12/15.

Interview with the Administrator, on 02/92/15,
ravealed an Ad Hock QA meeting was conducted
01/3015, and when needed and will continue
weekly until in compliance then monthly.
483.35(d)(3) FOOD IN FORM TO MEET
INDIVIDUAL NEEDS

Each resident receives and the facility provides
food prepared in a form designed to meet
individual needs.

This REQUIREMENT Is not met as evidenced
by:

Basad on Interview, record review and review of
facility policy and Simplified Dlet Manuaj, it was
determined the facility failed fo ensure ons (1) of
four (4) sempled residents {Resident #1) recalvad
the appropriate therapeutic diet prepared in a
form deslgned to mest his/her individual needs.
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The facility failed to foliow their policy and Diet F365
Manual regarding food prepared and served for 3]] ,QO!S
residents that had been assessed by the facllity to
require a Mechanical Soft Dlet. 1. 01/31/2015 the Dietary Services
On 01/23/15, Cook #1 prepared scalloped Manager observed resident # 1°s
" P
potatoes using fresh potatoes but did not peel ]sléﬁzgur?:: L prepart:’d dby the.
them. The cook baked the potatoes In the oven . cook, and determined
for one and one half hours. The potatoes were the diet served, prepared and was
served on resident trays from the steam table to correct per physician order and
the residents in the dining room and the hafl prepared in a form designed to
carts. Cook #1t was informed by a staff member meet individual needs, On .
that the potatoes were nlgt cooked er:)augh:ut 01/31/2015 the Dietary Services
she continued to serve the potatoas by picking .
out the thinner sliced piaces leaving the larger Mapager observed meal tray line
pleces in the pan. Cook #1 was aware the hall during luncl? and noted that staff
cart had already been dispatched to the Foxes' were following the spreadsheet
Drive hall where ten (10) residents would bs and providing the diet as ordered
served Mechanical Soft diets to include Resident for resident # 1 and food was
#1. The cook tqok no action to to retrieve the properly prepared. On 02/02/2015
:::::"‘-‘"‘ trays with the scalloped potatoes on the Regional Dietician reviewed
and altered the recipe for
Resident #1, who required assistance with eating, scalloped potatoes to include
was fed the scalloped potatoes by CNA #1 and peeling the potatoes or using
became choked. The Speech Therapist {ST) was dehydrated prepackaged potatoes
summoned and assessed the resident which are pecled. On 02-03-2015
determining he/she needed to sit at a ninsty & contract provider verified that
degree angle for feeding and she provided the convection ov g
education to the Certifled Nurse Aldes {CNA} to . - “{as in .
ensure the resident was sitting at a ninaty dagree working orde!', b}’ testing with a
angle for meals. Resident #1 was unabie to thermometer inside the oven
swallow when CNA #2 attempted to feed versus the temperature set on the
Resident #1 the supper meal on 01/23/15. stove knob, and that the regular
Resident #1 became choked e second time. At oven in which the potatoes were
8:40 PM, the resident had an elevated :
temperature of §9.1 degrees Fahrenheit (F) S L COOkmg hotter than
{normal 98.6 F), an audible "rattle", and had
coughed up a "thick gtob" of mucus. The
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following morning, 01/24/15 at 7:55 AM, the
resident presented with difficulty breathing, was
gasping for air and his/her oxygen saturation was
fluctuating in the 80s (narmal 858-100) with
oxygen at eight (8) liters per minute. The
resident’s pulse was 102 {(normal 80 to 80),
respirations were 30 per minuta (normal 18-20),
temperature of 100.8 F and blcod pressure of
100/50 (normal 120/80). The resident was
transported by ambulance to the hospital. The
resident was diagnosed with Acute Respiratory
Failure with Hypoxia {body deprived of oxygen)
and Aspiration Pneumontia. A slice of uncooked
potato the size of a silver dollar and one fourth
inch thick was removed from the resident's throat
during intubation. The resident was placed on a
ventilator in critical condition.

Based on the above findings it was determined
the facility failed to ensure food was appropriately
cooked and served in a form to meet Resident
#1's needs caused or is likely to cause serlous
injury, harm, Impairment, or death to a resident.
immediate Jeopardy was identified on 02/02/15
and determined to exist on 01/23/15. An
acceptable Allegation of Compliance (AoC) was
receivad on 02/10/15 alleging the |J was removed
on 02/05/15. The State Survey Agency valldated
the Immediate Jeopardy was removed on
02/05/15, as alleged, The Scope and Severity
was lowered {o a "D" while the facility develops
and Implements the Plan of Correction (POC);
and, the facility's Quality Assurance monitors the
effectiveness of the system changes.

The findings include:

Review of manual, Simplified Diet Manual
eleventh edition, utilized by the facility, inciuded;
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the setting on the oven. A new
stove/oven was ordered, by the
Administrator, and approved, b 1

the Regional Directo‘r)l:)f d g\t"BDIS
Operations, on 02-03-2015.The
new stove was installed, by a
contractor, on 2/27/2015.

W

On 01/31/2015 the Dietary
Services Manager conducted
an audit of all current
resident’s meal trays served
from the kitchen and noted
that the diet was correct,
served per physician order
designated to meet the
individual needs of the
resident and properly
prepared. On 01/31/2015 the
Dietary Services Manager
observed meal preparation
and tray line during lunch and
noted that the scheduled cook
was following the recipe and
spreadsheet and providing the
diet as ordered for all current
residents and food was
properly prepared. On
02/02/2015 and 02/03/2015
the Regional Dietician
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The Mechanical Soft Diet is designed to permit
easy thewing. The General Diet Is modified in
consistency and texture by cooking, grinding,
chopping, mincing or mashing. The diet includes
foods soft in texture such as cooked fruits and
vegetables, moist ground meat and soft bread
and cereal products, Foods that dissclve readily
when held in the mouth such as graham crackers
and some ready-to-eatl cereals are also
appropriate. It is most important to individualize
or adjust it to the tolerance of the resident. Table
3.1 Machanical Soft revealed: Avoid Most raw or
undetrcooked vegetables and those with tough
skins. Whole kernel comn, Fried vegetables.

Review of the spread sheet titled, “Scalloped
Potstoes", indicated rehydrated potatoes or fresh
potatoes could be used for the recipe. The
baking time was 350 AF for one and one half to
two hours. There was no reference to peeling
fresh potatoes if used for the recipe.

Ohbservation of the facility kitchen conducted on
01/30/15 ot 9:35 AM revealed the facility kifchen
stove had a spoon wedged between the oven
door and the stove frame. There were chicken
nuggets cooking and tater tots on baking sheets
ready to be placed into the oven.

Record review revealed the facility admitted
Resident #1 on 08/26/14 with diagnoses which
included Traumatic Brain Injury, Seizure Disorder,
and Dysphagia Oral Pharyngeal Phase. Review
of the Admlssion Minimum Data Set (MDS)
assessment, dated 07/03/14, ravealed the facility
assessed the resident's cognitive status with a
Brief Interview of Mental Status score of "99",
indicating the resident was not interviewable,
Resident #1 required extensive assistance of one

determine if any recipe called
for food products that
according to the spreadsheet
would not be appropriate for
mechanically altered diets. No
other concemns were
identified. On 02-03-2015a
contract provider verified that
the convection oven was in
working order, by testing with
a thermometer inside the oven
versus the temperature set on
the stove knob, and that the
regular oven in which the
potatoes were cooked was
cooking hotter than the setting
on the oven, A new
stove/oven was ordered, by
Administrator, and approved,
by the Regional Director of
Operations, on 02-03-
2015.The new stove was
installed, by a contractor, on
2/27/2015.

On 01/30/2015 the Regional
Dietician conducted re-education
with the Dietary Services
Manager including competency
testing related to following the
recipe and serving foods per the
spreadsheet for correct prescribed
diet. Beginning 01/31/2015 and
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(1) person for eating. Review of Resident #1's
Physiclan's Orders, dated January 2015, revealed
the resident was to have a mechanically soft diet.

Review of a Nursing Note, dated 01/23/14 at 3:28
PM; and, interviews on 01/30/15 at 2:00 PM with
CNA#1 and at 2:15 PM with RN #1 revealed on
/23116 during the lunch meal, Rasident #1
became choked when CNA #1 fed the resident
scalloped potatoes. The resident coughed,
spiting up some of the potatoes and his/her face
becarme red. Review of a Nursing Note, dated
01/23/15 at 8:40 PM and interview with RN #2 on
01/31/15 at 8:40 PM revealed Resident #1's
femperature was 98.1 Fahrenheit (F). She stated
the resident coughed up some thick mucus but
was able to drink chocolate milk without difficulty
and had no noted swallowing problems.

Further review of Resident #1's Nursing Notes
and Interview with RN #1 ravealed the following
morning on 01/24/15 at 7:55 AM, the resident
presented with difficulty breathing, gasping for air,
and his/her oxygen saturation was fluctuating in
the 80s. Oxygen was administered at 8/L per
minute with oxygen saturation continuing to
fluctuate up and down. The resident's pulse was
102, respirations wera 30 per minute,
temperature was 100. The Physician was notified
and the resident was transported to the hospital
by ambulance.

Review of Huspital Emergency Department
records, dated 01/24/15, revealed the resident
suffered from Acute Respiratory Failure with
Hypoxia and a slice of uncooked potato the size
of a silver dolfar and one-fourth inch thick was
removed from the resident's throat during
intubation. There was collapse/consolidation of

Manager will conduct re-
education with all Dietary Staff
related to following the recipe and
the spreadsheet to assure diets are
served per physician order. This
re-education will include a
competency test, administered by
the Dietary Service Manager, and
will be conducted prior to any
staff beginning work, there were
no concerns identified. No Dietary
staff worked after 1/31/2015
without having completing the re-
education and competency test.
On 02/03/2015 a contract provider
verified that the convection oven
was in working order and that the
regular aven in which the potatoes
were cooked was cooking hotter
than the setting on the oven. A
new stove/oven was ordered and
approved on G2/03/2015.The new
stove was installed on 2/27/2015.
Beginning 02/04/2015 all
dietary staff will be educated by
the Dictary Services Manager that
if a concern is identified with the
food prepared it should be
removed from the tray line and if
already served dietary staff should
report the concerns to the Nurse,
No dietary staff will work after
02/04/2015 without having
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segments left lower lobe and pneumonia. Thea
resident was placed on a ventilator and admitied
to the Intensive Care Unit (iCU) in critical
condition.

Interview with Cook #1, on 01/30/15 at 1:00 PM,
revealed on 01/23/15 she used fresh potatoes to
make scalloped potatoes for the lunch meal. She
stated she washed and slicad the potatoes
without peeling them and cooked them for one
and one half hours. Cook #1 revealed during
service af the lunch meal on 01/23/15 a staff
member alerted her the scalloped potatoes were
not cooked enough. She stated she continued to
serve the potatoes by picking out the thinner
slicad pleces leaving the larger pieces In the pan.
Cook #1 stated she was aware the hall cart
caontaining resident meal trays, Including Resident
#1's tray, had already went out and was being
deliverad to residents. She revealed she did not
try to retrieve the resident trays with the scalloped
potatoes on them as she had not received any
complaints about the scalloped potatoes from
that hall. Cook #1 stated she had been trained by
a former kitchen staff and had not been providad
any instruction on what to do in a situation where
food was discovered to be undercooked and she
had used her own judgement and had decided to
continue to serve the scalloped potatoes even
though she was aware they were undercooked.
She stated she had picked out the thinner slices
leaving the thick slices in the pan.

Interview with Cock #2, on 02/01/15 at 4:00 PM,
revealed she had heard someone had choked on
scalloped potatoes on 01/23/15. She stated she
found scalloped potatoes in the refrigerator with a
note that said the potatoes were too hard and if

staff were educated by the
Director of Nursing, Assistant
Director of Nursing, Unit
Manager, MDS Nurse or Medial
Records Nurse on notification of
the nurse if meals appear to be
prepared incorrectly such as
overcooked, undercooked or hard
to cut foods. No nursing staff will
work after 02/04/2015 without
having received this education.

. Beginning 01/31/2015 a Dietary

Service Manager or a Registered
Dietician will observe one meal
service per day, seven (7) days per
week until removal of Immediate
Jeopardy then decreased to five
(5) times per week for twelve (12)
weeks, to assure staff are
preparing food per the recipe,
serving and using the diet
spreadsheet and that food is
properly prepared to meet the
individual needs. The results of
these audits will be presented by
the Dietary Services Manager for
review with the Quality Assurance
and Improvement Committee
weekly until substantial
compliance is achieved then
monthly thereafter. The Dietary
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she used them to add milk or water and cook
them. She stated the potatoes were "hard" as
she had ftried to slice through them with a fork
and after they were done cooking they were like
mashed potatoes. She stated for a few months
she had to pull food from tha oven and turn it
around to ensure appropriate cooking. She
stated she did not know why the scalloped
potatoas on 01/23/15 were 50 "hard". Cook #2
stated she had no training by the facility on what
to do if food does not turn out right. She also
stated she had never prepared scalloped
potatoes and would have to go by the spread
sheet to know how to fix them.

Interview with Kitchen Alde #1, on 01/30/15 at
9:35 AM, revealed there were issues with the
oven door having to be kept In the closed
position. The facility was wedging a spoon
between the oven door and the door frame.
Further reviaw revaaled the staff had to tumn the
food multiple times for even cooking as the oven
had not been heating evenly.

Interview with the Dietary Manager, on 01/30/15
at 9:45 AM, revealed the scallopad potatoes.
served on 01/23/15 were cooked without being
peeled. She stated dehydrated potatoes had
been used in the past but the facllity was trying to
serve mora meals that were more "homemade".
She revealed the potatoss were served again for
the supper meal on 01/23/15. Cook #1 had
placed the left over potatoes In the refrigerator
with a note by Cook #1 saying the potaloes
needed to be cooked more. Cook #2, who
prepared the supper meal on 01/23/15 served the
potatoes as a substitute for that supper meal.
The Diatary Manager stated the malfunctioning
oven door may have kept the temperature of the

Services Manager will be
responsible for monitoring
throughout the QA process. The
QAPI committee will meet
weekly or anytime concerns are
identified until substantial
compliance, then monthly
thereafler. Members of the QAPI
Committee will consist of at a
minimum the Director of Nursing,
Assistant Director of Nursing,
Social Services Director, Dictary
Services Director, Maintenance
Director, Activity Director and
Business Office Manager with the
Medical Director participating at
least quarterly and as needed.

ol

FORM CMS-2567(02-68) Previous Veraionas Obsoiate

EventiD: 4VBTH

Facility 1D: 100351

If continuation shaet Page 80 of 111




From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

03/27/2015 18:30

#440 P.092/112

PRINTED: 02/27/2015
FORM APPROVED
OMB NO. 0938-0351

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186354

(X2} MULTIPLE CONSTRUGTION
A BUILCING

B. WING

{X3) DATE SURVEY
COMPLETED

c
02M12/2015

NAME OF PROVIDER OR SUPPLIER

FORDSVILLE NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
313 MAIN STREET
FORDSVILLE, KY 42343

(x4) 1D
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROBS-REFERENCED TQ THE APPROPRIATE CATR

DEFICIENCY)

F 365

Continued From page 80

oven fram being accurate and could have
resuited in the potatoes baing undercacked .

Interview with the corporate Registered Dietlcian
(RD), on 01/30/15 at 2:40 PM, revealed she had
been made aware of the choking incident and
had asked about how the scalloped potaloes
were prepared. She stated she understood that
Cook #1 had peeled and sliced the potatoes for
the scallopad potatoes. She revealed Cook #1
was mads aware the patatoes were not
thoroughly cooked;so the cook took the thinner
slices of potatoes out for serving and placed the
thicker, bigger slices in a container and made a
note for the night cook to cook further because
she was concarned. The RD also stated sha was
concemed about the oven door falling open and
said If it happened while cooking it would cause a
decrease in temperature, She revealed she was
aware there had been a previous problem with
the springs on the oven door and it had been
fixed. Additional interview with the RD on
02/02/15 at 3:10 PM revealed temperatures in the
ovan had not been previously monitored for
accuracy. She also stated potato skins were not
acceptable for Mechanical Soft Diets.

Intervlew with the Administrator, on 02/03/15 at
11:30 AM, revealed she was first aware on the
evening of 01/23/15, that Resident #1 was
admitted to the hospital with Aspiration and
Sepsis. She stated she at first thought it was
aspiration dus to throwing up. The Administrator
could not explain why a whole piece of potato
was fed to Resident #1. She staled and it was
evident the potatoes were found uncocked and
the cook had said she stopped serving them.
She also stated she had never heard of leaving
the peel on potatoes used for scalloped patatoes.
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**The facility implemented the following actions to
remove the Immediate Jaopardy:

1. On 01/24/15, Resident #1 was sent to the
hospital and admitted for Airway Obstruction and
Aspiration Pneumonia. Resident #1 returned to
the facility on 01/28/15 on a mechanically soft
diet; the facility downgraded the diet to purea on
01/28/15.

2. On 01/30/15, the Director of Nursing,
Assistant Director of Nursing, Unit Manager, MDS
MNurse or Medical Recards Nurse conducted an
assessment of Resident #1 to determine if there
were any medical needs, and or ongoing
assessments required that were not already
being completed or any significant change in
condition that required MD notification. Resident
#1's assessment revealed na change in condition
that required further Physiclan notification and
nated that appropriate assessments were
an-going.

3. The MDS Nurse on 01/30/15 reviewed
Resident #1's pians of care and determined that
all interventions were in place.

4, Beginning on 01/30/15 and completed on
02/02/15 the Director of Nursing, Assistant
Director of Nursing, Unit Manager, MDS Nurse
and Medical Records Nurse reviewed all currant
residents' plan of care o determine if all
interventions were being followed. No further
concems were identified.

5. On 01/31/15, the Dietary Services Manager
observed Resident #1's lunch meal and

F 365
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determined the diet served was prepared per
recipe and was correct per Physician's Order and
prepared In a form designed to meet individual
needs. The Dietary Services Manager also
observed the meal tray line during lunch and
noted that staff was following the recipe and
spreadsheet and providing ihe diet as ordered for
Resident #1 and food was properly prepared.

6. On 01/30/15, the Director of Nursing, Assistant
Director of Nursing, Unit Manager, MDS Nurse or
Medical Records Nurse conducted assessments
of all current resldents to determine if there were
any medical needs requiring Physician notification
and or ongoing assessmants required that were
not already being completed. Any identified
residants who had a change in condition had their
Physleian notified with orders obtained and follow
up assessments.

7. On Q1/31/15, the Dietary Services Manager
conducted an audit of all current residents' meal
trays served from the kitchen and noted that the
recipe was followed, diet was correct and served
per Physician order designed to mest the
individual needs of the resident and properly
prepared.

8. On 01/30A15, the Regianal Quality Manager
re-educated the Director of Nursing, Assistant
Director of Nursing and Unit Manager, MDS
Nurse and Medical Records Nurse on conducting
an assessment based on resident condition to
include the INTERACT process, follow up
assessmants as well as Physician notification for
a significant change in condition refarring to the
INTERACT process but not to superseda nursing
judgement. The INTERACT process is an
evidence based program developed under
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funding from CMS to prevent unnecessary acule
care transfers, {o provide guidance to nurses on
when to notify the physiclan and care paths for
certain cornmon symptoms. A competency test
was administered to validate understanding. In
addition, they were educated and a competency
test was given related to following the plan of
care, and if the plan of care cannot be followed
and an alternative is not within thelr scope of
practice that the Physician must be notified

9. On 01/30/15 ,the Director of Nursing,
Assistant Director of Nursing and Unit Manager,
MODS Nurse and Medical Records Nurse began
re-education with afl licensed nursing staff related
to conducting an assessment based on resident
condition to include the INTERACT procass,
follow up assessments as well as Physician
notification for a significant change in condition
referring to the INTERACT process but not to
supersade nursing judgement. A competency
test was administered to validate understanding.
No licensed staff will work after 02/04/15 without
having completed this re-education and
competency test. In addition, reeducation was
provided on the requirement to follow the plan of
care and if the plan of care cannot be followed
and an altemative is not within thelr scope of
practice the physician must be notified. No
licansed Nurse worked after 01/30/15 without
having received this re-education and
competency test.

10. Beginning 02/03/15, all Certified Nursing
Assistants were re-educated with competency
test related to following the plan of care and if
they were unable to follow the plan of care they
must report it to the Charge Nurse. No Ceriified

Nursing Assistants will work after 02/03/15
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without having received this re-education and
competency test.

11. On 02/02/15 and 02/03/15, the Reglonal
Dietician reviewed all current recipes to
determine if any recipe called for food products
that according to the spreadshest would not be
appropriate for mechenically altered diets. No
other concerns were identified,

12. On 01/30/15, the Regional Dietician
conducted re-education with the Dietary Services
Manager including competency testing related to
following the recipe and serving foods per the
spreadshest for correct prescribed diet,

13. Beginning 01/31/15 and ongoing, the Dietary
Service Manager will conduct re-education with
all Dietary Staff related to following the recipe and
the spreadshest to assure diets are sarved per
the Physician order. This re-aducation will
include a competency test and will be conducted
prior to any staff beginning work. No Dietary staff
worked after 01/31/15 without having completed
the re-education and competency test.

14. On 02/03/15, a contract provider verified the
convection oven was working appropriately and
the regular oven in which the potatoes ware
cooked was cooking hatter than the setting on the
oven. A new stove/oven was ordersd and
approved on 03/03/15.

15. Beginning 02/03/15, all dietary staff was
instructed by the Dietary Service Manager to only
cook on the convection oven. No staff will work
after 03/03/15 without having had this
re-educstion. Beginning 02/04/15, all dietary staff
will be educated by the Dietary Service Manager

F 365
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that if a concarn is identified with the food
prepared it should be remaved from the tray line
and if already served dietary staff should report
the concerns to the Nurse. No dietary staff will
work after 02/04/15 without having recaived this
education,

18. Beginning 01/28/15 and ongaing, &ll nursing
staff was educated by the Director of Nursing,
Assistant Director of Nursing, Unit Meanager MDS
Nurss or Medical Records Nurse an notification
of the nurse If meals appear to be prepared
incorrectly such as overcocked, undercooked or
hard to cut foods, No nursing staff will work after
02/04/15 without having received this education.
In addttion, beginning on 02/03/15 and on going,
ell Certified Nursing Assistants were re-educated
with competency test related to following the plan
of care and if they were unable to follow the plan
of care they must raport it to the Charge Nurse.
No Cerlified Nursing Assigtants wil! work aftar
02/03/15 without having received thig
re-education and competency test.

17. Beginning 01/31/15, the Director of Nursing,
Assistant Director of Nursing or Unit Manager will
review with the facility staff the residents*
condition each shift to determine if licensed staff
are notifylng the Physician of significant changes
in condition as well as completing ongoing
assessment as needed. This will continue every
shift until abatement then five (5) times per week
for twelve (12)weeks thereafter.

18. The Director of Nursing, Assistant Director of
Nursing or Unit Manager will review five (5)
residents’ plans of care per waek for twelve (12}
weeks to evaluate if Interventions are in place
and being followed. The results of these audits
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will be reviewed with the Quality Assurance and
Improvement Committes weekly until substantial
compliance then monthly thereafter.

19. Beginning 02/01/15, the Diractor of Nursing,
Assistant Director of Nursing or Unit Manager will
review all Nurses Nates daily to determine if any
significant change In condition has occuned
without Physician notification or any significant
change in condition requiring ongoing
assessment that has not occurred. This will
occur daily untll abatament of Immediate
Jeopardy and then five (5) times per week for
twelve (12) weeks.

20. Beginning 01/31115, a Dietary Service
Manager ar a Registered Dietician will observe
one meal service per day to assure staff are
following the recipe, serving and using the diet
spreadsheet and thet food is properly prepared ta
meet the individual needs. This will continue until
abatement of the Immediate Jeopardy and then
five (5) times per week for twelve (12) weeks
thereafier.

21. The resuits of these audits will be reviewed
with the Quality Assurance and Improvement
Committes (QAPI) weekly until substantial
compliance then monthly thereafter. The QAPI
committee will meet weekly or anytime concerns
are identified until substantial compliance, then
monthly thereafter. Members of the QAP|
Commitiee will consist of at a minlmum the
Director of Nursing, Assistant Director of Nursing,
Social Services Director, Mainienance Director,
Activity Director and Business Office Manager
with the Medical Director participating at least
quarterly and as needed.
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22, On 01/30/15, an ad hock Quality Assurance
and Perfarmance Improvement Committee was
convened to review the facility's Investigation and
concems. An Allegation of Compliance was
developed and reviewed with the Medical Director
who attended via phone. [n attendance was tha
Administratar, Director of Nursing, Assistant
Director of Nursing, Unit Manager, Medical
Records Clerk, MDS Nurse, Social Servicas
Director, Dietary Sarvices Manager and Activity
director. No further recommendations were
made at this time,

The State Survey Agency validaled the corrective
actions taken by the facility as follows:

1. Review of the Nursing Notes and Physician
Orders ravealed on 01/24/15 Resident #1 was
sent to the hospitat and admitted for Atrway
Obstruction and Aspiration Pneumonia. Resident
#1 returned to the facility on 01/26/15 on a
mechanically soft diet and the facility downgraded
the diet to pureed on 01/28/15. Observation of
the lunch meal on 02/12/15 at 12:00 PM,
revealed the resldent was being fed by the
Speech Therapist. The food was in pureed form,
as per the resident's diet card on the tray.

2. Raviaw of an assessment conducted by the
Director of Nursing, Assistant Director of Nursing,
Linit Manager, MDS Nurse or Medical Records
Nurse of Resident #1 on 01/30/15, revealed
there were no changa in condition that required
further Physician notification and noted that
appropriale assessments were on-going.

3. Review of documentation by the MDS Nurse,

dated 01/30/15, ravealed she reviewed Resident
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#1's plans of care and determined that all
interventions wers in place.

4. Review of documentation verified on 01/30/15
through 02/02/15 the DON, ADON, Unit Manager,
MDS Nurse and Medical Records Nurse reviewed
all current resident's plans of care to determine if
all interventions were belng followed. The
documentation revealed which residents' plans of
care were reviewed by which administrative staff

5. Review of documentation by the Dietary
Manager, dated 01/31/15, revealed the Dietary
Manager observed Resldent #1's lunch meal and
determined the diet served was prapared per
recipe and was correct per Physictan's Order and
preparad in a form designed to meet indlvidual
needs. In addition, the documentation revealed
she also observed the tray line and determined
staft was following the recipe and spreadshest
and praviding the diets as ordered.

6. Review of residents' assessments conducted
on 01/30/15 revealed all resident assessments
were completed and any residents who had an
identified change in condition had their physician
notified, The assessments were conducted by
the DON, ADON, Unit Manager MDS Nurse and
Medical Records Nurse.

7. Review of documentation dated 01/31/15
revealed the Dletary Services Manager
conducted an audit of all curent residents' meal
trays served from the kitchen and verified the
recipe was followed, dlet was correct and served
per Physician Order, to meeat the needs of the
resident and properly prepared.

8. Review of documentation of re-education by
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the Regional Quality Manager to the DON,
ADON, Unit Manager, MDS Nurse and Medical
Records Nurse, dated 01/30/15, verified they
were reeducated on the INTERACT process,
follow up assessments, Physician notification for
significant change, following the plan of care, and
if the plan of care cannot be followed and an
aitemnative is not within thelr scope of practica the
Physician must be notified. Review of the
competency tests revealed each of them
completed the test on 01/30/15.

9. Review of inservice sign in sheets and
competency tests, beginning 01/30/15, revealed
all licensed staff was re-educated beginning
01/30/15 and competency tests were
administered and passed related to the
INTERACT process, follow up assessments,
Phyasician notification for significant change,
following the plan of care, and if the plan of care
cannot be followed and an altarnative Is not within
their scope of practice the Physiclan must be
notified, Review of the competency tests
revealed each of them completed the test on
01/30/15.

Interview with the Administrator, on 02/12/15 at
1:35 PM, revealed the DON provided education to
the staff related to assessments, INTERACT tool
for assessments and Physician notification, Staff
was educated about care plan interventions
ensuring thelr appropriateness and
implermentation

Interview with the DON, on 02/12/15 at 1:30 PM,
revealed she provided education on the
INTERACT tool for assessments and Physician
hotification and had also educated staff on
updating care plans according to their scope of

F 365
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practice. The Twenty Four Hour Report was also
topic. Nursing staff was given competency tests
on foliowing the INTERACT tool and nursing
judgement. CNAs required & post test as wall.

Interview with RN #3, on 02/12/15 at 12:30 PM,
revealed she received education related to the
INTERACT systam utilized by the facility which
was a fool for assessments and included why,
when, who and Physician notification. The
education included follow up documentation on
any type of complaint or anything out of the
normal for a resident. Information was to be
passed on to the next shift if not resolved and
follow up was to be done the next day. A post
test was given which RN #3 passad,

Interview with LPN #3, on 02/12/15 at 12:35 PM,
revealed education was provided to her by the
DON that resident assessments should be
conducted before, during, and after any type of an
avent and gave examples of elevated
temperature, shortness of breath, and chest
pain. LPN #3 was given a post test and passed.
Education was also given to her about Physiclan
notification, follow up documentation and
Implementing the care plan. She stated If the
care plan needed changed or could not be
implemented to notify the DON,

Interview with LPN #4, on 02/12/15 at 12:40 PM,
revealed she had been educated by the DON
related to the INTERACT tools for resident
assessment, physician notification and
documentation. The Physician was to be notified
for any slgnificant change, Assessments were to
be completed, the resident monitored and
reassessed. The assessments were to include
the resident’s vital signs as blood pressure,
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respiration, oxygen saturation, pulse and
temperature. LPN #4 was required to pass a post
tast

Interview with RN #1, on 02/12/15 at 12:50 PM,
revealed she had been provided education by the
DON related to a changse in condition of a
resident including If the resldent was having
trouble swallowing. For any emergency "811"
was to be called and then notify the Physician.
The INTERACT tool which reflects how, what and
when to notify the Physiclan was to be utilized, as
well, as the Stop and Watch tool which anyone
could fill out and give to the nurse. Any change of
condition of a resident required a complete
assessment, including if a resident became
choked while eating. Seventy-two (72}hour
documentation was required for any changes, this
included the resident’s vital signs and if
symptoms persisted the physician should be
notified again. In addition, care plan education
was provided related how to access that
information from the headsets worn by the CNAs.
The care plan had to match the resident's needs
and If not the CNAs were to notify the nurse. A
post test was completed to validate
understanding.

Interview with RN #4, on 02/12/15 at 12:55 PM,
revealed she had recent education by the DON
refated to assessments. The INTERACT tool was
a step by step guide on how, what and when to
do anything and Physiclan notification. In
additian, education was provided on care plans
that included information about carrying out the
interventions and revising when needed, CNAs
ware to report any problems with the care plan
and the Physician was to be notified, She stated
she had to take a post test and pass.
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10, Interview with CNA #5, on 02/12/15 at 1:00
PM, revealed education was provided on care
plans related to accessing the informatlon on the
CNA headset and to always Inform the nurse
when something did not seem right about the
information. A post test was taken and had io be
passed.

Interview with CNA #8, on 01/12/15 at 1:05 PM,
revealed education was provided on care plans
and she was {o ensure the care plan was
fallowed and if the care plan did not seem
appropriated sha was {o speak with the nurse
immediately.

Intetview with CNA #7, on 02/12/15 at 1:10 PM,
revealed she was educated on implementation of
care plans and a post fest was given and she
passed.

Interview with CNA #8, on 02/12/15 at 1:15 PM,
revealed she had recently been educated that
she was required to be familiar with each
resident's care plan an it was accessible through
the head set that she wears, CNA #8 stated if
she could not follow the resident’s care plan she
was to go to the nurse for clarification. She
revealed she had to take a post test and pass.

11. Interview with the Administrator, on 02/12/15
at 1:35 PM, revealed the spread sheets and
recipes were reviewed and the spread sheet for
the scalloped potato recipe was revised to include
peeling potatoes before cooking.

Interview with the Registered Dietician, on
02/12/15 at 11:35 AM, revealed she had revised
the spread sheet and recipe for scalioped
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potatoes to indicate peeling the potatoes.

12, Interview with the Dietary Manager, on
02/12/15 at 11:30 AM, revealed she had received
inservice from the Registered Disticlan on
reading and following spreadsheets and recipes.
Education was provided that potato skins wera
not part of the Mechanical Soft Diet. She was
educated on reading and calibrating
thermometers and using only the left oven on the
stove instead of the malfunction right side oven
and the reclpe and spread shest for scalloped
potatoes had been revised to instruct to peel the
potatoes. One meal every day was being
monitored to ensure the spread sheel and recips
as well as the tray cards were being followed.

13. Interview with the Administrator, on 02/12/15
at 1:35 PM, revealed dietary staff was educated
over recipes and spread sheet, meal preparation
and diets per the Physician's order.

Interview with the Registered Dietician, on
02/12/15 at 11:35 AM, ravealed she had provided
education to the dietary staff related to the spread
sheets and recipes. She stated the reading of
the tray cards was also covered In education as
well as what to do if a food item did not turn out
that included not serving that food item.

Interview with Cook #1, on 02/12/15 at 11:40 AM,
revealed she had been educated about how to
set and use thermometers for checking food
temperatures and about how to follow the spread
sheet recipes. She stated a test was given to
verify she understood the education.

Interview with Dietary Aide #3, on 02/12/15 at
11:45 AM, revealed she had recsived sducation
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by the Dietary Manager on how to follow the
spread sheets and recipes. She stated she also
had to take a test to verify she understood the
education.

14. On 02/03/15 a contract provider verifiad that
the convectlon oven was working appropriately
and that the regular oven in which the potatoes
were cooked was cooking hotter than the setting
on the oven. A new stove/oven was ordered and
approved on 02/03/15.

Interview with the Administrator, on 02/12/15,
revealed a new stove had been ordered for the
facility and should be Installed in about three
waeks. The facility was also getting a new
"Lear™ (blender/mixer) for puree foods and slso
a meat slicer for avenness.

15. Interview with the Adminlstrator, on 02/12/15
at 1.35 PM, revealed the dietary staff had been
educated to use the left oven until tha new stove
was Installed.

Interview with Cook #1, on 02/12/15 at 11:40 AM,
revealed she had been educatad that the aven on
the right side of the stove was not to be used until
the new stove was delivered. Cook #1 stated she
alse received aducated on what to do if food does
not turn out right for any reason, The food is to be
pulled off the tray fine and not served. She stated
if a food item was discovered to not be "right”
after it goes out to the residents she was to tell
the nurse,

Interview with Distary Aide #3, on 02/12/15 at
11:45 AM, revealed she had received education
by the Dietary Manager not to use the left side
oven of the stove. Dietary Aide #3 stated she

FORM CMS-2567(02-98) Previous Versiona Obsolets Event ID:4VETH Facllty ID: 100351 If conlinuation sheet Paga 105 of 111




03/27/2015 1B:33 #440 P.107/112

From:
PRINTED; 02/27/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 0938-0391
STATEMENT OF DEFICIENCIES Xt) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLEYED
c
185354 B.WING 02/12/2015
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE
FORDSVILLE NURSING AND REHABILITATION CENTER $13MAIN STREET
FORDSVILLE, KY 42343
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [»] PROVIDER'S PLAN OF CORRECTION 6y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 365 | Continued From page 105 F 365 BIIIROIG'

also raceived education by the Dietary Manager
to double check rasidents' diet cards and if food
was not right for some reason it was to be pulled
off the line and not served. She staled if it was
discovered after it goes out, the nurse was 1o be
notified.

18. Interview with the DON, on 02/12/15 at 1:30
PM, revealed she started education related to
small bites, under and over cooked food on
01/28/15. Staff was not to serve any food that did
not match the meal ticket and CNAs were to
repart to the nurse and then the dletary staff was
to be notified.

Interview with RN #3, on 02/12/15 at 12:30 PM,
ravealed she had recelved sducation from the
Diractor of Nursing (DON) related to ensuring
focd that was served was properly prepared and
gave example of over or undercooked food.
Certified Nurse Aides were to inform the nurse if
something did not seem right about a resident's
tray and it was not to be served. A post test was
given which RN #3 passed.

interview with LPN #3, on 02/12/15 at 12:35 PM,
revesaled education was provided to her by the
DON relaled to notifying the nurse if a food item
to be served to a resident was wrong. She stated
the first thing was to not give it to the resident
then nolify the nurse and the kitchen. The meal
ticket was to be followed; staff was to ensure the
rasidents ware given small bites. LPN #3 was
given a post test and passed.

Interview with LPN #4, on 02/12/15 at 12:40 PM,
revealed she had been educated by the DON
related to residants’ meals and followlng the
appropriate diets. She stated if a meal served to
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a resident was not appropriate it was to be
removed and an appropriate alternate provided to
the resident The CNAs were required to report
any diet concemns to the nurse and the kitchen
was to be notified. A post test was given related
fo the dietary education and had to be passed.

interview with RN #1, on 02/12/15 at 12:50 PM,
revealed she had been provided education by the
DON related to how to read resident meal cards.
She stated CNAs were to nolify nursing if there
was any question about food on a resident's tray.
A substitute food item was to be provided and the
dietary staff was to be notified. A post test was
completed to validate understanding.

Interview with RN #4, on 02/12/15 at 12:55 PM,
revealed she had recent education by the DON
refaled to ensuring foad was properly cooked,
She stated they covered diet cards. The diet card
should be honored and if a food was sarved that
was contraindicated the CNA was not to give the
resident the food and notify the nurse. An
appropriate substitute was to be offered and the
kitchen notified, A post test was administered
and she passed.

Interview with CNA #4, on 02/12/15 at 12:45 PM,
revealed she had been provided education from
the DON and the Dietary Manager related to
resident meals. Food items were to be verified by
the resident's meal ticket and if it did not look
right not to assume on her own and to not give It
to the resident; inform the nurse. She was
provided education related to a Mechanical Soft
Diet and what kind of foods were included in this
diet.

Interview with CNA #5, on 02/12/15 at 1:00 PM,
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revegaled she had recent education by the DON
and the Dietary Manager about food, dlets and
the resident meal card. The meal card was to
match what was served to the resident and if it
didn't the CNA was to inform the nurse and
provide the resident with an alternate. Over and
under cooked food was not to be served to any
resident and the nurse was to be informed if there
was somathing on the resident tray that would be
considerad inappropriate as well as the dietary
staff. in addition, education was provided on care
plans related to accessing the information on the
CNA headset and to always inform the nurse
when something did not seem right about the
information. A post test was taken and had to be
passed.

interview with CNA #8, on 01/12/15 at 1:05 PM,
revealed recent education had been provided to
her by the DON and the Dietary Manager on what
to do if food on a resident's tray was not right.
Mechanical Soft Diet items were always to be
looked at closely and never serve food that was
not cooked or over cooked. She was required to
take a post test that covered the education. In
addition, education was provided on care plans
and she was to ensure the care plan was
followed and if the care plan did not seem
appropriate she was to speak with the nurse
immediately.

interview with CNA #7, an 02/12/15 at 1:10 PM,
revealed she had been provided recent education
about meals for residents including verifying what
was on the tray with what was on the meal card.
Anything out of the ordinary or that she did not
understand, she was to notify the nurse to follow
up on it. She stated care plans were also part of
the topic of the education and tests were reguired
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on gll the subjects.

Interview with CNA #8, on 02/12/15 at 1:15 PM,
revealed she had recently received inservicing
from the DON and Dietary Manager that meal
cards were to match what was sarved on resident
trays and if it did not match she was to ensure the
resident did not get it and a substitute was to be
provided. Nurses were ta be notified of any
dietary discrepancies as well as the dietary staff,
She stated she had to take a post test and pass.
She revealed she was required to be familiar with
each resldent's care plan an it was accessible
through the head set that she wears. CNA#8
stated if she could not follow the resident's care
plan she was to go to the nurse for clarification.
Moods, behavlors and perineal care was also on
the education by the DON and she had to test for
aach.

17. Review of a calendar revealed the DON,
ADON or Unit Manager was raviewing with facility
nrsing staff any change of condition of a rasident
each shift to ensure the licensed staff were
natifying the Physician as well as completing the
on-going assessments as needed. Tha calendar
indicated which administrative Nurse did the
teview on a particular day. QA met and reviewed
results of these audits on 01/30715, 02/04/15 and
on 02/11/15 and will continue monthly after
compliance Is reached.

18. A review of documentation by the DON,
ADON or Unit Manager verified five (5) residents'
plans of care per week were being reviewed. The
reviews were documented on a calendar by the
Administrative Nurses. The audits were being
reviewed by QA Committee weekly, Review

dates by the QA Committee were 01/30/15,
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02/04/15 and 02/11/15. The audits were
scheduled weekly until substantial compliance
then monthly.

19. Review of a calendar revealed the DON,
ADON and Unit Manager ware reviewing all
Nursing Notes daily to ensure MD notification and
assessments as neaded. The calendar was used
to document which administrative nurse reviewad
the Nursing Notes on which day. Interview on
02/12/15 at 1:30 PM with the DON, 1:40 PM with
the ADON and 1:45 PM with the Unit Manager
confirmed thls procedure was baing completed
daily. The QA Committee met and reviewed the
results of these audits on 01/30/15, 02/04/15 and
on 02/11/15.

20. Interview with the Reglstered Dietician, on
02/12/15 at 11:35 AM, and at 11:30 AM, with the
Dietary Manager, revealed one meal avery day
was being monitored to verify distary staff were
following the spread sheets, recipes and tray
tickets which was documented on a calendar
sheet.

Interview with Cook #1, on 02/12/15 at 11:40 AM,
revealed the tray line meal service had been
monitored every day by the Dietary Manager and
Registered Dietician.

21. Review of documentation revealed the QA
Committea had met weekly on 01/30/15,
02/04/15 and 02/11/15, then to be monthly
thereafter.

22, Review of a sign in sheet, dated 01/30/15
revealed the ad hock QA Committee met and an
Aliegation of Compliance was developed and
reviewed with the Medical Director, The sign in
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sheet verified the Administrator, DON, ADCN,
Unit Manager, Medical Records Clerk, MDS
Nurse, Social Services Director, Dietary Sarvices
Manager and Activity Director attended with the
Medical Director participating via phone. The
QAPI committes was to meet weekly or anytime
concemns were identified and weekly thereafter
untit compliance then monthly thereafter. The
members consist of DON, ADON, Social Services
Director, Dietary Services Director, Maintenance
Director, Activity Director and Business Office
Manager with the Medical Director participating at
least quarterly and as needed. No further
recommendation were made as of 02/12/15,

Interview with the Administrator, on 02/12/15,
revealed an Ad Hock QA meeting was conducted
01/30/15, and when needed and will continue
weekly until in compliance then monthly.
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