DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE

& MEDICAID SERVICES

ECEIVE

J
)

[N

PRINTED:
FORM

TR NG

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

(X1) PROVIDER/SUPPLIERIGLIA
IDENTIFICATION NUMBER:

185168

{X2) MULTIPLE CONSTR|
A BUILDING

B WING

ert

Enforcen

iréTﬁ - o
(m)COMPqETE
e wision of Hedih Cara
- Boutharm E Eigiaians

C

NAME OF PROVIDER OR SUPFLIER

MONROE HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CiTY, STATE, ZIP CODE
706 N MAGNOLLA STREET, PO BOX 387

TOMPIINSVILLE, )Y 42167

| An abbreviated standard survey (KY 17080} was

08/18/11-08/2111. The compiaint was

Immediate Jeopardy was ideniified on D9/15/11,

| the facility to require. -

initiated on 08/14/11, and a standard
healthlextended survey was conducied on

substantiated with deficient practice identified.

and determined to exist on 09/14/11. The facility
was notified on 0841511, Cbservation, interview,
and record review revealed the facility was
allowing Paid Feeding Assistants fo feed
residents with complicated fesding problems and
fafled to provide residents with speclalized -
swallowing precautions the supervision and-
assistance that each resident was assessed by

Deficiencies were cited af 42 CFR 483.20
Resident Assessment (F282), 42 CFR 483.26
Quality of Care {F308), 42 GFR 483.35 Dietary '
Services (F373), and 42 CFR 483.75
Administration (F490) &t 2 scope and severity of
"K." Substandard Quality of Care was idenfified
at 42 CFR 483.25 Quality of Care {F308).

An acceptabie Allegation of Compliance was
recetved on 09/21/11, which alleged removal of
immediate Jeopardy on 0%/21/11. The Stals
Agency defermined the Immeadiate Jecpardy was
removed on 09/21/11, prior to exit, which iowered
the scope and sevetity to "E" at 42 CFR 483.20
Resident Assessment (F282), 42 CFR 483.25
Quality of Care (F308}, 483.35 Diefary Services
(F373), and 42 CFR 482.75 Adminisirafion {F490)
while the facility monitors the effecfiveness of
systernic changes and qualty assurance
activities.

F Coo

_ books.
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|Persons/Per Care Plan

On 9/16/2011 Residents #7,
#9,#10,#11, and #12 were screened
by the speech therapist. Any noted
new or revised recommendations
were made at that time. On

5/16/2011 the dietary manager added
all swallowing precautions to
residents #7 #9#10,#11, aad #12
tray cards. On 9/16/2011 the ADON

" jensured swallowing precautions for

residents #7, #9, #10, #11, and #12
were with the personal care records. .
On 9/16/2011 the DON and
Administrator audited the personal
care plans and tray cards for the
residents #7,#9,#10,#11, and #12 to
ensure accuracy. On 9/16/2011 the
DON, infection control nurse, and
the MDS Coordinator educated the
nurse aides on the location of the

[swallowing precautions on the tray

cards and in-the personal care record

Nurses observed nurse aides feeding

residents on swallowing precautions -

to ensure that nursing assistants were

On 9/16/2011 Administrative
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F 000 | Continued From page 1 F 000)aware of swallowing precautions, On
Additional defdenc ot tof 9/16/2011 the speech therapist
itional deficiencies were cited as a resuft o ; . .
the standard healfh survey. | screene.d all residents on swallowing
F 262 | 483.200)3)(ii) SERVICES BY QUALIFIED F 282 [Precautions for accuracy. Any roted
55=K | PFRSONS/PER CARE PLAN : : new or revised recommendations

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

} This REQUIREMENT is not met as evidenced

by:

Based on observation, interview, and record
review it was determined the faciitly failed to
provide five (5) of twenty (20} sampled residents
{Residents #7, #9, #10, #11, and #12) with
services in accordance with each resident's
written plan of care. The faciiity assessed
Residents #7, #9, #10, #11, and #12 to require
speciaized . swallowing/feading precautions during
rmeals and indicated this infervention on the
residents’ plan of cars. However, observations
on 08/14/11, during tha evening meal and on
08/15/11, during the noon meal revealed the -
faciiity faitled o ensure the swallowing precautions
were implemented for each resident in
accordance with the resident's written ptan of
care.

The facility's failure to ensure each resident was
provided with swallowing precautions as directed
by their writien plan of care caused, or is likely to
cause sarous injury, harm, impairment, or death
to Residents #7, #9, #10, #11, and #12, and
other residents in the fadility assessed to have
feeding precautions. Immediate Jeppardy and

~{were made at that time. Beginning
on 9/16/2G11 and ending on
9/30/2011 the speech therapist
screened all residents at the facility
to determine awareness of
swallowing concerns. Any noted
new or revised recommendations
were made at that time. On
9/16/2011 a master list of the
residents on swallowing precaution
was developed and was made
available to al! norsing staff
imembers. The dietary manager is
responsibie for keeping the master
list updated.

1A Swallowing Precaution
Communication Procedure was
established on 5/16/2011 and was
revised on 9/26/2011, and is
presently as follows: The Speech
therapist will give a copy of the
Swallowing Precautions to the
Dietary Manager, the ADON, the

i

FORM CinS-2567(02-89) Previous Yarsions Dbsofoke Event 10z 51941

Faciify ID: 100337 If continuation shest Page 2 of 70




' oo PRINTED: 10/06/20%1
DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORM APPROVED

CENTERS FOR MEDICARE & MEDICAM SERVICES : __OMB NO. 0838-0281
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERIGLIA (%2) MULTIPLE CONSTRUGTION . (%8 DATE SURVEY
AND) PLAN OF CORRECTEGN IDENTIFIGATION NUMBER: COMPLETED

S A BUILDING :
G
B. WING .
. 185158 09421/2011
NAME OF FRCVIDER OR SUPPLIER o . |STREETADDRESS, CITY, STATE, ZIF GODE

706 N MAGNOLIA STREET, PO BOX 367

MONROE HEALTH ARD REHABILITATION CENTER TOMPKINSVILLE, KY 42167

T m SUMMARY STATEMENT OF DEFIGIENGIES 1D ; PROVIDER'S PLAN DF CORRECTION
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~ F 282 | Confinued From page 2 I 282} infection conirol nurse and the DON.
Substandard Qualiy of Care (SQC) were The Dietary Manager will ensure

determined to exist on 09/14/11. that the swallowing precautions are

An acceptable Aliegation of Compliance (AQC} attached fo the resident’s tray card at

was received from the facility on 09/21/11, and". each meal. The ADON will puta
allzged removal of immediate Jeopardy on . ; ‘tcopy of the swallowing precautions
09.’21."1- 1._ The State Agency determined the ! with the resident’s personal care

; Immediate Jeopardy was rernoved on 0%/21/11, ecord. The Swallowing Precaut;

¢ prior to exit, which lowered the scope and severity LECOTU. LRC W OWI'ng recaution

{ in "B 'while the faclity monitors the effectiveness’ Books were created to include a
of t.he Sys£emlc Ghanges and quaflty assurance master 1ist Of 'the -1-esidents With
activilies. _ swallowing precautions, a copy of -
The findings include: o the swallowing precaution strategies, |
‘ : a copy of the Emergency Care for '
1. Review of Resident #7's medical record Choking Poster, and a copy of the

revealed the facility admitted the resident on

11717509, Resident#7 had disgnoses including signs and symptoms of aspiration. A

Dysphagia and. Alzlreimer's Disease. A review of ) copy of the swallowing precaution
a Speech Therapy Dysphagia Medical Work Up, boaoks will be kept in the dining

resident experienced oral motor retention, had

difficulty in biting, chewing, sucking, or shaping the snack carts. ‘The dietary manager

food into a bolus, and had a negative reaction to is responsibls for keeping books up
food texture/consistency. A review of the to date.

swallowing Strategies for Resident #7, dated - )

02/11H1, revealed staff was io ensure the p . - )
resident alternated bites of solids/sips of liguids at On 9/16/2011 Fhe_ administrator

a one to one (1:1) rafio, be checked for - | educated the dietary manager, the
"bocketing” of food during/afier meals, and be speech therapist, the DON, the

provided decreased distractions with increased

) . -
fime allotied for meals, infection contro! nurse and the

ADON on the Swallowing

Review of Resident #7's Quarterly Minimum Data Precaution Communication
Set (MDS) assessment dated 06/30/1 1, revealed ) Procedure and on the Swallowing
the facility assessed the resident's cognition o ba
severely impaired and to require extensive
assistance for eating. A review of Resident#7's
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comprehiensive plan of care, dated 07/30/11, and
the resident's Nurse Aide Cara Plan, dated

| 0812111, revealed staff was to "see swallowing
strategiss” related to the provision of assistance
fo the resident with each meal, to

An observafion on 09/14/11, at 6:35 PM, of the )
evening meal service in the dining room revealed
Resident #7 feeding himselffherself without staff
cueing or interaction, the resident was observed
taking large bites in repeated succession, without
fluid intake, and ¢oughed throughout the meal. A
review of Resident #7's fray card revealed staff
was to "chack for pocketing, down distraction”
during the meal.

Paid feeding assistant #2 was nbserved on
09714711, at 6:35 PM, to assist residents at the *
same tabie that Resident #7 had been seated
during the meal. An interview conducted on

-| 09/158/11, at 5:30 PM, with paid feeding agsistant
1 #2 reveaied if a resident required anything such
as "a special spoon ar cup” it would be on the fray
card that comes out of the kitchen on each
resident tray. Paid feeding assistant #2 stated

! Resident #7 "most times feeds {himselifhersell) .
and don't get anything spedial because if (hafshe)
did it would be on the tray card." Paid feeding
assistant #2 was unable in explain what the
“check for pockefing, down distraction®

| referenced on Resldent#7's fray card meant and
stated, "l don't know." - )

2. Review of Resldent #11's medical record
revealed the faciify-admitted the residenton -
09/11/09. Resident#11 had diagnoses including
QOropharyngea! Dysphagia and Alzheimer's
Disease. A raview of the Swallowing Precauiions

{precautions and how they are

|the staff members had regarding

- ipersonal care records, the tray cards,

laide fraining curriculum. Beginning

oo © SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORREGTION _ xs)
PREFK {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG - " CROSS-REFERENCED TO THE APPROPRIATE DATE
. . - DEFICIENGY) ' :
F 282 | Continved From page 3 F 282|Precaution Books. On 9/20/2011 a

copy of the Emergency Care for
Choking Poster was posted in the
dining room. On 9/16/2011 the
DON, MDS Coordinator, and the
Infection Control Nurse educated all
nursing personnel on swallowing

effective. -The form that Speech
Therapy uses to inform staff of what
swallowing interventions are needed
was explained. Any questions that

swallowing precautions and the form
were answered. Also, nursing
assistants were.educated on where
the swallowing precautions master
list and the swallowing precaution
stratepies cen be found. They were
told that the locations include: the

and in binders located in the dining
roony; on the snack cart, and at both
nirses stations. Beginning on
9/19/2011 and ending on 10/3/2011
the DON and the infection control
nurse reeducated nursing personnel
on the choking section of the nurse
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F 282 { Continued From page 4 F2a2ion 9/20/2011 and ending on
‘ dated 09/30/10, reveaied staff was to ensura the 10/3/2011 the DON and the infection-
resident took smiall bites[sipﬁ, to afternate bités of . control nurse 1-eeducated nuISmg

solids to sips of liguid ata two to one (2:1) ratio, ) :
to sflow two swallows per bite of food/sip of liquid, personnel on the signs and symptoms

and to ensure straws were not ufilized. - |of aspiration. Nursing Assistants
were trained on what to do when a
resident shows sign and symptoms of
agpiration. Beginning on 9/20/2011 -

According fo Resident #11's Quarterly Mingmurm
Date Set (MDS) assessment dated 08/09/411, the
facility assessed the resident's cognition as - -

severely impaired and the residant as totally and ending on 10/3/2011 the DON
dependent on staff for eating. A review of ’ reeducated nurses on what to do -
Resident #11's comprehensive care plan dated when a nurse aide reports signs and

08/30/11, reveaied the resident was to be fed per

staff and straws were not fo be ulilized. A review symptorns of aspiration. On

of the resident's Nurse Alde Care plan dated 9/26/2011 the DON and the speech
0831111, revealed an entry upder dietary listing ) . thgrapist educated nursing personnel
"see swallow precaufion® and *no straws.” and the dietary manager on the

An shservation of Resident #11 on 09/14/11, at revised swallowing precaution sheets
6:38 PM, during the evaning meal servica ' and that the swallowing precaution
revealed paid feeding assistant #1 provided sheet would be attached to the tray
Resident #11 with large bltes in rapid succession card going forward. Employees on

of each other without cfiering the resident fluids. .
During approximately 14 minutes of ohservation leave of .absense will be educated
of the meal on 09/14+11, pald feeding-assistant : before they are allowed to work.
#1 provided no verbal communication or cUeing ' _ .

“to Resident #11. A review of Resident #11's tray — S

gard revealed feeding instruclions that included ) In SCTVICES on .SW?HOMg. .

*at least two swallows per bite of food and sip of precautions, choking and signs and
fiepuiid," T _ ' symptoms of aspiration will be

3. Review of R . dont #12' medical q repeated monthly for 3 months then
. Review of Residen 's medical recor . -
revealed the facility admitted the résident on severy six months for one year then

02/27/03. Resident #12 had diagnoses including 1o less than annually. All new hires
Oropharyngeal Dysphagia, Feeding Probiem, will be educated during orientation.
¢ Feeding Difficulty and Mismanagement, and
Mental Disorder. .

FORN CMS-2567(02-98) Previoue Versione Obsalete © Event iD; 5J9E11 Faeiily i0r, 100937 ) ¥ confinuation sheat Page 5 of 70
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‘SUNMMARY STATEMENT OF DEFICIENCIES

According fo the GQuarterly Minimum Data Set
(MDS) assessment dated 08/17/11, for Resident
#12 the faciity assessed the resident's cognition
as severely impaired and the resident required
supetvision for eating. A review of Resident
#12's swaliowing sirategies dated 08/18/11,
revealed staff was o epsure the resident
maintained a slow infake, took small bites,
altarnated solids and liguids at a two to one (2:1}
ratio, cue the resident fo chew food before .
swallowing, and assess the resident for
"pocketing” of focd. A review of Resident #12's
Comprehensive Care Plan and Nurse Aide Care
Plan dated 08/31/11, revealed staff was o "see
swallowing strategies” when assisting the
resident with a meal,

An observation of Resident #12 on 09/15/11, at
6:30 PM, during the evening meaal, revealed
Resident #12 eafing @ whole hambtrger on a bun
very rapidly and was abserved to continually bite,
chew, and swaliow the harmburger untl! it was
completely consumed; eating a bowl of colaslaw
and a bowl of desser by holding the bowis under
hisfher chin and continually eating spoonfu! after
spoonful unffl the food was gone; and completely
filking his/her oral cavity with a whols tomalo slice,
which the resident then swallowed with very
minimal chewing oebserved. A raview of Resident
#12's tray card revealed the only instruction listed
on the card was “unsweef tea."

An interview was conducted on 08/15/11, at 7:40

P, with LPN #5 who was present in the dining

room while Resident #12 ate dinner. LPN#5
stated although the residents care plan directed
staff to cue the resident to siow down and eat
slowly, she had not "noticed” staff was not

Beginning 9/17/2011 at 5:00pm the
licensed nurse assigned to the wing
and the licensed nurse assigned to

{the dining room will monitor each

resident on swallowing precautions
to ensure that the nursing assistants
are aware of the swallowing
precautions, the swallowimg
precautions are being followed, and
the swallowing precautions are
attached fo the tray card.. This QA |
will be done at every meal for eight
weeks and then one meal for four
weeks. Results of the QA will be
documented on the Swallowing
Precaution QA form kept in folders

in the dining room and on each wing.

Nurses will be educated on
procedure before they are allowed to
work.

Weekly the DON will review the
swallowing precaution sheets that
she has received from the speech
therapist. When she sees that the

-{ correct swallowing precautions are

attached to the tray card and that the
swallowing strategies are in the

X4y D 1D PROVIDER'S FLAN OF CORRECTION [
PREFX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETHON
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) DEFICENGY)
F 2BZ | Continued From page 5 F 282
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282 { Continued From page 6

providing the interveniions as dlrected by the
resident's pian of care.

4, Review of Resident #9's medical record
revealed the facility admitted the resident on
10/20/08, Resident #9 had diagnoses including
Dysphagia and Alzheimer's Disease, A review of
Swallowing Strategies developed on 04/08/11, for
Resident #0 revealed staff was to provide the
resident with small, one-haif teaspoon bites, {o
alternate bifes of solide/sips of liguid at a rafio of
one to ore {1:1), and to feed the residentata
slow rate to ensure the resident swallowed before
another bite was offered.

According to Resident #9's Quarterly Minimum
Data Set (MDS} assessment dated 06/30/11, the
facility assessed the resident’s cognitien fo be
seversly impaired and the resident was assessed
to require extensive assistance for eafing. A
review of Resldent #9's comprehensive care plar,
dated 04/04/11, and Nurse Aide Cars plan, dated
08/31/11, revealed staff was 1o "see swallowing

{ strategies” when providing the resident with
assistance during meals.

An observation on 09714711, at §:40 PM, during
fthe evening meal it the dining room revealed
Resident #8 being fed by paid feeding assistant
#4. Paid feeding assistant #4 was observed to
give the resident large, full bites of food with a
regular spoon and to provide several bites in
succession before fivids were offered. Based on
ohservation, the paid feeding assistan! falled to
provide verbal or tactiie cues to Resideni #9
during the meal. A review of Resident#9's tray
card fisted feading rnstruotlons as "fed per staff,
‘| mo straws N

F 2872 Personal Care Record books she will
“sign her copy of the Swallowing
Strategies. She will keep a copy of

30 days. Results will be reported to
the QA subcornmittee monthly for at
least six months.

The Administrator will audit the

. Swallowing Precaution Books at
 lleast weekly to ensure that they are

up to date. '

* The DON and Administrator will -
review meal audits weekly to ensure
that they are being completed. The
DON and Administrator will provide
reports to the facility QA committee
1o less than quarterly for one year.
The facility will establish a QA
subcommittee that will meet monthly
for six months then no less than
quarterly for one year that includes
the following: the Administrator, the
Director of Nursing, the Assistant

- [Director of Nursing, the Dietary
Director, the facility Corporate
Consultant, and at least one staff
nurse and two nursing assistants to

i
H

this sheet in a binder in her office for-
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A ey - sucted with oaid feedi and the implementation of the same
interview was conducted with paid feeding : : . C
assistant #4 on 09/15/11, at 3:00 PM. The paid to ensure that the dc-fﬁczen‘t practice 13
feeding assistant stated if a resident reguired o resob..!ed and compliance is
special precautions during meals, it would be sustained. A
iistec on the resident's fay cafd. The paid . : )
feeding assistant stated Resident #9 required . . 10/14/11

"nothing special” during theals,

5. Review of Resident #10's medical record '
reveaied the facilily admitted the resident on
11/16f0+. Rasident #10 had diagndsss including
Dysphagia and Alzheimer's Disease. A review of
Resident #10's Swallowing Strategies, daied
D2/21411, revealed stalf was required o ensure

| the resident's head/nack was in an upright
position when sitting, that befshe fook one-half
teaspoon bites, to alternate bites of solids/sips of
liquids at a one ta one (1:1) ratio, to ensure tha
resident ate at a slow rate, 1o allow the resident o
swallow before presenting another bitefsip, and to
wait for the resident to open hisflier mouth for a
bite. ’

According ko Resident #10's Quarterly Minimum
Data Set MDS) assessment dated 08/02/11, the
facility 25sessed the resident’s cognition o be
severely impaired and nofed the resident required
axfensive assistancs for eating. A review of
Resident #10's comprehensive care plan, dated
09713411, revealed Resident £10 was "a {otat
feed” and the Nurse Aide Care plan, dated
08/21/11, revealed an entry under dietary to "see
swallowing pracautions/strategies.”

An interview with Certified Nursing Assistant
{CNA) #12 on 09/15/11, at 6:40 PM, revealed
Resident #10 raguired no spacial feading
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precautions and none had been provided for the
" residant during the evening meal on 09/15/11.
CNA #12 stated if the resident required any
specialized precautions or devices for meals, it
wolld be datailed on the resident’s tray card for
staff awareness, o

An interview with the Dietary Director on
D9/16/11, at 9:30 AM, revealed she was
responsible for updating the dietary tray cards.
The Dietary Director stated she thought a the

- | swaliowing precautions were listed-on the trdy
cards for each resident and was unaware that the
cards ware not accurate.

An inferview with the Administrator and Direcior
of Nursing (DON) on 09/15/11, at 8:51 PN,
revealed the fecility utilized distary tray cards to
ensure swatlowing interventions wete
implemented as directed by each resident's
individuafized comprehensive care plan. The
Administrator and DON stated facility staff had
been informed in a training provided by the facility
that all equipmentinstructions the resident had
been assessed to require would be listed on the
{ray card, and should beprovided o each
restdent accordingly.

—A review of the Allegation of Co;nplianoe
reveaist the foliowirig:

On 09116711, the Speech Therapist screened all”
rasidents on swatiowing precautions. Any new or
revised recornmendations were made.

On 09/16/11, the Director of Nursing (DON) and

tray cards for the residents on swallowing

Administrator auditad the personal care plans and

FaB2
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precautions to erisure accuracy,

A Swallowing Precaution Cormmdnication
Procedure was esiablished. The Speach

" | Therapist will give a copy of each resident's
swallowing pregaufions to the Dietary Manager,
! the Assisiant Director of Nursing (ADON), the

L Infection Control Nurse, and the Director of .
Nursing (DON). The DON will monitor the
communication procedure, The DON will also
ansure ihe swallowing precautions have besn
added by the Dietary Manager to the tray cards.

The DON will ensure the ADON has put a copy of
swallowing precaution stralegies in each’
resident's personal care recard books,

Each week the DON will review the swallowing
precaution sheets that she receivad from the
Spesch Therapist

After the DON sees the swallowing precautions
an the fray card are correct and the swallowing
sirategles are in the personal care record she will
sign her copy of the swaliowing strafegies. She
will keep a copy of this sheet in a binder in her
office. o

Swallowing precaufion books wefe created fo
include a master fist of residents with swaliowing
precautions, a copy of the book, a copy-of the
amergency care for choking poster, and a copy of
‘ the signs and symptoms of aspirations. The
Dietary Manager will be responsibla for keeping

the swaltowing precaution book at least weskly fo
ensure that they are upto date. -

the book up o date. The Administrator wilt audit |

F 282
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On 09/16/11, the Administrafor educated the
Dietary Manager, Speech Therapist, DON,
Infection Gontrol Nurse, and the ADON on the
swallowing precaution communication precedure’
and an the swallowing precaution book,

Qn 09/20/11, a copy of the emergency care for
choking poster wes posted in the dining room.

1 On 09716711, the DON, MDS Coordinator, and
the Infection Confrol Nurse educated all nursing
personnet on swaliowing precautions and how
they are effective. Tha Speech Theraplst form
used to inform staff of what swaliowing
inferventions each resident required was
explained, '

On 091641, nursing assistants were educated
on where the swallowing precautions master {ist

1 and the swallowing precaution strategies could be
found, They were toid the locations included: the
personal care records, the tray cards, ‘and in
binders located in the dining room on the snagk
cart, and at-both nurses' stafions.

Beginning 09/19/11, all nursing personnel will be
| reeducated on the choking sectfon of the nurse
aide fraining curriculum,

Beginning (49/20/11, afl nursing personnelwers
reedusated on the signs and symptoms of
aspiration. Nursing assistants were trained on
what to do'when a resident showed signs and
symptoms of aspiration. No nursing personnel
will work undil trained. ’

Beginning 08/20/11, nurses were reeducaied on
what to de when a nurse aide reports signs and

!
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symptoms of aspiration. Mo nursing persannel -
will work uniil trained.

Upon hirg aif employees will be educated on the '
facility swaliowing procedures and the signs and
symptorns of aspiration.

On 08/16/11, administrative nurses observed
nurse aides feeding residents on swallowing
precautions to ersure that nursing assistants:
were aware of swallowing precautions.

Beginning 08/17/11, the licensed nurse assigned
to the resident halls and the licensed nurse -
assigned te the dining reom were to monitor each
resident on swallawing precautions to ensure the
nursing assistants were aware of the swallowing
precautions, the swallowing precautions were
being foliowed, and the swallowing precautions
were on the tray card This quality assurance is
te be done at avery meal, During the lunch meal
the lcensed nurse assigned fo the resident halls
and the licensed nurse assigned fo the dining
room were to menitar alf residents for signs and
symptoms of aspiration to ensure that nursing

.| assistants were aware of the signs and
symptoms of swallowing Issues. All nurses on
duty on 09/20/11, were educated or the

| monitoring procedura, and no nurse will be
allowed to work before being educated.

.| The Medical Director was Informed of the
| immeadiate jeopardy.

Weekly the Administraior will observe meal
service and will audit the plan of cormrection. The
Administrator will report the audit to the quality
assurance committee quarterly.
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—The surveyors valigated the correciive actions
taken by ihe faciiity as foliows:

Observaticn of the noon meal on 09/21/11,
revealed RN #4 in the dining room superviging -
CNAs fzeding residents. Interview at this same
time revaaled she was rasponsible for chserving
residents in the dining reorn to assure they have
recelved the corract dief, that the diet and
swallowing precautions were printed on the tray
card, fo assure the nursing aides were following
swallawing precautions and observing for signs
and symptomns of aspirafion and choking.
inferview further revealed thers was a poster on
the wall. with interventions for choking, and there
was a book with each resident on swallowing
pracautions, what the precautions were, what to
do in the event of choking, and signs and
symptoms of aspiration. RN #4 further stated she
was in-serviced on 09/19/11, regarding the need
to supervise nursing afdes while feeding -
residents, what swallowing precautions wers, the,
swallowing precaufion book, that all swallowing
precautions were required to be on the tray card,
choking, and aspiration, Furtker observafion of
the noon real on 09/21/11, revealsd Residents
#7, #11, and #10, in the dining room at a table
assisted by a nursing assistant. Review of their
tray cards revealed their swaliowing precaufions
were jisted on the card.

Observation of the dining room on 09/21/11,
revaaled an emergency care for choking sign
posted on the wal.

Qbservation on 09/21/11, revealed a swallowing
precaution book in the dining room, at each

4
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nurses’ stafion, and on each snack cart.

Interview with the Speech Tharapist (ST} on
0%/21/11, at 3:30 PM, revealed she had

swallowing précautions and had made any
revisions or new recommendations for each
“| resident. The ST went on to say she was
responsible for providing & copy of the current
swallowing precautions for each resident to the
Digtary-Managear (M), ADON, Infecion Control
Nurse, and the DON. interview further revealed
she had been educated by the Administrator
- | refated to the need to provide 2 cutrent copy of
zach resident's swallowing precautions to the -
DM, ADON, Infection Contral Nurse, and the
DON; and the swallowing precattion book.

.| Interview with the Administrator on 03/21/11, at

3:45 PM, revealed she is responshile for atuditing
the swallowing precaution book waekly o ensure
it is up to date, She fusther stated she had
educated the Dietary Manager, Speach
Therapist, DON, Infection Control Nurse, and the
ADON an the swallowing precaution
communication procedure and the swallowing
precaution bock. Further interview revealed she -
would be cbserving meal service weekly and
would perform an audit during that time fo ensure
the plan of correction was being followed, The-
Administrator stated she would report this audit at
the quality assurance meeting quarteriy.

interview with the DON on 02/21 11, at 3:15 PM,
revealed she along with the Adminisirator had
audlted all personal care plans and iray cands and
found no problems, inferview further revealed
she is responsible for assuring the Dietary

conducted z current screening for all residents on |

Fz2g82
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Manager puis ail swallowing precautions on each
.y resldent's tray card. Further interview revealed
she had assured the ADON had put a copy of the
swallowing precautions sirategies in each
resident's personal care book. The DON furiher

the swallowing precaution communication
procedure and the swallowing precaufion book,
Interview further revealed each week the DON
would verify the swallowing precautions were on
| the tray cards and in each resident's personal

swaliowing precautions were on the fray cards
and in the personal care bocks, she would then
sign her copy of the swallowing strategy foreach
resident and i would be kept in & bindsr in her
office. Interview further revealad the DCN had
been in-serviced by the Administrator regarding
the swallowing precaution communication
procedure and the swallowing precaution baok.

Interview on 06/21/11, at 2:03 PM, with the
Dietary Manager revealed  was her responsibility
0 ensure all swallowing strategies were on each
resident's fray card. Further interview revealed
the Dietary Manager is responsible for ensuring
the swaljowing precavtion books are current and
up i date for each resident on special fzeding
precautions. interview further revealed she had
been educated by the Administrator regarding the
swallowing precaufion communication procedure
and the swallowing precaution book.,.

interview on 09/21/11, at 3:38 PM, with CNA #9,
-at 3:42 PM, with Nurse Aide #1, at 4:00 PM, with
CNA #11, and at 410 PM, with CNA #4 revealed
they had heen in-gerviced on swaliowing '
precauiions, where sach resident's swallowing

stated she was in-serviced on 08/16/11, related foi-

care book. She further stated after verifying the |
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precautions were located, what to do when a
resident chokes, and signs and symptoms of
aspiraticn. Inferview further revealed a nurse has
to be in the dining room before they ¢ah begin
feeding the residents, and they are required o
jook at each resident's tray card and ensure any
precautions are followed,

Interview with LPN #5 on 0972111, at 3.47 PM,
and RN #2 at 4:15 PM, revealed they had been
in-serviced on resident swalicwing precautions,
and that all precautions have to be an the fray -
card and in the swallowing. skrategy book. They
further stated they had also been in-senviced on
slgns and symptoms of aspiration, and what fo do
i when a residant chokes. Inferview further
revealed they were instructed when they were in
the dining room or on the floor with residents they
were to monitor fo ensure nurse aides were .
following swallowing precautions, and abserve for
aspirationfchoking.

imterview on 08/21/14, at 2:00 PM, with the
Medical Director reveaied she had been infurmed
of the immediate jeopardy ideniified at the facility.

Rewview of the persona! care records audit
revealed the DON and Administrator had audied
all personal care plans and tray cards for each
resident on swallowing precautions on 08/16/11,”
and found no discrepancies. )

A review of the new swallowing precaution
cormmunication procedure revealed it was
imptemanted on 09/16/11.

A review of the faciiﬁ)f"s training recorgds revealed

: evidence employees of the faclity, except for

i i
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those on vacafion or on medical leave, had
recelvad raining on swallowing precaufions and
how they are =ffective on 09/16/11, Any
employee who did not attend training was
informed they are not allowed fo work un#l
trained. Further review revealed nursing
assistants had received tréining on 09/16/11, on
where the swallowing precautions master list and
the swallowing precaution strategies could be
found, Review furtiter revealed on 09/19/11,
nursing personnel were educated on the choking
sectlon of the nurse aide fraining curmiculum.
Facility training records further revealed on
09/20/11, nursing personnel were educated on
signs and symptoms of aspiration.

A review of "Swallowing Precaution Education,” to
be given tv employees upon hire, revealed the

- | Tactlity would ensure any new hires would be

~ educated on each resident's swaliowing
precautions, signs and symploms of aspiration,
and emergency preparedness for choking.

A review of facllity tray cards for the nine

| residents, assessed by the' facility fo require
swallowing strategies, revealed sach card had the
resident's required strategies on them.

1 A review of the facility's swatlowing precaution
gqualty assurance log revealed flom
08/15/11-09/21/11, staff had observed o ebsure
each resident with a swallowing strategy had the
.1 strategy on their tray card, that ths nurse aide
was adhering fo the swallowing precautions, and
if education had to occur. .

Based on the above findings, the State Agency
determined immediate Jeopardy was removed on_

F 282
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F 282 | Confinued From page 17 F 282 F309 Provide Care and Services for
' 09/24/11, prior to exit, which lowsred the scope Highest Well Being
and severity to "E* while the facifity monitors the
. . ’ _ _
- |Effeativeness of syslemic changes and quaity On 9/16/2011 Residents
F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 305 [#7:#9,#10,#11, and #12 were
55=K | HIGHEST WELL BEING screened by the speech therapist.

Each rasident must receive and the facility must

provide the necessary care and services o attain

or mainfain the highest practicable physical,
mental;, and psychosocial well-being, in
accordance with the comprehenslve assessnrent
and plan of care.

This REQUIREMENT Is not met as evidenced
by:

Based on chservation, lnterwew record review,
and review of the F undamentai Procedures
instruction text book, it was determined the faciiity
failed to énsure that nine {8) of twenty (20).
sampled residents recelved the necessary care
and services fo atfain or maintain their highest
practicable physical well being. The facility failed
to ensure fhe system in place to identify residents
requiring specific care with feeding needs and
supsrvision during meal service was
implemented, and failed to ensure that staff
providing feeding services to residants with
complicated feeding problems had received
appropriate fraining to ensure each resident's
safely duing meals. Five (5) sampled residents
{Residents #7, #9, #10, #11, and #12} required
spacialized swallowing/feeding precautions to be
implermented during meatis. However,
observations and interviews on 08/14/11 and
0o/15/11, revealed the residents wera.not

Any noted new or revised
recommendations were made at that
time. On 9/16/2011 the dietary
manager added all swallowing
precantions to residents
#7,#9,#10,#11, and #12 tray cards.
On 9/16/2011 the ADON ensured
swallowing precautions for residents
#7,#9, #10, #11, and #12 were with
the personal care records.” On
9/16/2011 the DON and
Administrator andited the personal
care plans and tray cards for the
residents #7,#9 #10,#11, and #12 to
ensure accuracy, On 9/16/2011] the
DON, infection conirol nurse, and
the MDS Coordinator educated the
nurse aides on the location of the -
swallowing precautions on the tray
cards and in the personal care record
books. On 9/16/2011 Administrative
Nurses observed nurse aides feeding
residents on swallowing precautions
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SUMMARY STATEMENT QF DEFICIENGIES

provided {he requzred superwsroniasszstanoe to
snsure their safety. In addition, facility staff falled
to linplement the faciiity’s bowel protoco, for
seven {¥) sampled residents (Residents #3, #5,
#7, #8, #11, #15, and #17). Facility staff
documented no bowel movement for at least
three (3} days for each resident; however, no
interventions werg put in place as per tha howa%
protocol

The facility‘s faflure to ensure residents received
speciglized feeding/swallowing precautions and
supervisionfassistance the facllity assessed them
to require has caused, or is likely to cause
serious injury, hamm, impaimnent, or death fo

-Residents #7, #9, #10, #11, and #12, and other

residents in the facility assessed to have feeding
precautions. immediate Jeopardy and
Substandard Quality of Care (SQC) were
determined to exist on 08/14/11.

An acceptable Aliegation of Compliance (ADC)
was received from the faclifty on 0921411, and
alfeged remaval of Immediate Jeopardy on-
N9/24/11. The State Agency determined the
immediate Jeopardy was removed on 09/21/11,
prior to exit, which lowered the scope and severity
o “E" whils the facility monifors the effectiveness
ai the sysiernic changes and quaiity assurance
actlivitles

The findings includs;

Upon requesting the facility's feedingfswallowing

F 308

_iscreened all residents on swallowing

" |were made at that time. Beginning

(%4} D [ie) FROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDET BY FULEL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
- DEFICIENGY)
F 308 | Continued From page 18 to ensure that nursing assistants were

aware of swallowing precautions.
On 9/16/2011 the speech therapist

precaution for accuracy. Any noted
new or revised recommendations

on 9/16/2011 and ending on
9/30/2011 the speech therapist
screened all resident at the facility to .
determine appropriateness of
swallowing concerns. Any noted
new or revised recommendations
were made at that time. On
0/16/2011 a master list of the
residents on swallowing precaution
was developed and was made
available to all nursing staff
members. The dietary manager is
responsible for keeping the master
list updated. On 10/10/2011 DON .
audited personal care records on all
residents to confirm resident care
planned for no straws. On
10/16/2011 Water Pitchers for
residents on No Straw list were
audited by the DON to ensure -

pracauiions policy and procedures, the Tacility compliance.
stated they did not have & specific poifcy, but - '
utitized the Fundamentai Procedures instruction
| text book as a guida, A teview of the-"Feeading®
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and "impaired Swallowing and Aspiration
Precautions” sections in the textbook ravealed if
a resident had swallowing diificulties 2
consiitation with Speech Therapy should be
-obtained. According to the lext, choking and
aspiration of food could ocour if the patient was
fed too quickly or was given excessively large
mouthfuls of food. Additionally, the {ext indicated
caregivers should develop a management plan
that included comimon swaliowing strategies,
nulritional status, and supervision. The iext went
on to instruct caregivers {o monifor résidents for
stgns and symptoms of swa!lowmg problems and
aspiration,

1. Review of Resident #7's medical record
revealed the facility admitted the resident on
11M7/05. Resident #7 had diagnoses including
Dysphagia and Alzheimet's Disease. According
o Resident #7's Quarterly Minimum Data Set
(MDS) assessment dated D6/30/11, the facifity
assessed the resident’s cognition fo be severely
impaired and noted the resident required
extensive assistance for eating. Addjtionally, the
. i facility obtained e chest x-ray for Resldent #7 on

"1 08/21/11, due to Resident £7 experiencing a
cough and congestion, which revealed "srall
fower lung fleld infilirates.” Review of the
comprehensive plan of care dated 07/30/11, and
| the resident's Nurse Aide Care Plan dated

0B8/21/11, revealed staff was instructed to "see
swallowing strategies.”

A review of 3 Spesch Therapy Dysphagia Medical/
Work Up dated 02/07/11, for Resident #7 ’
revealed the resident had bean referred for
evaluation due to having experienced a decredse
in oral intake with weight loss, The therapist's

!

A Swallowing Precaution
Communication Procedure was .
established on 9/16/2011 and was
revised on 9/26/2011, and is
presently as follows: The Speech
therapist wili give a copy of the
Swallowing Precautions to the .
Dictary Manager, the ADON, the
infection control nurse and the DON.
The Dietary Manager will ensure
that the swallowing precautions are
attached to the resident’s tray card at
each meal. The ADON will puta
copy of the swallowing precautions
with the resident’s petsonal care
record, Swallowing Precauntion
Books were created to include a
master list of the residents with
swallowing precautions, a copy of
the swallowing precaution strategies,
a copy of the Emergency Care for
Choking Poster, and 2 copy of the
signs and symptoms of aspiratiorn,

are Kept in the dining room, at both
nurses stations, and on the snack
carts. The dietary manager is

The Swallowing Precaution. Books .
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F 308 Continued From page 20 ' . F 309| responsible for keeping books up to
-1 report revealed Resident #7 experienced oral date. _
motor refention, had difficulty in bifing, chewing; . ]
sucking, or shaping food into a bolus, and had a . ..
negafive reaction to food texture/consistency. A On 9/16/2011 ’Fhe administrator
review of the Speach Therapy Discharge educated the dietary manager, the
surmmary for Resident #7 dated 02/18/11, SPGGC]J ﬂlerapis‘t, the DON’ the

revealed the resident.would be placed ona

functional maintenance program for infection control nurse and the

eating/swallowing. The maintenance program . | ADON on the Swallowing
required staff to provide strategies and Precaution Communication
compensatory techniques o increase safety and - Procedure and on the Swallowing
reduce Resident #7's risk for injury. A review of . .
the Swallowing Strategies for Resident #7 dated Precaution Books. On 9/20/2011 a
"1.02/11711, revealed staff was to ensure the: . icopy of the Emergency Care for
resident alternated bites of sofidsfsips of Biguids at) =~ ; Choking Poster was posted in the
a one fo one {1:1) ratio, be checked for dining room. On 9/16/2011 the
“nocketing” of food during/after meals, and be -] .
provided decreased distractions with increased D ON=_MD5 Coordinator, and the .
time allotted for meals. The Discharge Summary Infection Control Nurse educated all
further revealed staff and Resident #7 ware - nursing personnel on swallowing
educated regarding the swallowing strategies and , precautions and how they are
_ : N be ufili ) ‘ 1t
fee;img technigues {c be ufilized during meals | cffective. The form that Speech
Observations on 08/14/11, at 6:35 PM, of the Therapy uses to inform staff of what
evaning meal service in the dining room revealed swallowing interventions are needed
"I Resident #7 was seated at @ table with-five peers, | " was explained. Any questions that

faeding him/herself without staff cueing or .
interaction. Although two paid fesding assistants the St_aff‘members h_ﬂd regarding
were feeding/supervising residents at the able, swallowing precautions and the form
Resident #7 was ohserved taking large bites in were answered. On 9/16/2011

repeated succession, without fiuid intake, and ol :
coughed throughout the meal. A revicow of nursing assistants were educated on

Resident £7's fray card revealed feeding where ﬂ}e swallowing pre;ce_‘mti(}ns
instructions included "check for pocketing, down master list and the swalloiving
distraciion.” ' precaution strategies can be found.

An interview conducted on 09/15/11, at 5:30 PM,
with paid feeding assistant #2 who was assisting
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SUMMARY STATEMENT OF DEFICIENCIES

at Resident #7's table on 09/14/11, rEVeaEed he
was unaware that Resident #7. requlred
swallowing strategies to be implemented for .
safety and was unaware of what a swallowing

-strategy was, answering, "l don't think | Know

what that is,” when asked, Paid feeding assistant
#2 stated he had completed a paid feeding
assistants ciass at the facility in July 2011 but had
never received training In feeding residents with
swallowing precautions or had instruction from a

_ | Speech Therapist regarding proper feeding

technigues. Paid feeding assistant #2 explained
that if a resident required anything such as "a
speclal apoan ar cup” k would be on the fray card
that comes out of the kitchen on.each resident
tray. Paid feeding assistant #2 sfated Resident
#7 "most imes feeds (himseif/herself) and don't
get anything spedial because if {he/she} did it
would be on the tray sard.” Paid feeding
assistant #2 was unable fo explain the "check for

| pockefing, down distraction” refsrenced on

Resident #7's fray card, sfating, " don't know.”

2. Review of Resident #11's medical record
revealed the facility admitted the resident on
09/11/09. Resident #11 had diagnoses including
Oropharyngeal Dysphagia, Organism
Pneumonia, and Alzheimer's Disease. According
to Resident#11's Quarterly Minimum Data Set
(MDS} assessment dated 08/08/11, the faclity

-gssessed the resident's cognition as severely

impaired and noted the resident was tetally
dependent on staff for eafing. A review of
Residant #11's comprehensive care plan dated
08/30/1 1, revealed the reskdent was to be fad per
staff and utilize no straws, and review of the
resident's Nurse Aide Care plan dated 08/31/11,
revealed an entry under dietary listing, "zes

- |Beginning on 9/19/2011 and ending -

-| cooidinator reeducated all nursing

precaution sheets and explained that

&4 1D o] PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DAYE
' DEFICIENCY)
F 3086 | Continued From pags 21 _F a0g| They were told that the locations

include: the personal care records,
the tray cards, and in binders located
in the dining room, on the snack cart,
and at both nurses stations.

on 10/3/2011 the DON, the
infections control nurse, and the
MDS nurse reeducated all nursing
personnel on the choking section of
the nurse aide training curriculum.
Beginning on 9/20/2011 and ending
on 10/3/2011 the DON, the infection
control nurse, and the MDS

personnel on the signs and symptoins
of aspiration.. Also; Nursing -
Assistants were trained on what to do
when a resident shows sign and "
symptoms of aspiration. Beginning
on 9/20/2011 and ending on
10/3/2011 the DON reeducated the
nurses on what to do when a nurse
aide reports signs and symptoms of
aspiration. On 9/26/2011 the DON
and speech therapist educated all
nursing personnel and the dietary
manager on the revised swallowing
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F 309 | Gontinved From page 22
swallow pracaution” and "no straws.”

A review of the Speech Therapy Discharge
Summary for Resident #11 dated 10/16/10,
reveaied the resident had recsived therapy
servioes from 08/13/10 untll 10/16/10, The
Discharge Summary revealed Resident #11 had
recelved Therapy Services related to
oropharyngeal dysphagia and would be piaced on
a functional maintenance program. with staff
utilizing compensatory swallowing strategies. A
review of the Swatllowing Precaufions dated
08/30/10, and the Speech Therapy Discharge
Summary dated 10/15/10, revealed staif was to
ensure Resident #11 was supervised during ali
oral intake by & swallowing therapist or trained
staff. In addition, staff was directed to ensure the
resident took small bites/sips, to allemate bites of
solids to sips of liquid at a two fo one {2:1) ratia,
to allow two swallows per bite of food/sip of liquid,
and to ensure straws were not uflfized.

An observation of Resident #11 on 09/14/11, at
6:36 PM, during the evening meal service
revealed the resident was sested at a table being
fed by paid feeding assisiant#1, The paid
feeding assistant was observed o provide
Resident #11 with large bites in rapid succession
of each other without offering the resident fuids,
During approximatety 14 minufes of observation,
paid faeding assistant #! provided no varbal
cornmunication or cueing {o Resident#11. The

! residant was observed at a minimum of four

: fimes fo cough ioudly and foraibly, and audible
wheeszes were heard. The paid feeding assistant
appeared to be concerned regarding Resident
#11's continued coughing and wheezing and
stated o pald faeding assistant #2 whu was :n

r 30g| the swallowing precaution sheet
would be attached to the tray card-
going forward. Beginning on
10/10/2011 the DON and the
infection control nurse educated
nuirsing personnel on labeling water
pitchers with no straws for residents
care planned for no straws.
Employees will not be allowed to -
work until trained on labeling
procedure. Fanployees on leave of
absense will be educated before they
are allowed to-work,

Weeldy the DON will review the
swallowing precaution sheets that
she has received from the speech
therapist. When she sees that the
correct swallowing precautions are
attached to the tray card and that the
swallowing strategies are in the
Personal Care Record books she will
sign her copy of the Swallowing
Strategies. She will keep a copy of
this sheet in a binder in her office for
30 days. She will report the results .
of her audit to the QA subcommittee
monthly for at least six months.
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F 309 | Continued Frem page 23
-+ | close proximity, "What do | do, {(hefshe} is
chughing.” Feeding assistant#2 replied, "Give
(him/her) a minue it will be all ight,™ but failed o
afert the purse or provide Resident #11 with
further assistance. A review of Resident #11's
tray card revealed listed feeding instructicns that
included "at Jeast two swallows per bite of food
and sip of liquid."

3. Review of Resident #12's medical record
revealed the facliity admitted the resident on
02/27103. Resident #12 had diagneses ncluding
"| Oropharyngeal Dysphagia, Feeding Problem,
Feading Difficuity and Mismanagement, and
Mental Disorder,. According to the facility's
Quartetly Minimum Data Set {MDS) assessment
dated 08/17/11, for Resident #12, the facility
assessed the resident’s cognition as severely
impaired and the resident requirad supervision for
eafing.” A review of Residant #12's
comprehensive care plan and Nurse Aide Care
plans dated 08/31/11, revealed an entry under
dietary tc “see swallowing strategies.”

A review of the Speach Therapy Discharge
Summary for Resident #12 dated 08/04/11,
rpvealad the resident had received a dysphagia
-evaluation, and was being placed on a restoiafive
program o Increase safety and decrease the
resident's risk for injury. The Dischargs
Sumrmary and a Resforative Swallowing Program,
dated 0B8/M8/11, for Resident #12 indicated
‘compensatory swaliowing sirategies were to be
utllized far the resident that included io ehsure the
resldent's rate of intake was slow, the resident
took small bites, to alternaie solids and liguids at
a two to one (2;1) ratio, o cue tha resident to
chew fond before swallowing, and fo assess the

F 309| The Administrator will audit the
Swallowing Precaution Books at
least weekly to ensure that they are
up to date.

Begjnning 9/17/2011 at 5:00pm the
licensed nurse assigned to the wing
and the licensed nurse assigned to
the dining room will monitor each
resident on swallowing precautions
to ensurc that the nursing assistants
are aware of the swallowing
precautions, the swallowing
precautions are being followed, and
the swallowing precautions are
aftached to the tray card. This QA
will be done at every meal for eight
weeks and then one meal for four -
weeks. Nurses were educated on the
procedure before they were allowed
to work,

Beginning on 10/10/2011 for eight
weeks on Monday, Wednesday, and
Friday the treatment nurse will audit
water pitchers to ensure residents
care planned for no straws do not
have a siraw in the water pitcher..
After eight weeks the treatment
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£ 309 Continued From page 24 F 308, nurse will audit water pitchers
resident for “pocketing” of food. The summary weekly to ensure residents care

furthar indicated Resident #12 and staf had been

freined regarding the swaliowing strategies. planned for no straws do not have a

) straw in the water pitcher.
An observation of Resident #12 on 09/15/11, at .
8:30 PM, during the evening meal, revealed the The DON and Administrator will

resident was seated at a table with three peers . al audit vt
and was eating independently with rio staff review meal audils weekly 10 ensyre

supervision present at the table. Resident #12 that they are being completed. The
was observed eating very rapidly, consuming a ' DON and Administrator will provide
whole hamburger on a bun in onhe act by reports to the facility QA commitiec

continually biting, chewing, and swallowing the )
hamburggr until it was completely consumed: no less than q@terly f:or one year.
eating a bowl of colesiaw and a bow of dessert The facility will establish a QA

By hoiding the bowls under histher chin and subcommittee that will meet monthly
confinually eating spoonful after spoonful uniil the for six months then no less fhan

food was gone; and completely filling his/her oral ) .
cavity with a whole tornato slice, which the quarterly for one year that includes

resident then swallowed with very minimal - ithe following: the Administrator, the
chewing observed. A review of Resldent #12's Director of Nursing, the Assistant
tray card revesled the only mstructton I:sted on " |Director of Nursing the'Dietary
the card was "unswest iza.” : . i

; . Manager, the facility Corporate
Licensed Practical Nurse (LPN) #5 was observed Consultant, and at least-one staff
to be in' the Dinlﬂg Room 01"; 5[}3” 5f11. An nurse and two nursing aSSiStaﬂtS to
interview conducted on 08/15/11, at 7:40 PM, with - - .
LPN #5 revealed she was aware of how fast review the facility plan of correction
Resident #12 eats and ‘stated, *I've told him ain't and the implementation of the samie
nobody going B iake it.” However, LPN #5 stated to ensure that the deficient practice is
she had not realized that Resident #£12 was not resolved and compliance is
being provided with the required supenvision ) sustained '
during the meal. ' '
4. Review of Resident #¢'s medical record Beginning on 9/22/2011 and ending
revealed the facility admitted the resident on on 9/23/2011 Residents #6, #7, 49,

10/20/08. Resident #0 had diagnoses inciuding
| Dysphagia and Alzheimer's Disease. According -
1o Resident #9's Quarterly Minimum Data Set
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{MDS} assessment dated 068/30/11, the facility
assessed the resident to be severely cognitively
impaired and require extensive assistance for
eafing. A review of Resident #9's corprehansive
care plan dated 04/04/11, revealed interventions
of "fotal feed” and "ses swallowing strategies;"
the Nurse Alde Care plan datad 08/31/11,
revealed an entry under distary to "ses
swallowing strafegies.” C

A review of the Spesch Therapy Plan of Care
dafed 04/05/11, revealed a dysphagia evaitation
for Resident #3 indicated the resident had severe
dysphagiz with a high risk of aspiration. The
evaluation further revealed the resident required
maximum verbal and tactile cues fo swallow
sofids and fiquids, A review of Swaliowing
Sirategies, dated D4/06/11, for Resident #9°
revaaled. staff was to provide the resident with
small, one-half ieaspoon bites, to atternate bites
of solids/sips of fiquid at a rafio of ons to one
{1:1), to feed the resident at a slow rate 1o snsure

the resident swallowed before another bite was

offered, and based on the assessment the -
resident was not to utilize straws, )

An abservation on 09/14/11, at 6:40 PM, in the
dining foom during the evening meal revealed
Recidant #9 was being fed by paid feeding
assistant #4. Pald feeding assistant #4 was .
observed fo give the resident large full bites with
a requiar spoon, and 1o provide several bites in
succession before fluids were offered. The paid
feeding assistant was observed to provide no
verbal or lciile cues to Residert #9 during the -
observation.” A review of Resident #9's fray card
listed feeding instrucfions as “fed per staff, no
sfraws.” X '

‘Beginning on 9/22/2011 and ending

-assessment Care plans and nursing

On 9/22/2011 the Bowel

(X510 IEs PROVIDER'S PLAN OF CORREGTKIN X5
EREFIX {EACH DEFICFENGY MUST BE PRECEDED BY FULL PREFX | _  (EACH CORRECTIMEACTION S8HOURD BE GONPLETIGN
TAG REGLILATORY OR LSG IDENTIFYING (NFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE"
. . DEFICIENCY) -
I 308 | Gontinuad From page 25 F 308! #11, #15, and #17 were reassessed

by the Bowel Management Nurse,
After re-assessment Care plans and
nursing assistant care plans were
updated as indicated. Physician
orders were requested as indicated.
Resident #3 was discharged from the
facility on 9/21/2011.

on 9/30/2011 all residents were
reassessed by the Bowel
Management Nurse. After re-

assistant care plans were updated-ag
indicated. Physician orders were
requested as indicated,

Management Protoco] was reviewed
by the diréctor of nursing and the
administrator, Changes were made
to include the 7pm-7am nurses
printing out a No BM report from
care tracker at approximately 6:00am
and placing it in a binder at the
nurses’ station. 7am-7pm will be
responsible for assessing residents on
the No BM list. The nurses will put
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F 309 | Confinuad From page 26 F 30g] interventions in place to prevent
constipation. The nurses will
Observation of Resident #%'s room on 09/14/11, - documert interventions in the nurses

at 7:45 PM, revealed the resident had a fulf water
pitcher containing a straw on hisfher bedside
table.

notes,

_ _ . 10n9/26/2011 DON educated bowel
An'interview was conducted Wlﬁ'lpafd feeding . management nurse and ADON on

assistant #4-on 09/15/11, at 3:00 PM. The paid
feeding asslstant stated she had not been frai ned the Bowel Management Protocol.

to feed residents with specialized  {On 9/26/2011 DON educated all
feeding/swallowing precautions and was not . nursing staff members on the revised |
_aware of any resident in the facility. whao required | protocol and proper documentation

special precautions when eating. , The paid
} feeding assistant went on to state if g resident

of bowel movements.
required special precautions during meals, it ’

-| would be listed on the resident’s tray card. The - Beginning 9/26/2011 Bowel
paid feeding assistant stated Resident #9 ‘ Management Nurse, ADON in her
requw_ed nathing special* during meals. absence, will check the BM bin ders
5. Review of Residant #10's medical record on Monday, Wednesday, and Friday
revealed the facility admitted the resident on - |for eight weeks and then weeldy

11/16/01. Resident #10 had diagnoses inciuding

e .
-| Dysphagia and Alzheimer's disease. According thereaffer. The bowel management

fo Resident #10's Quarterly Minimum Data Set - nurse will ensure that nurses have
(MDS) assessment dated 09/02/11, the facility . _iprinted the BM report off of care
zssessed the resident to be severely cognitively : tracker each day. She will ensure

impaired and raquire extensive assistance for -y _
eating. A review of Resident #10's that any residents who have not had

comprehensive care plan dated 09/13/11, BE bowel movement within 48 hours
revealed the resident was to be a "fotal feed” and + lhave been asscssed by the nurse.
the Nurse Aide Care plan _dated 0B/31/11, ) The bowel mmgement nurse will
reveI?Ied an enfry ””de; (iie’iary fo "see look to see that interventions have
| swallowing precautions/strategies.” i !
wallowing p .Pf es been put in the BM book and that the :
Review of the Speech Therapy Discharge : assessment and interventions are
Surmmary for Resident #10 dafed 03/158/11, g

revealed the resident had besn evaluated for
feeding difficulties and holding solids in his/her
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mouth. The summary revealed Resident #10 Reeducation will be done by the
would be placed on&a fU_ﬁCﬁQ"lE] maintenance | bowel managemcnt nurses as
plan and staff was to ufilize strategies to increase .
safely and reduce [he risk of injury. According fo needed. Atleast weeldy the DON
the discharge summary and a review of will review the systein to ensute
| Swallowing Strategies, dated 02/21/11, for compliance. The DON will report
Rfasu:lent #10, staff‘was to ensure the resident sat ‘ her review to the administrator
! with head/neck upright, that hefshe took ane-half : Wlv. The DON will report b
teaspoon bites, amd fo alternate bites of weekly, 1he WL report her
solidsfsips of iquids at a one to ohe {1:1} ratio, findings to the QA subcommittee
eat at a slow rate and allow resident fo swallow monthly for 6. months then no less
; before presenting ancther bite/sip, and wait for . - |than quarterly for one year to review

the resident to open mouth for a bite. The the 1l £ . th
Speech Therapy Discharge Summary indicated e plan ol correction 1o ensure the
staff had been trained on the swaflowing : deficient practice is resolved and

strategies to be utilized by Resident #10. compliance is sustained.

An interview with Certified Nursing Asslstant
(CHA)#12 on 09/15/11, af 640 PM, revealed sha . .
had fed Resident #10 at around 4:30 PM. CNA o o ' : 10/14/11
#12 stated Resident #10 took 2 long fime 1o feed ‘
so the residert was fell each meal early.
Interview with CNA #12 further revealed Resident )
#10 required no special feeding precattions and . |.
none had been provided for'the resident during

" | the evening meal on 09/15/11. CNA #12 stated if
the resident required any specialized precautions
ar devices for meals, it woold be detaflad on the
resigent's tray card so the staff would know to
provide it for the resident. A review of Resident
#10's tray card listed feeding instructions as "fed
per staft.” ‘ -

Additional interviews were conducted an :
09161, at 3:37 PM, with Nursing Assistant (NA)
#4: at 4:03 PM, with CNA #&; at 4:30 PM, with
CNA #5; at 463 PM, with CNA #6, and at 5:08
PM, with LPN #4. All the staif interviswed stated

i
FORM CMS—?.SE?(UQ-QB} Previows Verions Obsolete Bveni ID:5JOETt Fadllity #: 400337 ’ 7 If continkidtion aheel Page 28 of 70




PRINTED: 10/06/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES . ; FORM APPROVED

CENTERS FOR MEINCARE & MEDICAID SERVICES i OMB NGO, 0838-0381
STATEMENT OF DEFIGIENCIES | (¢1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION 3 DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: ) COMPLETED

A BUILDING .
: c
185168 B WING ‘ — 08/21/2011
NAME OF PROVIDER OR SUPPLIER ' : | STREET ADDRESS, CITY, STATE, ZIP CODE

708 M MAGNOLIA STREET, PO BOX 387
TOMPYINSVILLE, KY 42167

(X4) 1D SUNMMARY STATEMENT OF DEFICIENGIES v FROVIDER'S PLAN OF CORREGTION

MONROE HEALTH AND REHABILITATION CENTER

(%5}
PREFTX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE AGTHON SHOULD BE GOMPLETION
T™We . REGULATORY OR LSC IDENTIFYING IMFORMATION) TAG . CROSS-REFFRENCED TC THE APPROPRIATE DAYE
. . . . DEFICIENCY) -
F 309 Continued From page 28 _ F 309

they relied on the tesident's {fay cards to know
what, if any, specialized interventicns ot
equipment was to be provided to residents during
| meals.

An interview with the Dietary Director on
DBR/te/11, at 9:30 AM, revealed she was
responsible for updating the dictary tray cards.
The Dietary Director stated she thought all the
swallowing precautions were listed on the tray
cards for each resident, and was unaware that -
the cards were not accurate, The Dietary
Director stated & former Speech Therapist {ST)
had verbally told her the instructions thaf were to
be provided on "some" of the tray cards. Per
nterview the faciiity did not have 3 system in
ptace for ensuring the Dietary Director was aware
of all the precautions for each resident to ensure
the precautions were listed on the reSIdent's tray
cards.

An interview conducted on 09421111, at 8:15 AM,
with ST #2, the current Speech Therapist, ~
revealed the nine residents who were on
swaliowing precautions were not currently
receiving Speech Therapy services and had been
"discharged to a restorative program.” The ST
stated the swallowing precantions/sirategles were
1o be uiilized by the staff who assisted the
residents with meats. The ST stated that each of
the nine residents had been placed on the
restorative program prior fo her empfoyment at
the facilily. and she iad nof trained residents or
staff responsibie on implementation of the

" | feading strategies. The ST went on io stale that
since none of the residents had been actively
receiving Therapy services, she had not been
responsible to ensure any of the swaliowing
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precaufionsistrategies were followed.

An interview conducied on 09/15/11, at 7:43 PM,
with LPN #35, who was responsible for fraining the
CNAs, revealed any specialized
swallowing/feeding precaufions the residents
required were fisted on the resident's
individualized tray card by the kitchen staff, LF‘N
#5 stated the CNAs were trained to rely on the
tray cards to know what each resident required.
L PN #5 stafed to her knowledaes there "was no
one person” responsible to ensure the fray cards
were accurate or that residents were receiving
| the supemnvisionfassistance they had been

assessed to reguire In regands to the swallowing
precautions/sirategies. _—

An interview with the Administrator and Director
of Nursing {DON) on 09/15/11, at 8:51 PM,
confirmed the facHity staff was trained to raly on
the tray cards for any specialized instructions,
including fseding precauticns to be provided for
residents. Howevar, the Administraior and DON
explained they had not realired the feeding
precautions wers not on the tray cards unt:i
informed on 09/15/11.

n addition, facility staff failed to implement the
faciiity's bowe! protocol, Tor seven of twenty
sampled residents (Residents #3, #6, #7, #9, #11,
#15, and #17), Faciiity staff dooumented no
bowel movement for at least thres days for each

J resident; however, no inferventions were put in
place as per. the bowel protocol.

-Rewew aof thi facility's undated "Bowsl
Mariagement Program” revealed residents were
assessed upon admission, quarterly, and with any
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significant chiange-in condjtion for risk of
constipation. The review revealed staff was
required to document ali bowel movements on
the "Care Tracker." The program stated the 7
PM-7 AM shift nurse was responsible to review
each resident's Cara Tracker, and place the
name of each resident thai had not had a bowel
movement for three days on the Communication
Flow sheet. |naddition, the program revealed the
charge nurse was responsible to administer
medications as appropriafe.

. A review of the medical record revealed the
facility rdmitted Resident#11 on 09/11/09.
Resident #11 had diaghoses which included
Senile Dementia, Diabestes Meliitus, Muscle
Weakness, and Debility. A review of the quarterly
Minimum Data Set, dated 08/09/11, revealed the
facility assessed Resident #11 1o be incontinent
of bowe! and bladder. A review of the "Resident
Bowel and Bladder by Shift Ghart" ravealad no
evidence Resident #11 had a bowel mévement
on 06122411, 06/23/11, 06/24/11, and 06/25/11, a
total of four days; on 07/18/11, 07/19/11,
07120711, and 67/22/11, a total of faur days; and
on 08/24/11, 08/21/41, and 08/22/11; a total of
three days. Review of the facility Medication
- Administration Record (MAR} for Resident #11
revealed no intervention was provided for
Resident #11 in June, July, or August 2011
refated to the ahsence of a bowe! movernent for
three days as per poiicy. Review of the rursing
nofes for June, July, and Avgust 2011, revealed
-+ no documentaiion of any bowel infervention
provided for Resident #11. .

7. A review of thé medical record revealed the
facility admitted Resident #5 on 07/16/17, with .
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diagnoses to include Alzheimer’s, Senile
Dementia, Contracture, and Difficulty Walking. A
review of the admitting MDS, dated 07/22/41,
revealed the facilily assessed Resident #6 fo be
cornifinent of bowel, A review of the "Resident
Bowel and Bladder by Shift Chart” revealed no
evidence Resident #6 had a bowel movement on
7M1, 074811, 071811, 07720011 {four
days}; 07/24/11, 07/25/11, 07/26/41, 07/27/11
(four days); 077301 1, 0731/ 11, 08101411 (thres
days}; 08/08/11, 08/09/11, 08/10/11 (three days);
0871711, G8/M 8111 081911 {thres days); or on
09!13i1.1, 09714411, 091511, or 08416/11 (four
days). A review of Resident #6's MAR for July..
August, and September 2011, revealed no
evidence medications were administered o the
resident rejated to the absence of a bowe!
-movement. A review of nursing notes for July,
August, and Septermber 2011 also revealed no
documentation that any medication was
administered rejated fo the resident’s lack of a

: bowel movement, .

8. Rev]ew of Resident #7's medical record
revealed the fadility admitted ihe residant on
11/17/09. Resident#7 had diagnoses o include
Dysphagia, Fractured Hip, Damentia with ;
Behaviors, and Deprassion. Review of the )
resident'e Quarterly Minimum Data Set (MDS)
assessment dated 06/30/11, revealaed the facility
assessed the resident to be severely cognitively .
impaired, and always inconfinent of bowsl and
bladder. Review of Resident #7's "Resident
Bowel and Bladder by Shift Chart® shaet revealed
- | the resident had hot experienced a bowel
movement on 08/14/11, 08/15/11, 0816711 {threa
daysy, 08/31/11, 08/01/11, 09/02/11 (three days);
or an 08/11/11, 09/12/11, or 09/13/11 (three
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days). Review of the resident's Medication
Admnistration Record (MAR) and Treatment
Administration Resord [TAR] for August 2011
and September 2011 revealed no evidence bowel
interventions wers lmplemented related to the

‘| absence of a bowel movernent for three days, as

per facility policy. " Further review of Resident #7's

| nurse's notes for August 2071 and September

2011 revealed no documentation of howel
interventions implemented by staif for the

-1 resident's absence of bowel mavement for thiee

days as per facility policy.

9. Review of Resident #9's medical record
revealed the faclity admitted the resident on
10420708, with diagnoses af Alzheimer's,
Pysphagia, Dehydration, and Congestive Heart
Failure, Review of the resident's Quartery MDS
assessment dated 06/23/11, revealed the facility
had assesséd the resident to be severely
cognitively impaired, occasionally incantinent of
bowsl, and frequently incontinent of bladder,
Review of Resldent #9's "Resident Bowel and
Bladder by Shift Chart” sheet revealed the
resident had not experienced a bowel movement
on 08/05/11, 08/06/11, 0807111 (three days),
08/18/11, 68A19/11, 08/20/11 (three days); oron
0B/28/11, 08/29/11,08/30/11, or 8/31/11 {four
days). Review of the resident’s MARs and TARs
for August 2011 revealed no svidente bowel
interventions were implemented related to the
absence of a bowe! movement.for thres days as
per facility policy. Further review of Resident #9's

s purse’s nates for August 2611 reveaiéd no

documentation of bowe! interventions
implemented by staff for the resident's absance
of bewel movements for three days as per Tacility
policy. ' :
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.| 10. Review of the medical record revealed the

facility admitted Resident #3 on 01/07/08, with
dlagnoses that included Alzheimer's Disease.
Review of the Bowel and Biadder flow sheet for
the month of August 2011 ravealed no
documented evidence of a bowel movement from
. | OBDSA 1 through 08/10/11, (six days). Review of
. | the MAR for the same period revealed no ’
evidence medication was administered to
Resident #3 per facllity bowel protocal.

11. Medics! record review revealed Resident #15
wag admitted by the facility on 10/20/08, with

*| diagheses that induded Hypertension and -
Congestive Heart Failure., Review of the Bowel
and Bladder flow sheet for the month of August

-1 2011 revealed no documented evidence of a
bowel movement betwaen 68/03/11 and D8/07/11
(five days) for Resident#15. Review of the MAR
revealed no evidence medications were
administered diring the five-day period.

12. Review of the madical record revealed the
facility admitted Resident #17 on 05/31/07.
Review of the Bowel and Bladder flow sheets for -
the months of July, August, and September 2011
reveated no documented evidence of 2 bowel
rovement for the faljowing dates: 07/11 threugh
07415 {five days); 07/18 through 07/24 {six days);
07/25 through 7130 (six days); 08/G5 through
08717 (thirteen days); 08/22 through 08/27 {six
days); 09/05 through 098/08 (four days); and 09/12
through 09/20 {nine days). Gontinued review of
the MAR ravealed no indication Resident #17 was,
treated for no bowal movement when indicated,
per fadility policy.
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Interview with LPN #1 on 08/21/11, at 8:57 AM,
revealed she had reviewed sach resident's
medical record of the ahove mantionad
timeframe and was unabie to find where the
resident had been assessed for use of pessible
Interventions including prune juice, contacting
physician for stool softener, or consultmg e
diedittan as per the bowel protocel,

[ Interview on 0972111, at 10:32 AM, with LPN #2
revealed the night shift nurse was responsible for
printing a howel [ist to provide for the day shift
nurse and then to place a copy in the bowel log
book. The day shift nurse was then responsible
for providing bowel care for residents who had
"| not had a bowel movemnent for two days, LPN#2
stated she thought bowel care used to be
provided after three days with no bowel
movement, however, now it was provided after
two days, Interview with LPN #2 further reveaied
when an.infervention had been provided for a
resident related to bowetl ¢care, the intervention
wouid be documenied efther in the nurse's noles
on or the MAR. :

Ihterview with LPN #4, the bowel and bladder
nurse, revealed she was nof aware that there was
a bowe! book that tracked residents who had not
had a bowel movement for three days, LPN #4
went on to state she had just assumed the
responsibiiity as bowel and bladder nurse in May
2011, Therefore, LPN #4 stated staff had not
tracked sach resident's bowel movement o
assure inferventions were pravided.

_A revigw of the Allegation of Compfiance
revealed the following: .
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On 08/16/11, the Speech Therapisi screened all
residents on swallowing precautions. Any new or
revised recommendations were made.

On 09/16/11, the Directar of Nursing {DON) and
Administrator audited the personal care plans and
tray cards for the residents on swallowing
precautions fo ensure accuracy.

A Swallowing Precaution Cammunication

| Procedure was established, The Speech’
Therapist will give & copy of each resident's
swallowing precautions o the Dietary Manager,
the Assistant Director of Nursing (ADON), the
Infection Centrol Nurse, and the Director of
Nursing {(DON). The DON will monitor the
communijcation procedure. The DON will also
ensure the swallowing precaulions have bean
added by the Dietary Manager to the tray cards.

The DON will ensure the ADON has put a copy of
swallowing precaution sirategies in each
resident's personal care record booka.

Each waek the DON will review the swaliowing
precaution sheets that she recelved from the
Speach Therapist. )

After the DON sees the swallowing precaufions
on the fray card are carrect and the swallowing
straiegies are in the personat care record she will
slan her copy of the swallowing strategies. She
will keep a copy of this sheef in a'bindér in her

A office.

Swallowing precaution books were created fo
include & master fist of residents with swallowing
precautions, a copy of the book, a copy of the

F 308

1

FORM GMS-2567102-39) Previous Versiong Chsolete Event iL:5J9E1T

Facifity ID: 100337 If continuation sheel Page 36 of 70




PRINTED; 10/06/2011°

DEPARTMENT OF HEALTH AND HUMAN SERVICES ) FORM APPROVED

CENTERS FOR MED?CARE & MEDICAID SERVICES ___OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X'T} FROVIDERISUPPLIERICGLIA (X2} MULTIPLE CONSTRU CTION ) {%3) DATE 3URVEY
AND PLAN OF CORRECTICN IDENTIFCATION NUMBER: . COMPLETED

- A, BUILLDING
: . C
185168 B. WiNg - | 09/21/2011
NAME QF PROVIDER OR SUFPLIER ' ' STREET ADDRESS, CITY, STATE, ZI? GODE

708 N MAGNOLJA STREET, PO BOX 3§7
TOMIPKINSVILLE, KY 42167

A iD SUMMARY STATEMENT OF DEFICENCIES [n} PROVIDER'S PLAN OF GORREGTION -

MONROE HEALTH AND REHABILITAT!ON CENTER

{X8)
FREFN |~ (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFTX (EACH GORRECTIVE ACTION SHOULD BE * | COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENGY)
F 302 | Continued From page 36 - . : . F3Dbe

emergency care for choking poster, and a copy of
the signs and symploms of aspirations. The
Dietary Manager will be responsible for keeping
the book up to date. The Administrator wili audit
the swallowing precaution book &t Eeastweekly fo
ensure that they are up fo date.

On 0971641 1, the Administrator educated the
Dietary Manager, Speech Therapist, DON,
infection Confrol Nurse, and the ADON on ths
swallowing precauticn communication procedurs
and on the swallowing precaution book. -

On 09/20/11, a copy of the emergency care for
choking poster was posted in the dining room., -

On 09/16/11, the DON, MDS Coordinator, and :
the Infection Contro! Nurse educated all nursing
personnet on swallowing precautions and how
théy are effective. The Speech Therapist form
used fo inform staff of what swallowing
interventions each resident reguired was
explained.

‘On 09/16/11, nursing assistants were educatad
on where the swallowing precautions master list
and the swallowing pracaufion strategies could be
found. Thay were told the iocations included: the
personal cane récords, the tray cards, and in
binders located in the din'mg room on the spack
r:art, and at both nurses’ staﬁons

Begmntng 09/18/11, all nursing personngi will be
reeducated on the chukmg section of the nurse
alde training curriculum.

Beginning 03/20/11, all nursing parsonnet were
readucaisd on the signs and sympionis of
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aspiration. Nursing asslstants were {rained on
what {0 do when a resident showed signs and
| symptoms of aspiration. No nursing personnef
will work until frained, |

Beginning 09/20/11, nurses were re-etucated on
what fo do when a nurse aide reporis signs and
symptoms of aspiration. No nursing personnel
will work untit frained.

_1 Upon hire aff employees will be educated on'the
facility swallowing procedures and the signs and
symptormns of aspiration.

On 09/16/11, administrafive nurses observed
nurse.aides feeding residents on swallowing
precautions to ensure that nursing assistants
were aware of swaliowing precautions.

Beginning 09/17/11, the licensed nurse assigned
{o the resident halls and thie licensed nurse
assigned fo the dining rootn weres o monitor each
resident on swallowing precautions o snsure the
nursing assistants were aware of the' swaliowing
precautions, the swallowing presaulions were
being followed, and the swallowing precactions
were on the tray card, This quality assurance is
to be done at every meal. During the lunch meal
ihe ficensed nurse assigned to the resident halls
and the licensed nurse assigned to the' dining
room were to monitor all residents for signs and
sympioms of aspiration o ensurs that rmursing
assistants were aware of ihe signs and
sympioms-of swaliowing Issues. Afi nurses on
duty on 09/20411, were educated on the
manitoring procedura, and no nurse will be
allowed to work before being educated.
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The Meadical Director was informed of the
immediate Jeopardy, - ‘

] Weekly the Administrator will observe meal -
sarvice and will audit the plan of corraction. The
Administrator will report the audit to the quality
assurance commitiea quarterhy.

—The surveyors validated the correstive actions
taken by the facility as follows: :

Observation of the noon meal on 09721111,
revealed RN #4 in the dining room supervising
CNAs feeding residents. Interview at this same
time revealed she was responsible for observing
residents in the dining room to assure they have
received the eorrect diet, that the diet and
swallowing precautions wate printed on the tray
card, to assure the nursing aides were following
swallowing precautions and observing for signs |
and symptoms of aspiration and choking.
interview further revealed there was & poster on
the wall with inferventions for choking, and there
was a book with each resident on swallowing
pracautions, what the precautions were, whet fo
‘do in the event of choking, and signs and -
symipfoms of aspirafion. RN #4 further stated she
was in-serviced on 09/19/11, regarding the need
to supervise nursing aides while feeding
residents, what swallowing precautions wers, tha
swallowing precaution book, that afl swafiowing
precautions were required to be on the fray card, -
choking, and aspiration. Further observation of
the noon meal on 0821711, revealed Residents
#7,#11, and #10 in the tining room at a table
agsisted by a nursing assistant. Review of thair
tray cards revealed their swallowing precautions
were listed on the card.
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Oibservation of the dining room on 09/24/11,
revealed an emergency care for choking sign
posted on the, wall.

'Observation on 09/21/11, reveaied a swallowing
precaution book in the dining ronm, each nurses
station, and on each snack cart.

| interview with Speech Tt"lerapist (STY#2 on
09/21/11, at 3:30 PM, revealed she had
canducted a current screening for all residents on |-
swallowing precaufions and had made any
revisions or new recommendations for each

| resident. Fhe ST went on to say she was
responsible for providing a copy of the current
swaliowing precautions for each resident to the
Dietary Manager (DM}, ADON, Infection Canirof
Nurse, and the DON. Interview further revealed
she was educated by the Adminisirator rejated to
the nesd v provide a current copy of each
resident’s swallowing precautions 1o the DM,
ADON, infection Control Nurse, and the DON
and the swallowing precaution book,

Interview with the Administraior on 09}21 M1, at
3:45 PM, revealed she was responsible for
audifing the swallowing precaution book weskly i | .
ensure it is up to date. She further stated she
had educated the Distary Manager, Speech
Therapist, DON infection Control Nurse, and the
ADON on the swaliowing precaution :
communication procedure and the swaliowing
precaution book, Further interview revealed she
would be observing meal service weekly and
twould perform an audit during that time to ensure
: the plan of carrestion was being followed. The
Administrator stated she would report this audit at |
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SUMMARY STATEMENT OF DEFICIENGIES

the quality assurance meeting quarterly.

Interview with the DON an 08721411, at 3:15 PM,
revealed she along with the Administrator had
audited all personal care plans and tray cards and
found ne problems. Interview further revealed

" ishe was responsible for assuring the Dietary
 Manager puts all swaliowing pracautions on sach

resident's fray card. Further Interview revealed
she had assured the ADON had put a copy of the-
swallowing precautions strategies in each
resident's personal care book. The DON further
stated she was in-serviced on 09/16/11, related o
the swaliowing pracaution communication
procedure ard the swaliowing precaution book.
interview further revealed each week the DON
woilld verify the swallowing precautions were an
{he tray cards and in each resident's personal
care hook. She further stated after verifying the
swaliowing precautions were on the tray cards
and in the personal care books, she would then
sign her copy of the swallowing strategy for each
resident and it would be kept in a hinder in her
office. Interview further revealed the DON had
been in-serviced by the Administrator regarding
the swallowing precaviion cemmunication
procedure-and the swallowing pracaufion book.

Interview on 09/21/11, at 2:03 PM, with the
Pietary Manager revealed it was her responsibility
to ensure all swallowing strategies were ‘on each
resident's fray card. Further interview revealed

-| the Dietary Manager was responsible for ensuring

the swallowing precaution bocks were cument
and tp to date for each resident on special
feeding precautions. Interview further revealed
she had been educated by the Administrator

regarding the swallowing precaution
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cormmunication procedure and the swallowing
precaution book.

Interview on 09721/11, at 3:38 PM, with CNA #3,
at 3:42 PM, with Nurse Aide #1, at 4:00 PM, with
CNA M1, and at 4:10 PM, with CNA #4 revealed
they had been in-serviced on swallowing
pracautions; where each resident's swallowing
precautions were jocated, what fo do whena
resident chokes, and signs and symptoms of
aspiration. Interview further revealed a nurse has
© be in the dining room befare they can begin
feeding the residents, and they are required ia
| kook af each resident's fray card and ensure any
precautions ara foliowed.

Interview with LPN #5 on 09/21/1 1, at 3:47 PM;
and RN #2 at 4:15 PM, revealed they had been
in-serviced on resident swallowing precautions,
and that ail precaufions have to be on the tray
card and in the swallowing strategy baok, They
further stated they had &lso been in-setviced an
signs and symptoms of aspiration, and what lo do
when a resident chokes. Interview further
revealed they were instructed when they were in
the dining room or on the fioor with residents they
were to rnonitor to ensure nurse aldes were
following swallowing precautiuns and ubsen.re for
-aspiration/choking.

Interview on 0SF21/41, at 2:00 PM, with the
Medical Director revealed she had been informed
of the immediate jeopardy idenﬁfied at the facility.

Review of the personal care records audit
revealed the DON and Administrator had audited
all personal care plans and tray cards for each -
resident on swallowing precautions on 908/16/11,
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and found no discrepancies.

A review of the new swallowing precaufion
communication pocedure revealed i was |
impiemented on 0Y/16/11.

A review of the faciity's training records revealed
evidence employees-of the facility, except for
fhose on vacation or on medical leave, had
recaived training on swallowing precautions and
how they were effective on 09/1611. Any
employee who did nof attend training was
informed they were not allowed to work undil
trained. Further review revealed nursing
assistants had recelved training on 09/16/11,.0n
where the swallowing precautions master list and |
the swallowing precaution strategies could be
found. Reviewfurther revealed on 0911941, .
nursing persennel were educated on the choking
. | secfion of the nurse aide tralning curricubum.
Facility training records further revealed-on -
09/20/11, nursing personal were educatad on

_i signs and-symptoms of aspiration,

A review of "Swallowing Precaution Education,” {o
be given io employees upon hire, revealed the
facifity would ensure any new hires would be
educated on’ each resident's swallowing
precautions, signs, and symptoms of aspiration,
and emargency preparedness for choking.

.| A review of faciity tray cards for the nine
residents assessed by the facilfty to require
swallowing strategies revealed each card had the
resident's required strategies ot themn. '

A review of the faclity's swallowing pracaution
qualify assurance log revealed from
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F 309 | Continued From page 43 ' F 309| F323 Free of Accident
0‘9”6[11“09’21/‘11 Stﬂff had abserved to ensure Hazards/Supervisign Devises
each resident with a swallowing strategy had the ‘ -
strategy on their tray card, that the nurse aide . . - .
. | was adhering to the swallowing precautions, and ‘ The Director (?f M'c‘ilmtenanc'e .
if education had to otour, : checked all toilets in the building for
o o the above fi - The State Agenc o exposéd bolts: All bolts were
Based on the above findings, The o Ageficy - covered as of 9/30/2011

{ determined Immedlate Jeopardy was rembved on
08/2111, prior fo exit, which Jowerad the scope

and sevesity to "E" whife the facility monitors the The Director of Maintenance is -
effectivaness tgf systemic changes and quality responsible to ensure that all toilet
assurance acfions. ; i
F 323 | 483.25(h) FREE OF ACCIDENT F a3/ Polts are covered at all times. Ttlﬁl .
ss=E£ | HAZARDS/SUPERVISION/DEVICES Housekeeping Manager met with her
. S - staff on 10/3/2011 to direct her staff |
The facility must ensure that the resident to observe the toilet bolts when

environment remains as free of actident hazards . .
as Is possible; and each resident receives cleaning the rooms and to put any

adequate supervision and assistance devices to missing bolt covers on a
prevent accioents. : Maintenance Request when noted.

The administrative staff was .
instructed by the Administrator on
9/23/2011 to look for exposed toilet.

. bolts on their weekly room rounds
This REQU IREMENT is not met as ewdenced and to report any bolt cover that is

by S .
Based oh observation and inferview it was ) nf)ted missing to the maintenance
determined the facility faiied to ensure the director at the weekly room round

environment was safe and as free of accident - | meeting,
hazards as possible. A tour of the fac::lrty on : .
09721111, revealed the facility had thirty {30)

bathrooms utilized by residents. Observations of The Director of Maintenance will

" { twenty-six (26) of the bathrooms revealed bolts | check each toilet monthly for three
that secured resident tollets to the fioor that were maonths to ensure that any missing
exposed, crusted with rust sharp, and creatad a ' .
safety hazand.
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F 323] Continued From page 44 F 33! bolt cover has been report?d and
The findings include: replaced as needed. He will report
1 . : his findings to the facility QA
A tour conducted on 09/21/11, at 10:30 AM, of 26 committee no less than quarterly for
of 30 resident bathrooms revealed exposed boits 4 the dure ;
that secured the toilet 1o the floor, The bolts ware one y‘?a.r 0 ensure ‘e proceduc 13
observed to be encrusted with rust. In addition, cffective and that toilet boltsare
the botis were sharp and Iocated in a way that tcovered.
presantad a safely hazard to residents lf contact
with the bolts was made.
10/4/11
An additional tour of the resident bath [OOMS Was
conducted on 09/21/11, at 11:20 AM, with the
Director of Housekeeping and the Maintenancs ‘50d Proc
Director. The Director of Housekeepmg and the g371/£00 b1 /S ure, Sanitar
Maintenance Director acknowledged in interview tore/Prepare/serve-santtary
cn 09/21/711, at 11:20 AM, that tha exposed bolts : .
created a safety hazard fOS' the residents. The employees noted 1o IiSE g]_oves
F 371 | 483.35(i) FOOD PROCURE, F 371 ina : e reed by
: ' ppropriately were reeducated by
= (8] ESERVE - ITARY . grx
S8=F | STORE/PREPAR SAN the dietician on 9/28/2011 on propet
The faciity must - use of gloves and when it is
(1) Procure food from sources approved or appropriate and necessaty to change
considered satisfactory by Federal, State or focal them. All unlabeled, undated and
atthorities; and S 4 2 a6 '
(2) Store, prepare, distribute and serve food _ | expired Hems wers removed from
undier sannary conditions | the refriperators and discarded on
: 9/19/2011 by the nurse on B wing
.and the housekeeping manager.
On 9/22/2011 Administrator and
'| This REQUIREMENT s not met as evidenced Dietary Manager reviewed the
by: . . .
Based on observaﬂcn mterwew record rewew, Rles‘.ldent FoodlStodlag.e P?Ilcy. The
and review of the faciiity poliey regarding *Fond policy was revised to include
Preparation and Safety” (poticy 9.62, dafed 2005)
it was determined the facliity fafled fo ensura.
proper hand washing and glove techniques were
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F 371 Continued From page 45 ¢ Farijcompliance checks done by the

-| discarded when they are contaminated in any

used during the evening fray line service on
09/19/11. Two (2) Dietary staff members were
observed handling food items with gloved hands
after touching other surfaces. In addition,
refrigerated resident snacks contained expired
food iterns. Opened heverages weye not iabaled,
and ice cream and juites were not labeled o
dated. v :

The findings inciude:

Review of the facifity policy regarding "Food
Prepasation and Safety” (dated 2005) revealed:

1) Disposable gloves are used whe preparing
ready-to-eat foods such as sandwiches, salads,
desseris, efe, which will not be heated to
bacteria-kiling temperatures ...; 2} ...\When
donning gloves, minimal contact is made with the
surfaces that will come in actual.contact with the
food such as the fingers ...; 5) Gloves are

way, Contamination can ocour when touching
unclean surfaces such gs a refrigerator handle,
trash can, contact with hodily fluids, or if they
become torn ...; 8} When gloves become warn,
torn, or heavily soiled, they are discarded. Hands |
are washed prior fo putting on new gloves.

Obsearvation of the evening tray line service on
09/19/11, at 5:30 PM, revealed the Dietary Aide
picked up the raw diced toimatees with her gioved
hands and placed them in a salad bowl. The
Dietary Aide then proceeded to walk to the other
side of the kitchen, picked up a crate of bowls,
and returned 1o the tray line service with the
bowl!s., The Dietary Aide was observed to
continue the tray line service with the same

_|of Disposable Gloves Policy, the

‘leducited the dietary manager on the

" ‘monthly thereafter. On 9/26/2011

dietary manager or the dietary
assistant. The Dietary Manager or
the Dictary Manager Assistant will
check the refrigerators at the nurse’s
stations on Monday, Wednesday, and
Friday. Any outdated or uniabeled
food will be discarded. On -
9/22/2011 the Administrator and the
Dietary Manager reviewed the Use .

Personal Hygiene Policy, and the
Hand washing Policy.
On 9/26/2011 the Adminisirator

revised resident food storage policy
and on the tray line audit that she
will be required to perform on a
weekly basis for four weeks and then

the DON educated nursing personnel
on the Resident Food Storage Policy,
On 9/28/2011 the dietician educated
the dictary manager and her staff
members on the Use of Gloves
Policy, the Personal Hygiene Policy
and the Hand washing Policy and on
the Resident Food Storage Policy.
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gloved hands with no evidence of hand washing
or changing gloves. Observation at 5:45 PM,
revealed the Dietary Aide again picked up raw
diced tormatoes with the satme gloved hands and
placed the tomatoes in a bowl, No hand washing
was observed during this process. ’

.| Interview with the Dietary Aide on 02/21/11, at

handiing milk cartons. The Dietary Alds revealed
she should have used fongs to remove the diced
tomatoes, or changed her gloves prior to doing
s0. . .

in “addition, chservation of the Dietary Cook cn
09/19/11, during the evening servics at 5:50 FM,
revealed the Cotl removed a square of .
cornbread from a covered pan on the stove with
her gioved hands. However, observation
revealed tha Dietary Cook touched cotnter
surfaces and plate covers priot to the removal of
the combread. There was no evidance of hand
washing or application of new gloves

interview with the Dietary Cook on 09/21/11, at
1:4G PM, revealed staff shouid always wash their
hands and change gloves when leaving the fray
line or gefting any other items for ffe fray lina
service. '

Interview with the Dietary Director on 09/21/11, at
1:45 PM, reveated all staff shoutd wash hands
and apply new gloves after touching habr, face, or
any surfaces in the kitchen. The Dietary Manager
stafed that training on hand washing had beery
given in April of this year and the Dietary Cook
and Aide had attended.

2:00 PM, revealed she would change her gloves if]

o) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX - (FAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE PAYE

‘ DEFICIENGY)
F 3711 Continued From page 46 E 371 {Weekly for four weeks and then

monthly thereafterthe dietary
manager will observe tray line to
check for Employee Hygiene while-
employees are on tray line. The
dietary manager will observe for
proper glove use. The dietary
manager will turn in a copy of this
audit to the administrator, The
Dietary Manager will reeducate as
needed. Weekly the administrator
will observe the refrigerators at the
nurses’ station to make sure all
outdated and unlabeled food and
drink items are being discarded..
Results of these audits will be .
reported to the QA subcommittee
monthly for six months and then
guarterly for one year. -

FORM CIS-2667(02-99} Previous Versions Chsokde Event 0 540E11

Fasiity i 100337

16/10/11

If continuation shest Page 47 o 70



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

PRINTED: 10/06/2011
FORM APPROVED
ONME NO. 0938-6391

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORREGTION . IDENTIFICATION NUMBER:

185168

{7 MULTIPLE GONSTRUGTION . |ixa) paTE SURVEY
: - COMPLETED
A, BUILDING

c
92112011

B. WING

NAME GF PROVIDER DR SUPPUER

MORNROE HEALTH AND_REHABIL[TATIDI‘:I CENTER

STREET ADDRE‘SS, CiTY, 8TATE, ZIP CODE
706 N MAGNOLIA STREET, PO BOX 367 .

TOMPKINSVILLE, KY 42167

g SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL
TG REGULATORY OR LSG IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETION

186G CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENGY)

F 371| Continued Fram page 47

Additional observafions on 09/19/11, at 2:45 PM,
revealed the snack refrigerator located on the B
Hall contained a partially used bottle of ketchup
with an expiration date of 08/28/11. Centinued
tobservation revealed a carfon of skim milk that
expired on 09/17/11. In addition, one botile of
water and a bottle of Prapel had been openad
and were half-empty. No labels for specific
residents or dstes when opened were present,
Further observation revealed four cups of red

"C." No other markings indicated when the juics
was poured or placed in the refrigerator,

Observation of the freezer revealed seven
inditvidual servings of icé cream. The ice cream
did not have a manufacturer's expiration date and
stafi had not labeled the ice cream with the date
the ice cream had been placed in the freezer,

tnferview with Licensed Practical Nurse #3 on
09/19/11, at 2:5G PM, revealed the snack
refrigerator on the B Hall supplied the entire
faciiity.. The nurse stated all food and drink for
resident use should be labeled, indicating when
the product expired. The nurse further staied the
*C" on the juice wrap indicated ft was cranberry
ivice. Continued interview revealed there shouid
have been a “use by" date as well, as there was
no way to know when the juice or the ice cream
had been supplied for resident use. Further
intenview revealed the opened botfles of water
and Propel should not have bzen returned to the
refrigerator without a date when the products
were openad.

F 373 483.35{h) FEEDING ASST -

88=K | TRAINING/SUPERVISION/RESIDENT

juice covered with plastic wrap and labeled with a |

F 371

F 373
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consistent with State law.

A feedihg assistant must work under the
supervision of a registered nurse (RN) or ficensed
practical nurse (LPN).

In an emergency, a feeding assistant must call a
supervisory nurse for heip on the resident ca]E
sysiam.

A facility must ensure that a feeding assistant
faeds only residents whe have no complicated
feeding problems.

Complicated feeding problerns include, but are
not Emited to, difficulty swallowing, recierent lung
aspirations, and tube or parenteral/lV feedings.

The facility must base resident sefection an the
charga nurse's assessment and the residenf's
latest assessmant and plan of care.

NOTE: One of the specific features of the
reguiaiory requirement for this fag is that paid
feeding assisfants must compiete a {raining
program with the following minimurr content as
specified at §483.160:

0 A State-approved kraihing course for paid
faeding asskstants must include, at a minimum, 8
hours of Faining in the foliowing:

Feeding techniques.
Aasistance with feading and hydrat;cn

D PROVIDERS PLAN OF CORRECTION 1%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE _COMPLETION
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: DEFICIENCY}
F 373 | Continued From page 48 _ F 373
A facility may use a paid feeding assistant, as
definad in §488.301 of this chapter, if the feeding
assistant has successfully completed a
State-approved training course that meets the
requirements of §483.160 before feeding . .
residents; and the use of feeding assistants is F373 Feeding Assistant-

Training/Supervision/Resident

Residents #7, #9, and #11 were on
swallowing precautions and were
being feed by paid feeding assistants.
On 9/15/2011 the facility detérmined
that paid feeding assistants would no
longer be used to feed residents.

Only residents #7, #9, and #11 were
being feed in the dining room. Paid
feeding assistants were only allowed
to feed in the dining room. No other
residents were being feed by paid
feeding assistants.

Effective 9/15/2011 paid feeding
assistants were no longer allowed to
feed residents at the-facility. A Sign
Notifying all employees that paid
feeding assistants were no longer
allowed to feed residents at the
facility was posted in the-dining
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F 373 Contmued From page 49

Communication and Interparsonal skulls

Appropriate responsas to resident behavior.

Safety and emergenhcy procedures, tno{udmg
the Heimlich maneuwver.

Infsction control.

‘Resident rights.

Reecognizing changes in resldents fhat are
inconsistent with their normal behavior and the
Irnportanse of repotting those changas fo the
suparvisory nurse,

A fagiftty must maintain a record of all-Individuals
. lused by the facility 25 feeding assistents, who
have suocassfully completed the fraining course
| for paid feeding mesistants.

This REQUIREMENT s not met as evidenced
by.

Based on obsenvation, inte‘\new and record
review the facility failed to ensure paid feeding
assisfants did not assist residents assessed fo
hava complicgted feeding precaufions with their
meals. A review of twenty (20) rezidents revealad
slx (6) of the residents hed complicated feeding
precautions. Observaticn revealed paid feeding
assistants assisted three (3) of the six (6)
residerntis (Residents #7, #9, and #11) assassed
to have complicated feading precautions with
thelr meals on 08/14/11, during the evening meal.
Residents #7, #9, and #11 were assessed by the
facility to require spadahzed swallowing
precautions during oral intake. (Refer to F308.) -

The fasility's failire fo ensure pak faeding
#ssistants did not assistffesd residants assessed

F a7aroom and at the time clock. Also, -

the information was reported on the
24 hour nursing report. Going
{forward we will not use paid feeding
assistants at this fecility. :

On 9/16/2011 the Administrator
apd/or the Activity Director

" informed thepaid feeding assistants
of their job duties at the facility.
Going forward one of the paid
feeding assistapts will work oly in
the activity department. The other

assigned the title of nursing helper.
On 9/19/2011 each nursing'helper -
signed a list of tasks that she will be
performing. All nursing personnel
and dietary staff members were
 informed that paid feeding sagigtants
would no longer be used at Monroe
Health and Rehabilitation Center.

three paid feeding assistants will be

5/22/2011

o have complicated feading precautions has -
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Confinued From page 50

caused, or is likely to cause serious injury, harm,

impairment, or death to Residents #7, #9, and
#11 and cther residents in the faciily assessed fo

‘| have feeding precautions. immediate Jeopardy

and Substandard Quality of Care (SQC) were
determined to exist on 09/14/11. -

An acceptable Allegation of Compliance {AOC)
was received from the facility on 08/21/11, and
dlleged removal of Immediate Jeopardy on
08/21/11. The State Agency determined the
immediate Jeopardy was rembved on 09/21/11,
prior o exit, which lowsred the scope and severity
to "E" while the facflity monltors the effectiveness
of the systemic changes and qualify assurance
activities, - .

The findings include:

Qbservations gn 08/14/11, from 635 PM until
730 PM, (of the avening meal int the facility's
dining room) revealed four paid feeding
assistants were observed o feed/assist
Residents #7, #9, and #11 with their meal,

1. Areview of Resident #7's medical record
reveated the facility admiited the resident on
11117708, Resident #7 had diagnosas that
included Dysphagia. A review of Resident #7's
Minimum Data Set (MDS) assassment dated
06/30/11, revealed the facility tad assessed the
resident's cognition as severaly impaired and the
resident required extensive assistance with
eating. A review of Resident #7's Spesch
Therapy Plan of Care dated 02/07/11, revealed
Resident #7 required staff to utiize compensatory

- | swallowing strategles (io help with swallowing)
while feedingfassisting the resident during meals

F373
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1o Increase the resident's safety and decrease the
resident’s risk for mjury. -

An observation on 08/14/11, at 6:35 PM, revealed
¢ Resident #7 was seated at the izble with five
peers, ali of which were being fed/assizted by
paid ferding assistant #1 and paid feeding
assistant #2.

2. Areview of Resident #9's madical record
revealed the facility admitted the resident on
10/20/08, and the resident's diagnoses Included
Dysphagia, A review of Resident #3's Minimum
‘Data Set (MDS) assessment dated 06/23411,
‘revealed the facility had assessed the resident’s
cognition fo be severely impaired and hefshe
required axtensive assistance with eating. A
review of Resident #9's Speech Therapy Plan of
Care dated 04/11/11, revealed siaff was raquired
to utifize compensatory swallowing strategies
while feeding the resident to inctease the
resident's safely and decrease the restdent's risk
for aspirafion., '

An observation on 09/14/11, at 6:40 PM, revealed
paid feeding assistant #4 was feeding Resident
#8 in the dining rogm.,

3. A review of Resident #11's medical record
reveaied the facility admitted the resident on
08/11/08. Resident#11 had diaghoses o include
Oropharyngeal Dysphagia dnd Organism '
Preumonia, A review of Resident #11's Minimum
Data Set (MDS) assessment dated 08/09/11,
revealed the facility had assessed the resident's
cognifion to ba severely Impatred and totally
dependent on staff for eating. A review of -
Resident #11's Speech Therapy Plan of Care ™

Fa73].
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dated 11/24/10, revealed the resident had
impaired pharyngeal function and required
compensatory swallowing sirategies 1o be
provided by skaff to reduce the ifkeifihood o
aspiration. »

An observation on 09/14/11, at 6:36 PM, ravealed ;
Resident #11 was seafed in a wheelchalr at 2
table and paid feeding assistant #1 was feeding

1 the resident, B

Interviews conducted on 09/15/11, at 3:00 PM,
with paid feeding assistant #4; at 5:32 PM, with
pald feeding assistant #2; and at 5:48 PM, with
paid feeding assistant #3 revealed they had
completed the Paid Feading Assistants Program
at the facility and functioned as paid feeding
assigtants. A review cf the Paid Feeding
Assistants Program exam resulis revealed paid
feeding assistant #4 successfully completed the
training on 03/08/11; paid feedihg assistants #2
and #3 successfully sompleted the training on
07/04411; and paid feeding assistant #1
successfully cormnpieted the training on 09/05/{1,
The paid feading assistants all stated they were
permitted o feed/assist any resident that ate in
the dining room and had never been instructed
they could not feed certain residents, According
to the paid feeding assistants, feeding
assignments were not made. They stated staff
fedfassisted "the first resident you come to" that
required assistanca.’ The paid feeding assistants
stated they had not been trained to feed residents
with specialized feeding precautions and, in
addition, stafied they were not aware of any
resident in the facillty that required special
feeding precautions.
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An interview with Licensed Practical Nurse (LPN) |
#5 on 09M5/11, at 7:43 FM, revealed she had the

responsibilify to facilitate the Paid Feeding
Assistants Program in the facility. A review of the
Paid Feeding Assistants Manoal and Paid
Feeding Assistant Exam utilized by the facllity
revealed i was a state approved training course,
which indicated residents with complicated
feeding problems could not be fed by a paid
feeding assistant. LPN #5 stated the facility
fmpiemented the Paid Feeding Assistant Program
on 03/08/11, and utilized four paid feeding
assistants, According fo LPN #5, the facility had
not developed a farmal written policyfprocadure
that governed the Paid Feeding Assistant
Program, and stated the paid feeding assistants
were only utilized in the dining room and couid
feed/assist any resident wha required assistance .

| when they ate In the dining room. LPN#5 stated

she, the Administrator, and the Director of
Nursing {DON) discussed the Pald Feeding
Assistant Program and decided the paid feeding
assistants woukd only be uliiized in the dining
room and that "if a resident was well enough o
eat in the dining room, fhey could be fed by a paid
feeding assistant™ LPN #5 stated she was not
aware paid feeding assistants wera not permitted
to feediassist residents who had-cormplicated
feeding preblems. ' '

In an interview on 09/15/11, at 8:50 PM, the

| Administrator and DON confirmed the facility hed

utilized pald feeding assistapts since 03/08/11,
and stated they wers not aware that paid feeding

‘assistants could not faed residents with -

complicated feeding problems. The DON siated,
*I thought ¥ was just siafe to state, | didn't realtze
thare was a Federal Regulation about it." Both’
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the Adminisirator and DON confirmed the facility
had never implemented restrictions on which
residents coukd be fed by a paid feeding assistant:
‘1 as long as the resident was fedfassisted in the
dining room.

--A review of the Allegation of Complance
revaaled the following:

As of 68/15/11, the facility will no lohger utifize
-paid feeding assistants o feed residents.

On 09/15/11, the Administrator and Director of .
Nursing (DON) informed nursing and dietary staff
that paid feeding assistants would no longer be
ufilized to feed re51dent$ at the facility.

On 08/15/11, a sign was posted at the employee
fime clock and in the dining room notifying staff
that paid feeding assistants would no longer be
-ulilized to feed residénts at the faciiity. This
infotmation was alsc reported (o staff on the
24-hour nrsing report,

On 08/15/11, all paid feeding assistants were
informed they wouid no ionger be utilized fofeed
residents at the facifity,

--The surveyors validated the correctwe actions -
taken by the facHity as follows:

Interview on 09/16/11, at 10:10 AN, with the DON
and Administrator revealed as of 09/15/11, the
facllity would no longer utifize paid feeding
assistants to feed residents. The intervisw also
reveaied a sign had been posted at each time
clock o inform employees paid feeding assistants

would no longer be utifized o feed residents,

F 373
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Further interview revealed facility staff had baen
informed that paid feeding assistants would no
tonger be vsed, and this information had been
placed on the 24-hour report for staff to see.
Interview revealed all four paid feeding assistanis
wera nofified on 00/15/11, they would no longer
be utilized at the facility to feed residents. '

Interview on 09/16/11, with paid feeding assistant
#3 at 9:45 AM, and paid feeding assistant #1 at
9:53 AM, revealed they had been notified by the
DRON and Administrator that they would no longer
be utilized at the faciiity as paid feeding assistants
and would no jonger be permitted o feed
residents at the facility.

Interview on 09/16/11, at 915 AM, with Licenzed
Practical Nurse (L PN) #4 revealed she had been
informed by the DON and Administrator the
facility would no konger emplay and-use paid
feeding assistants to feed residents.

Interview on 09/16/11, at .22 AM, with
Registered Nurse (RN) #4 revealed she had been |
informed by the DON and Administrator the
facility would no longer employ and use paid
feeding assistante to foed residants.

1 Interview on 09/16/11, at §:27 AM, with Cerfified
Nursing Assistant {CNA) #4 revealed she had
been informed by the DON and Administrator the
facility would no longer use paid feeding
assistants fo feed residents. :

interview on 09/16/11, at 10:17 AM, with a dietary
aide ravealed she had been informed the facility
woukd no longer use paid feeding assistants as of
08/i5H 1.
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1 Based on observation, interview, record review,

A facility Tust be administered,in a manner that
enablas it to use ifs resources effectively ahd
efficiently to_attain or maintain the highest
practicable physical, mental, and psychosocial
wedl-being of each resident.

This REQUIREMENT is not met as evidenced .
by:

and facility policy review, it was determined the
faciiity failed fo be administered in an
effectivefefficient manner to maintain the highest
physical well-being for five (5) of twenty {20}
sampied residents {Residents #7, #9, #10, #11,
and #12) The facility failed to have an effectwe
systerm in place to ensure paid feeding asslstanis

* [mursing assistants were aware of swallowing
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: Services by Qualified Persons/Per Care Plan
Observation on 09/16/11, at 8:00 AM, of the ‘ . ]
facility time clocks revealed signs were posted on On 9/16/2011 Residents #7, #9,#10,#11, and
the fime clocks to inform employces the facility #12 were screened by the speech therapist. .
w0uld_ ne longer ufiize paid feeding assistants Any noted new of revised recommendations
effective 09/15/11. ‘ were made at that titne. On 9/16/2011 the
" |'A review of the 24-heur nursing report on dietary manager added all swallowing
09/16/11, revealed the facility would no longer ?g?;’m“s _:10 wé)fegﬁssﬁéﬁ )fhl Oflljlc’);“d
‘[ use paid feeding assistants to feed residents, a4y carcs. = .. e
_ ensured swallowing precautions for
Based on the above findings, the State Agency residents #7, #9, #10, #11, and #12 were
determined Immediate Jeopardy was removed on with the personal care recor ds'- _Oﬂ
09/21714, prior to exit; which lowerad the scope 9/16/2011 the DON and Administrator
and saverity to "E" while the facility monitors the + jaudited the'personal care plans and tray -
effectiveness of systemic changes and guality - cards for the residents #7#9,#10,#11, and
agsurance actions. #12 to ensure accuracy.  On 9/16/201] the
F 490 | 483.75 EFFECTIVE . F 400 :DON, infection control nurse, and the MDS
$8=K ADMINISTRATION/RESIDENT WE LL-BEI NG Coordinator-educated the nurse aides on the

location of the swallowing precautions on
the fray cards and in the personal care record
books, On 9/16/2011 Administrative Nurses
observed nurse aides feeding residents on
swallowing precautions to ensure that .

precautions.

On 9/16/2011 the speech therapist screened
all residents on swallowing precautions for
accuracy. Any noted new or revised
recommendations were made at that time,
Beginning on 9/16/2011 and ending on
9/30/2011 the speech therapist screened all
residents at the facility to determine
awareness of swallowing concerns. Any
noted new or revised recommendations were
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did not assist residenis assessad 1o have
complicated feeding precautions with their meals;
and also failed to ensure policies/procedures
refated to impajred swallowing
precautions/aspiration precautions were
implemented, '

Record review and inferview revealed from
03/08/11, unkl 09114411, the fatility permitted paid
feeding assistants to feed/assist residents
identified to have swallowing precautions. The

.} facility failed to ensure the system in piace to aid

staff in identifying residenis that required specific
care with feeding needs and supervision during
meal service was implemented. Additionally, the
Tacility falied to ensure that staff providing'féeding |
services to residents with complicated feeding
problems had received appropriate training to
ensure each resident's safety during assistance |
with feedings. (Refer to F282, F309, and F373))

The Administrator's fallure to ensure paid feeding
assistants did not feed residents assessed to
have complicated feeding precautions, and fo
ensura faciiity policies/procedures related fo
residents with impaired swallowing and aspiration
precautions ware implemented caused, or is iikely
to cause, sarious injury, harm, impairment, or
death to residents in the facliity, to include-
Residents 27, #9, #10, #11, and #12. Immediate
Jeopardy and Substandard Quality of Care (5QC)
were determined fo exist on 097141 1.

An acceptable Allegation of Compliance (AQC)
was received on 09/21/11, which alleged removal
of Immediate Jeopardy on 05/21/11. The Staie

| Agency determined the tmmediate Jeopardy was
| removed on 0921711, prior to exit, which lowered

* |2 copy of the signs and symptoms of

precantion was developed and was made
available to all nursing staff members. The
dietary manager is responsible for keeping
the master list updated. ‘

A Swallowing Precaution Communication
Procedure was established on 9/16/2011 and
was revised on 9/26/2011, and is presently
s follows: The Speech therapist will give a
apy of the Swallowing Precautions to the
istary Manager, the ADON, the infection
ontrel nurse and the DON. The Dietary

anager will ensure that the swallowing
recawtions are attached to the resident’s

v card at each meal. The ADON will put
a copy of the swallowing precautions with
ithe resident’s personal care record. The
Swallowing Precaution Books were created
to include a master list of the residents with
kwallowing precautions, a copy ofthe
swallowing precaution strategies, a copy of
the Emergency Care for Choking Poster, and

mspiration. A copy of the swallowing
precantion books will be-kept in the dining
rodm, at both murses station, and on the
snack carts. The dictary manager is
responsible for keeping books up to date.

On 9/16/2011 the administrator educated the
distary menager, the speech therapist, the
DON, the infection conirol nurse and the
ADON on the Swallowing Precaution
Communication Procedure and on the
Swallowing Precaution Books. On
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the scope and severity to "E* white the facility
menitors the sffectiveness of the systemic
changes and quality assurance activities.

The findings {nclude:

Upon request fo view the faclity's
feeding/swallowing precautions policy/procedure,
the Director of Nursing stated they did not have a
specific policy/procedurs, but utilized the
Fundamental Procedures Instruction iextbook as
a guide. A review of the "Feeding” and "impairaed
Swallowing and Aspirafion Precautions” sections
revealed if a residerit had swallowing difficulties a
constitation with Speech Therapy should he
obtained prior to feeding the resident Choking
and aspiration of food could accur if the patient is
fed too quickly or is given excessively large
mouthfuls. Additionally, the text indicated
caregivers should develop a management pian
{hat included commen swallowing sirategies,
nutritional status, and supervision. The text went
on fo instruct caregivers ko monitor residents for
signs and symptoms of swallomng problems and
aspiration.

1, Dbservation of the evening meal on 09/14/11,
revealed pald feeding assistants
feeding/supervising Residents #7, #8, and #11
during the meal, The faciiity's assessments
revealed the residenis required swaliowing
strategies for diagnosis of dysphasia.

| Interviews were conducted on 08/15/11, at 3:00
PM, with pald feeding assistant #4; at 5:32 PM,
with pald feeding assistant #2; and at 5:49 PM,
with paid feeding assistant #3. The paid feeding
assistants stated they had completed the Paid

F 490 |Choking Poster was posted in the dining

9/20/2011 a copy of the Emergency Care for

roem. Om 9/16/2011 the DON, MDIS
Coordinator, and the Infection Control
Nurse educated all nursing personnel on
swallowing precautions and how they are
effective. The form that Speech Therapy
uses to inform staff of what swallowing
interventions are needed was explained. .
Any questions that the staff members had
regarding swallowing precautions and the
forin were answered. Also, nursing
assistants were educated on where the
swallowing precautions master list and the
swallowing precaution sfrategies can be
found. They were told that the locations
inclnde: the personal care records, the tray.
catds, and in binders located in the dining
room, ot the snack cart, and at both nurses
stations. Beginning on 9/19/2011 and -
ending on 10/3/201'1 the DON and the
infection control nurse reeducated nursing:
personnel on the choking section of the
‘urse aidetraining curriculum. Beginning
on 9/20/2011 and ending on 10/3/2011 the
DON and the infection control nurse
recducated nursing personnel on the signs
‘|land symptoms of aspiration. Nursing
Assistants were trained on what to. do when
a resident shows sign and symptoms of
agpiration. Beginning en 9/20/2011 and’
ending on 10/3/2011 the DON reeducated
nurses on what to'do when a nurse aide
reports signs and symptoms of aspiration,
On 5/26/2011 the DON and the speech
_ |therapist educated nursing personnel and the |
" |dietary manager on the revised swallowing
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Feeding Assistants Program at the facility and -
functioned as paid feeding assistants. The paid
feeding assistants all stated they were permited
to feed/asstst any resident that ate in the dining
room and had never been instructed they could
not feed any particutar residenis. The paid
feeding assistants stated they had nof been
trained to feed residents with specialized feeding
precaufions and, they were not aware of any
resident in the faciiity that required special
feeding precautions.

An interview with Licensed Practical Nurse (LPN)
#5 on 09715/11, at 7:43 PM reveajed she was
responsible to facilitate the Paid Feeding
Assistants Program in the facility. LPN #5 stated
the facility implermented the Paid Feeding
Assistant Program on §:3/08/11, and utifized four
paid feeding assistants. According fo LPN #5,
the faciiity had not developed & formal written
policy/procedure that govemed the Paid Feeding
Assistant Program and stated the paid feeding
assistants wera only utilized in the dining room
and could feed/assist any resident who required
assistance when they ate in the dining roam.
LLPN #5 stated she, the Administrator, and the
Director of Mursing (DON} disgussed the Paid
Assistant Feeding Program and decided the paid
feeding assistants would only be ufilized in the
dining room and that "if a resident was well
anough to eat in the dining room, they could be
fed by a paid feeding assistant.” LPN #5 stated
she was not aware pald feeding assistants wers
not permitted to feed/assist rasidents who had
complicated feeding problems.

In an infendew on 08/15/11, at 850 PM, the,
Administrator and the Directar of Nursing {DON)

precaution sheets and that the swallowing
- F 290 jprecantion sheet would be attached to the
tray card going forward. Employees on
leave of absence will be educated before
they are allowed to work,

In-services on swallowing precautions,
choking and signs and symptoms of
aspiration will be repeated monthly for 3
months then every six months for one year
then ne less than annually, All new hires
will be educated during orientation.

Beginning 9/17/2011 at 5:00pm the licensed
nurse assigned to the wing and the licensed
nurse assipned to the dining room will
monitor each resident on swallowing
precautions to ensure that the nursing
assistants are aware of the swatlowing
precantions, the swallowing precautions are
being followed, and the swallowing

" !precautions are attached to the tray card,
This QA will be done at every meal for eight
wecks and then one mezl for four weeks.
Resulis of the QA will be documented on
the Swallowing Precaution QA form kept in
folders in the dining room and on each wing.
Nurses wilt be educated on procedure before
they are allowed to work. ‘

Weekly the DON will review the
swallowing precaution sheets that she has
received from the speech therapist.” When
she sees that the correct swallowing -
precautions are attached to the ttayv card and
that the swallowing straiegies are in the
Personal Care Record books she will sign
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F 490 | Continued From page 60 F 490 het copy of the Swallowing Strategics. She
revealed the faciiify had utliized paid feeding will keop 2 copy gf this shesj m aﬂﬁlﬁder n
- assistants since 03/08/11. She stated she was her office for 30 days. Results will be
net aware paid feeding assistants could not feed reporied fo the QA subcommittee monthly
residents with complicated feeding problems. for at least six months.
The DON stated, "l thought if was just state fo - O o .
state, ] didn't realize there was a Federal The Administrator will audit the Swallowing
Regulation about it Per interview, the Precauntion Books at least weeldy to ensure
Administrator revealed the facifity had never that they are up to date.
implemented restricions on which residents o _
couid be fed by a pald feeding assistant as long The DON and Administrator will review
as the resident was fed/assisted in-the d}ning meal andits weekly to ensure that they are
roam. being completed. The DON and
) : Administrator wiil provide reports fo the
2. Observation and interviews from 08/14-16/11, facility QA committee no less than quarterly
revealed Residents #7, #9, #10, #11, and #12, for one year. The facility will establish a
required swatiowing strategies for feeding and QA subcommittee that will mest monthly
were not provided the reqqs'red assistance with for six months then o less than quarterly for
feeding. Furthermore, facility staff was not | omé year that includes the following: the
ls(;:ﬁtélgggseabie of the resldent’s Swallowing Administrator, the Director of Nursing, the
. } Assistant Director of Nursing, the Dietary
intarviews conducted on 0B/15/11, with four staff Duem{r’ the facﬂitngorporatg Consuitant,
persons that had been observed feeding and_ at least one staff nurse an twe nursing
residents, and with four CNAs and a Licensed .| assistants 1o review the facility plan of
Practical Murse revealed if a resident required corroction and the implementation of the
any special feeding assistance it would be on the same fo ensure that fhe de‘ﬁc;ent practice is
| resident's tray card that was placed on each resolved and corpliance is sustained.
resident's food tray by dietary personnel. The : ]
stafi interviewed skated it the tray card did not Provide Care and Services for Highest Well
contain any special Instructions relaled to Being
feeding/assisting residents with meals assisiance
was not required andlor provided. However, a On 9/16/2011 Residents #7,49,#10,4#11, and
review of Residents #7, #8, #10, #11, and #12's #12 were screened by the speech therapist..
tray cards revealed specialized instructions Any noted new or revised recommendations
related {o feading were not documented on the were made at that time. On 9/16/2011 the
cards and oniy portions of the feeding instructions dietary manager added all swallowing
were documented on the meal cards of precautions to residents #7,#9,#10,#11, and
Residents #7, #10, and #12. _ )
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R 1#12 tray cards. On 9/16/2011 the ADON
F 490 | Cortinued From page 61 F agp|/ 12 rey cards. On p

i The Adrministrator stated in interview on 09£5/11,
that faciiity staff had been trained to rely on the
tray cards for any specialized instructions which
inciuded feeding precautions for each resident
that had been assessed to require fhe
precautions. However, the Adminisirator
explained that she had not realized the feeding -
: precauticns ware not on the tay cards until

i 09715711,

--A review of the Allegation of Camplianse
revealed the following: :

On 09/16/11, the speech therapist sereened all
residents an swaliowing precautions. Any naw or
revised recommendations were made,

On 02/16/11, the Director of Nursing (DON) and
Administrator audited the personal care plans and
tray cards Ior the residents on swallowing
precautions {© ensure acclracy.

A Swallowing Precaution Communication
Procedure was established. The Spesch
Therapist wilt give a copy of each resident's
swallowing precautions to the Dietary Manager,
the Assistant Director of Nursing (ADON]), the
Infection Control Nurse, and the Director of
Nuorsing (DON). The DON wilf monitor the
communication procedure. The DON will also
ensure the swallowing precautions have beén
added by the Dietary Manager to the tray cards.

swallowing precaution strategies in each
resident's personal caré record books,

The DON will ensure the ADON has put a copy of

ensured swallowing precautions for
residents #7, #9, #10, #11, and #12 were
with the personal care records, On
9/16/2011 the DON and Administrator -
audited the personal care plans and tray -
cards for the residents #7#9,#10,#11, and
#12 1o ensure accuracy.  On 9/16/2011 the
DON, infection control murse, add the MDS
Coordinator educated the rurse aides on the
" Hlocation of the swallowing precautions on
the tray cards and in the personal care record
books, On 9/16/2011 Administrative Nurses
observed nurse aides feeding residents on
swallowing precautions to ensure that
nursing assistants were aware of swallowing
precautions, -

On 9/16/2011 the speech therapist screened
all residents on swallowing precantion for
securacy. Any noted new or revised
recommendations were made at that time,
Beginning on 9/16/2011 and ending on
9/30/2011 the speech therapist screened all
resident at the facility to determine
appropriateness of swallowing concerns,
Any noted new or revised recommendations
were made at that time. On 9/16/2011 a
master list of the residents on swallowing
precaution was developed and was made
available to all nursing staff members., The
dietary manager is responsible for keeping
the master list updated. On 10/16/2011 the
DON audited personal care records on all -
residents to confirm resident care planned
for no straws, On 10/10/2011 Water
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Each week the DON will review the swallowing
precaution sheets received from the Speech
Therapist. :

After the DON ensures swallowing precautions on i
" | the tray card are correct and swaliowing

strategies have beer included in the persoral
care record, she will sign her copy of the
swallowing strafegies to.acknowledge
receipt/approval, The DON will also keep a copy
of this sheet in a bindar in her office.

‘Bwallowing precauiion books were created fo
inciude a master fist of residents with swallowing
precautions and also included a copy of the
emergency care for choking poster and a copy of .
the signs and symptoms of aspirations. The
Distary Manager will be responsible to keep the
book up to date. Inaddition, the Administrator
will andit the swallewing precaution book at ieast
weekly to ensure the books are kept up to date.

On 0818611, the Administrator educated the
Dietary Manager, Speech Therapist, DON,
Infection Control Nurse, and the ADON on the
swallowing precaution cornmunication procedurs
and on the swallowing precaution book.

On 0B/20/11, a copy of the emergency care for
choking poster was posted in the dining room.

On 09/16/11, the DON, MDS Coordinator, and
the Infaction Conirol Nurse educated all nursing
personnel on swallowing precautions and how
they are effective. The form used by the Speech
Therapist fo inform staff of what swaliowing
interventions each resident required was
expiained to staif.

F 490 audited to ensure compliance by the DON.
A Swallowing Precantion Commumnication
Procedure was established on 9/16/2011 and
'was revised on 9/26/2011, and is presently
as follows: The Speech therapist will give
copy of the Swallowing Precautions to the
Dietary Manager, the ADON, the infection
control nurse and the DON. The Dictary
Muanager will ensure that the swallowing
precautions are attached to the resident’s
tray card at each meal. The ADON will put
a copy of the swallowing precautions with
the resident’s personal care record.
Swallowing Precaution Books were created
to include a master list of the residents with
swallowing precautions, a copy of the
swallowing precaution strategies, a copy of
the Emergency Care for Choking Poster, and
a copy of the signs and symptoms of
aspiration. The Swallowing Precaution
Books-are kept in the dining room, at both
nurses stations, and on the snack caris. The
distary manager is responsible for keeping
books up to date.

Om 9/16/2011 the Administrator sducated
thie dietary manager, the speech therapist, -
the DON, the infection control muse and the
ADON on the Swallowing Precaution
Communication Procedure ind on the
Swallowing Precaution Books. On
9/20/2011 a copy of the Emergency Care for
-| Choking Poster was posted in the dining
room, On 9/16/2011 the DON, MDS -
Coordinator, and the Infection Control-
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Odnﬁnued From page 63

On 09/16/11, nursing assistants were educated
on where to iccate the swallowing precautions
master list where the residents’ swallowing
precaution strategies could be found. Staff was
instructed on the locations of the master list. the

-personal care records, the tray cards, in binders

located in the dining roott on the snack cart, and
at both nurses’ stations.

Beginning 09/18/11, ali nursing peréonnel will be
reeducated on the choking section of the nurse
aide fraining curriculun,

Beginning 09/20/11, all nursing personnel were
reeducated on the signs and sympioms of
aspiration. Nursing assistants were frained on

| what to do when a resident showed signs and

symptoms of aspiration. No nursing personnel
will work until frained. ’

Beginning 09/20/11, nurses were reeducated on
what to do If a nurse gide reports a resident has

1 exhibited signs and symptoms of aspiration. No

nursing personnal will work untit frained.

-Upon hire, all employees will be educated on the

facility swallowing procedures and the signs and
symptoms of aspiration.

On 09/16/11, administrative nurses observed
nurse aides feeding residents on swallowing
precautions fo ensure thag nursing assistants
were aware of swallowing pre_cauﬁonsl

Baginning 09/17/11, the llzensad nurse assigned
to the resident halls and the licensed nurse
assigned fo the dining room were ko monftor each |

F 430 swallowing precautions and how they are
effective. The form that Speech Therapy
uses to mform staff of what swatlowing
interventions are needed was explained,
Any questions that the staff members had
regarding swallowing precautions and the
form were answered. On.9/16/2011 nursing
mssistants were educated on where the ’
swallowing procaufions master list and the
swallowing precaution strategies can be
found, They were fold that the locations
include; the personal care records, the tray
cards, and in binders located in the dining
room, on the snack cart, and at both nurses
stations. Beginning on $/19/2011 and
ending on 10/3/2011 the DON, the
infections control nurse, and the MIDS nurse
reeducated all nursing personnel on the
choking section of the nurse aide training
curriculum, Beginning on $/20/2011 and
ending on 10/3/2011 the DON, the infection
control nurse, and the MDS coordinator
reeducated all nursing personnel on the signs
and symptoms of aspiration. Also, Nursing
" jAssistants were trained on what to do when
a resident shows sign and symptoms of =
aspiration, Beginuing on $/20/2011 and
ending on 10/3/2011 the DON reeducated
the nurses on what to do when a nurse aide
reports signs and symptoms of aspiration.
On 9/26/2011 the DON and speech therapist
edicated all nursing personnel and the
dietary manager on the revised swallowing
precaution sheets and explained that the
swallowing precaution sheet would be
attached to the fray card going forward.
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SUMMARY STATEMENT OF DEFICIENCIES

resident on swallowing precautions fo ensure the
nursing assistants were aware of the swaliowing
precautions, the swallowing precautions were
being followed and the swallowing precautions
were on the fray card. This quality assurance is
to be done at every meal. During the lunch meal
the censed nurse assigned fo the resldent halls
and ihe licensed nurse assigned fo the dining  ~
roorn were io monitor all residenis for signs and

| sympfoms of aspiration o ensure that nursing

assistants were aware of the signs and
symptoms of swallowing issues. All purses on
duly on 08/20/11, wete educaled on the
moniforing procedurs, and nurses will be not
allowed fo work before heing educated on the
signs and symipioms of swallowing issues,

The Medicat Director was informed of the
immediate jeopardy.

Weekly the Administrator will chserve meal
sepvice and will conduct audits to ensure
complance with the plan of correction. The
Administrator will report the audit to the quality
assurance commities on a quarterly basis,

~The surveyors validated the corrective actions
faken by tha facilify as follows.

Ohbservation of the noon meai on 09/21/41,
revealed RN #4 in the dining room supervising
GNAs feeding residents, interview at this same
fime revealed the nurse was responsible for -
cbserving residenis in the dining room o assure
they have received the correct dief, that the dist
and swallowing precaufions were printed on the
tray card, to assure the nursing aides were
following swallowing precautions and observing

U ID o] PROVIDER'S PLAN OF GORREGTION 05)
PREFX, {EAGH DEFICIENGY MUST BE PRECEDED BY FULL ' PREFIX : {EACH CORREGTIVE ACTION SHOULD BE - COMPLENON
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¢ . DEFICIENGY}
F 480 | Confinuad From page 64 F 490 {Beginning on 10/10/2011 the DON and the

infection control nurse educated nutsing
personnel on labeling water pitchers with no
straws for residents care planned for no

. |straws. Employess will not be allowed to
work until trained on labeling procedure.
Employees on leave of absence will be
educated before they are allowed to work.

Weekly the DON will review the
lswallowing precaution sheets that she has
received from the speech therapist. When
she sees that the correct swallowing
precautions are attached to the tray card and
that the swallowing strategies are in the '
Personal Care Record books she will sign

her copy of the Swallowing Strategies. She |
will keep a copy of this sheet in a binder in
her office for 30 days.” She will report the
results of her audit to the QA subcommittee
monthly for at least six months.

The Administrator will audit the Swallowing
Precaution Books at least weekly to ensure
fhat they are np to daie. .

Beginning 9/17/2011 at 5:00pm the Heensed
nurse assigned to the wing and the Jicensed
nuzrse assigned to the dining room will
monitor each resident on swallowing
precautions to ensurs that the nursing
assistants are aware of the swallowing
precautions, the swallowing precautions are
being followed, and the swallowing
precautions are attached to the.tray card
This QA will be done at every meal for eight
weeks and then one meel for four weeks.
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for signs and symptoms of aspiration and

-+ choking. Interview furiher revealed there was a

poster on the walt with interventions for choking;
and there was a bogk with each resident on
swallowing precautions, what the precautions
were, what to do in the event of choldng, and
signs and symptoms of aspiration. RN #4 further
stated she recsived in-service fraining on
08/19/11, regarding the need io supenvise nursing
aides while the aides fed residents, what
swallowing precaufions were, the swallpwing
precaution book, that alf swallowing precautions
were required fo be on the tray card, and on
choking and aspiration: Furthér observation of
the noon meai on 09/21/11, revealed Residents
#7,#11, and #10, in the dining room at a fable
assisted by a nursing assistant Review of their
tray cards revealed swallowing precautions were
listed on the cards.

Observation of the dining room on 09/21711,
revealed an emergency care for choking sjgn
posted on the wall,

Dbservation on 09/21/11, revealed a swallowing
pracaution book In the dining roor, each nurses’
stafion, and on each snack cart

| Interview with the Speech Therapist (ST) on

09/21/11, at 3:30 PM, revealed she had
conducted a current screening for all residents on
swaliowing precautions and had made any
revislons or new recommendations for each
resident The ST went on 10 say she was -
responsible for providing a eopy of the current
swallowing precautions for each resident to the
Dietary Manager (DM), ADON, Infection Gontrol
Nuese, and the DON. Intsrview further revealed

Beginning on 16/10/2011 for eight weeks on
Monday, Wednesday, and Friday the
treatment nurse will audit water pitchers to
ensure residents care planned for no straws
do not have a straw in the water pitcher.
After eight weeks the treatment nurse will
andi water pitchers weekly to ensure
‘residents care planned for no straws do not
have a straw in the water pitcher.

The DON and Administrator will review
mea! andits weekly to ensure that they are
being compieted.- The DON and
Administrator will provide reports to the .
facility QA committee no less than quarterly
for one year, The facility will establish a
QA subcommittee that will meet monthly

ane year that includes the following: the

* | Administrator, the Director of Nursing, the
Assistant Director of Nursing, the Dietary
Manager, the facility Corporate Consulfant,

assistants to review the facility plan of
correction and the implementation of the
samoe to ensure that the deficient practice is
resolved and compliance is sustained.

Beginning on 9/22/2011 and ending on
9/23/2011 Residents #6, #7, #9, #11, #15,
and #17 were reassessed by the Bowel

| Management Nurse. After re-assessment
Care plans and nursing assistant care plans
were updated as indicated. Physician orders

for six months then no less than quarterly for |

and at least one staff nurse and two mursing
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the therapist had been educated by the
Administrator on the need fo provide a current.
copy of each resident's swallowing precautions fo
the DM, ADON, infection Control Nurse, and the
DON, and in the swaliowing precaution book.

Interview with the Administrator on 09/21/11, at
3:45 PM, revealed she Is responsibie for auditing
the swallowing precaution book weekly to ensure
it is up to date, She further stated she had
educated the Dietary Managet, Spesch
‘Therapist, DON, Infection Control Nurse, and the
ADON on the swa[low:ng precaution
commiunication procedure and the swallowing
precaution book. Further interview revealed she
would be observing meat service weekly and
would perdorm an audit during that time o ensure
the plan of comection was being followed. The
Administrator stated she would report this audit at
the quality assurance meeting. quarterty.

Interviaw with the DON on 09/21/11, at 3:15 PM,
revealed she, along with the Admtntstratur had
audited all perscmai care plans and tray cards and
found no problemns. Interview further revealed
she is responsible to enstre the Dietary Manager
puts all swaltowing precautions on each rasldent's
tray card. Further interview revealed she had
assured the ADON had put a copy of the
swallowing precautions strategies .in each
resident's personal care bool. The DON further
stated she recelved in-service training on
08/16/11, on swallowihg precaltion
communication procedurss and the swallowing
precaution book. interview.furiher revealed each
week the DON would verify the swaliowing
precautions were on the tray cards and In each
rasident's personal care hook. She further stated

"|constipation. The nurses will document
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: . were requested as indicated. Resident #3
F 480 | Continued From page 66 F 490 q

was discharged from the facility on
9/2 1/’20 11.

Beginning on 9/22/2011 and ending on
9/30/2011 all residents were reassessed by
the Bowel Management Niurse, After re-
assessment Care plans and nursing assistant
cere plans were updated as indicated.
Physician orders were mqucsted as
indicated.

On 9/22/2011 the Bowel Management
Protocol was reviewed by the divector of
nursing and the administrator, Changes
were made to inchude the Tpm-7am nurses
printing out 2 No BM repart from care
tracker at approximately 6:00am and placing
it in g binder at the nurses’ station. Tam-
Tpm will be responsible for assessing
residents on the Mo BM fist. The nurses will.
put interventions in place to prevent

interventions in the nurses notes.

On 9/26/2011 DON educated bowe!
management nurse and ADON on the Bowel
Management Protocol. On 9/26/2011 DON
educated all nursing staff members on the
revised protocel and proper docuruetitation
of bowel movements.

Beginning 9/26/2011 Bowel Managernent
Nurse, ADON 1in her absence, will check the
BM binders on Monday, Wednesday, and
Friday for eight weeks and then weekly
thereafter. The bowel management rurse

FORM CMS-2667(02-09) Previous Versions Obsolate Event 1D 5J2E11

Faclty I 100387 If continuation sheet Page 67 of 70




v

PEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 4070672011

TAG REGULATORY OR L5C IDENTIFYING INFORMATION)

\ , FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0533-0381
STATEMENT OF DEFICIENCIES i) PROVIDER/SUPPLIERICUA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF-EORREGTION IDENTIFICATION RUMBER; COMPLETED
_ A BUILDING
‘ G
B. WiNG ’
185168 pef21/2011
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CiTY, STATE, ZiF CODE
' : ' o 706 N MAGNOCIA STREET, PO BOX 367
MONROE HEA HABILITATION CEN '
: -TH AND RE T ; TER . | TOMPKINSVILLE, KY 42167
D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {x8)
PREFIX {EAGH DEFICIENCY WMUST BE PRECEDED BY FULL PREFIX {EACGH GORRECTIVE ACTION SHOULD BE COMPLETION

TAG . CROSS-REFERENCED TO THE APPROPRIATE . DATE
) DEFICIENEY) :

F 4801 Continued From page 67

that after verifying the swallowing precautions
were on the tray cards and in the personal care
books, she would then sign her copy of the
swallowing strategy for each resident and it would
be kept in a binder in her office. Interview further
revealed the DON had been in-setviced by the

1 Administrator on the swallowing precaufion
sommunication procedures and the swallowing
precaufion book

tnterview on 09/21/11, at 2:03 PM, with the
Dietary Manager revealed it was her responsibility
to ensure alf swallowing strategies were on each
resident's tray card. Further interview revealed
the Diefary Manager is responsible for ensuring
the swallowing precaufion books are current and
up to date for each resident on special feeding
precaufions. Interview further revealad she had
baan educafed by the Administrator regarding the
swallowing precaution communication procedurs
and the swallowing precaution book.”

Interview on 09/21/11, at 3:38 PM, with CNA #3,
at 3:42 PM, with Nurse Aide #1, at 4:00 PM, with
CHNA 311, and at 4:10 PM, with CNA #4 revealad
they had besn in-serviced on swallowing
precautions, where each resident's swatlowing
precauvtions were located, whatto dowhsna .
resident chokes, and signs and symptorms of
aspiration. Interview further revealed a nurse has
. | to be in the dining room before they can begin
feading the residents, and they are required o
look at each resident's tray card and ensure
precautions are followed. ’

| intarvisw with LPN#6 on 09/21/11, at 3:47 PM,
Land RN #2 af 4:15 PM, revealed they had been
m-serviced 'on resident swallowing precautions

will ensure that nurses have printed the BM
report off of care tracker each day, She will
ensure that any residents who have nothada
bowel movement within 43 hours have been
assessed by the nurse, The bowel
management nurse will look to sce that
intérventions have been put in the BM book
and that the assessment and interventions are
" .| documented in the nurse’s notes.
Reeducation will be done by ths bowel
management nurses as needed, At least
weekly the DON will review the system to
ensure compliance, The DON will report
her review to the administrator weekly. The
DON will report her findings to the QA
subcommittee monthty for 6 months then no
less than quarterly for one year to review the
plan of correction to ensure the deficient
practice is resolved and compliance is
sustained.

F 400

| Feeding Assistant-
Training/Supetvision/Resident

Residents #7, #9, and #11 were on
swallowing precautions and were being feed
by paid feeding assistants, On 5/15/2011 the
facility determined that peid feeding
assistants would no longer be used o feed

i residents.

Only residents #7, #9, and #11 were being
feed in the dining room. Paid feeding
assistants were only allowed to feed in the
dining room. ‘No other residents were being
feed by paid feeding assistants.

FORM CMS-2567(02°99) Préiiviss Versions Obsalsts Event ID:5J9ETS

~Fadiily 10 100337 . I cofitliiration shsef PaGE 68 of 70




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/06/2011

FORM APPRCVED
CENTERS FOR MEDICARE & MEDICAID SERVICES .___OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIER/GLIA (2] MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFIGATION NUMBER; COMPLETED
: . A BUILDING
C
: B, WING
, 185168 09/21/2011
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIF CODE
- 705 N MAGNOLIA STREET, PO BOX 357
MONROE HEALTH AND REHABILITATION CENTER !
. - : ) TOMPKINSVILLE, KY 42187
(D _ BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAK OF GORREGTION os
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG GROSS-REFERENCED TO THE APFROPRIATE DATE

TAG REGULATORY OR L5C IDENTIFYING INFORMATION)

DEFICIENCY) .

F 490 | Continued From page 68

and all precautions have o be on the tray card
and in the swallowing strategy bock, They further
stated they had also been in-serviced on signs
and symptoms of aspiration and what o doifa
reskdent chokes. Interview further revealed thay
were instructed to monitor the dining room and/or
the resident floors to ensure nurse ajdes were
following swallowing precautions, and o observe
for aspiration/choking.

interview on 09/21/11, at 2:00 FM, with the
Medical Director revealed she had been informed
.1 of.the immediate jecpardy identified at the facilify.

Review of the personal care records audit
revealed the.DON and Adminisirator had avdited
all personal care plans and tray cards for each -
resident on swallowing precautiors on 08/16/11,
and found no discrepancies. ’

A revisw of the new swallowing precaution
communication procedure revealed the
procedure was implemented on 09/16/11.

A review of the facifity's training records revealed
evidence that employees of the facilily, except for
those on vacation or on medicat leave, had
‘received fraining on swallowing precautions and
how they are effective on 09/16/11. Any
employee who did nof attend fraining was’
informed they will not be aliowed to work unift
frained. Further review revealed nursing
assistants had received training on 09/16/11, on
the location of the swallowing precaufions master
list, and the swaliowing precaution strategies.
Review further reveaied on 09/18/11, nursing
personnel were educated on the choking section
of the nurse aide training curriculum. Fasility

Effective 9/15/2011 paid feeding assistants
were no longer allowed to feed residents at
the facility. A Sign Notifying all employees
that paid feeding assistants were no longer
allowed to feed residents at the facility was
posted in the dining room and at the time
clock. Also, the information was reported
on the 24 hour nursing report. Going
forward we will not use paid feeding

. |assigtants at this facility.

F 490

On 9/16/2011 the Administrator and/or the
Activity Director informed the paid feeding
assistanis of their job duties at the facility.
Going forward one of the paid feeding
assistants will work only in the activity
department. The other three paid feeding
assistants will be assigned the title of

- |nursing helper. On 9/15/2011 each nursing
helper signed a list of tasks that she will be
performing. Al nursing personnel and
dietary staff members were informed that
paid feeding assistants would no longer be
used at Monroe Health and Rehabilitation
Center,

The facility corporate consultant visited the
facility on 9/19/11, 9/20/11, 9/22/11 and on
9/29/11 to review with the Administrator
and Director of Nursing the deficiencies and
the plan of correction. She verified on 9-22-
11 that the plan of correction had been
implemented as directed and that
docunentztion to support the

i implementation was present. The .
administrator called an intermittent QA
subcommifttee meeting on 9/22/2011 that
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09/21/11, prior to exit, which lowered the scope
and seveiity fo "E" while the facility monifors the
effectiveness of systemic-changes and quality
assurance achions.
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L lincluded the Medical Director, the |
F 490 Cc{nffmued From page 89 F 440 |Administrator; the Director of Nursing; the
fraining records further revealed on 09/20/17, MDS Coordinator, an LPN, the Dietary
nursing personnet were educated on signs.and Manager, the Infection Control Nurse, and
symptoms of aspiration. - : the facility Corporate Consultant. The
: : ) _ {lity’s deficient practi d plan of
A review of "Swallawing Pracaution Education” to iii‘;ziin fve?fgiszf_‘; sgcsf;e IE:Ie. dig al
be given fo employees upon hire revealed the ; - e
“facifity would ensure newly hired employess wers Id);%e;:gﬁ:;z 1?; E:P?;;efggﬁgc ttfil(?n The
sducated on each resident's swallowing e it wil] ostabli hp A sob "
précautions, signs and symptoms of aspiration, {g‘;‘ ity f"’lg ]‘E /?s /;SO 151‘)%}];:&?221 ee
and emergency preparedness for choking. SO0 ’ .
nd emergency prep g monthly for 6 months then no less than
A review of facility fray cards for the fine quarterty for one year that includes the
residents assessad by the facility to require following: the Administeator, the Director of
swallowing strategies revealed each card Nutsing, the Assistant Director of Nuising,
contained the resident’s required strategies. the Dietary Director, the facility Carporate
’ ' - Consultant, and at least one staff nurse and -
A review of the facifity's swaflowing precaution: two nursing assistants to review the facility
quality assurance iog revealed from: plant of correction and the implementation of
09”5” 1-09/21/11, staff had monitored tray cards ithe same to ensure that the deficient practice
i0 ensure each resident with a swall owing is resolved and compliance is sustained. The
strategy had the strategy on their fray card, that corporate consnltant will report on these
the nurse aide was adhering to the swallowing meeting to the Vics President of Operations.
precautions, and if further s&@ff education was
needed.
Based on the gbove findings, the State Agency
datermined Immediate Jeopardy wags removed on 10/14/11
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