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A complaint investigation was initiated onsite on ! 5
11/13/08 and was concluded on 1/14/09 | F280
280 4B3 20(d)i3), 483 10{ki2) COMFREHENSIVE F 2801

After this incident occurred our systems
were reviewed, the delegation of duties and
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The resident has the right. unless adjudged
ncompetent or otherwise found to be

incapacitaied under the laws of the State to
participate in planning care and treatment or

changes in care and treatment

~ comprenensive care plan must be developed
within 7 days after the completion of the
comprenensive assessment; prepared by an
interdiscipiinary team. that includes the attending
physician, a registerad nurse with responsibiiity
for the resident, and other appropriate staff in
disciplines as determined by the resident’s needs
and 1o the exient practicable, the participation of

the resident. the resident's family or the resident's

2gal 'ﬁpr“sﬂn'“fu.e and periodically reviewed
vised by 2 team of gualified persons after
n EE_ESSFT‘I:FI[

his REQUIREMENT is not met as evidenced

-

Basea on record review, and confirmed by
nterview. the
for 1 applicable resident in the sample (Resident
#1} Findings include;

Per review of

the medical record, Resident #1
~as at rigk for choking, and received a Bedside

Swallow Evaluation by a Speech Language

facility failed 1o revise the care plan

responsibilities better defined and dietary
tray cards for all residents requiring
supervision were flagged.

Dietary and nursing staffs were aducaizd an
the flagging of the tray cards.

all residents have the potentizl to be
effected by the alleged deficient practics.
Resident #1 was transferred 1o the hospial
and expired on 05/06/2008

The care plans of all the residents at risk for
aspiration have been and will continue 1o
be audited and updated to refiect speech
recommendalions on an angoing basis.

Upon completion of the evaluation the SLP
is responsible for updating the speech care
plan with any new recommendations ar
changes.

The 5LF's have been educated regarding
this process.

Random audits of aspiration risk care plang
will be done weekly x 60 days and quarterly
® & months.

Besults of audits will be presented at the

COl meeting menthly x & months 2/14/2009

T 2-/3-09

DMS or designee will be responsible for
monitering compliangs, (4] Fa

cther sategpards prd

/éfxinhm shadfiN

%8 DATE
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TITLE
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F 280 Continued From page 1
Pathologist (SLP) on 3/30/08 and 3/31/08. The

1. Supervision during meals. 2. Meat should be
cut into small pieces. 3. Cue for second swallow
to clear oral cavity/pharynx after food and liquid.
4. Aliernate bites of food with sips of liquid. 5. Pt.
should remain upright for 30-40 minutes after
meals/snacks. 6. Re-evaluate for mechanical soft
diet if choking is noted with these precautions.

conducted the evaluation stated that s/he
communicated the results of the evaluation
verbally to "a nurse”, but did not document in
Resident #1's medical record, or record to whom
she reported the results to,

Per raview, the comprehensive care plan dated
1/12/08 had not been revised to include the
recommendations made by the SLP. The
comprehensive care plan stated Resident #1 was
able to eat independently. Per telephone interview
on 1/14/09, when asked about updating the
comprehensive care plan to include SLP

stated "There would have been an expectation
that something be provided in writing. I'm not sure
the system was understood by everybody. The
[SLP] was per diem. I'm not sure s/he should
have updated the care plan at that time".

Per telephone interview on 1/12/09, the Manager
of the Rehabilitation Unit stated "At that time,
because speech language paihology was only per
diem, we expected nursing to update the care
plan”.

Per telephone interview at 5:40 AM on 12/3/08,
LNA #1 stated | thought [Resident #1] could eat
independently”

evaluation made the following recommendations: '

Per telephone interview on 12/2/08, the SLP who |

recommendations, the Nurse Manager of that unit

F 280
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F 280 Continued From page 2
Fer telephone interview on 12/2/08, Registerad
{ Murse #1 stated that s/he cbserved Resident #1
i the morning of 5/5/08 and the Resident was alone
| in the bedroom eating from the breakfast tray set
| up on the fable...l just wish we all had known, |
i don't recall seeing it on the care plan”

Per review of the medical record, Patient #1
choked on scrambled eggs on 5/5/08 and was

f ancri

| emergently transported to the hospital. Patient #1 |

i expired on 5/6/08.
483.25(h) ACCIDENTS AND SUPERVISION

s M
L raa
G

The facility must ensure that the resident

i environment remains as free of accident hazards

a5 is possible; and each resident receives
i adequate supervision and assistance devices to
| prevent accidents.

This REQUIREMENT is not met as evidenced
by

- Based on record review, and confirmed by

| the sample {Resident #1). Findings include;

Per review of nursing notes on 11/13/08, on

Fesident #1 was found in their room "sitting up in
bed unable to speak, no body movement,

of mouth, Heimlich maneuver attempted
approximately 20 times without effective

of throat. Food visible in back of throat.
| - Compressions (chest) continue and attempt to

5/5/08 Registered Nurse #1 documented that |
droocling.. Attempted to open jaw for finger sweep

results. . Yankauer suction of oral cavity and back

F3z3 P23
Al residents have the potential to be
effected by the alleged deficient practice.

Resident #1 was transferred to the hospital
and expired on 05/06/2008.

Upon completion of swallow evaluation the
speech therapist is responsible for following
the newly revised speech therapy
recommendation protocol, which includes
the speech therapist giving the charge
nurse the written evaluation with
recommendations.

interview, the Facility failed to provide supervision |
to prevent an accident for 1 applicable resident in

Mursing and speech therapist have been
educated regarding this protocol.

Random audits of swallowing evaluations
will be done weekly x 80 days and quarterly
* 6 months.

Results of audits will be presented at the
CQI meeting monthly = & months,

DNS or designee will be responsible for
menitoring compliance.
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F 323 Continued From page 3

clear airway. At approximately 0920 Ambulance
staff arrived, took over 'code’.. Pt fransported fo
hospital via ambulance”.

Per interview cn 12/2/08, Registered Nurse #1 i
stated "We got suction at some point, | suctioned, |
| was getting egg out of her throat. It was in the
back of her throat.. We were getting a
considerable amount of egg, approximately 1 Eup
out of her throat”

Per telephone interview at 5:40 AM on 12/3/08,
LMA #1 stated "l came to [Resident #1's] room, |
saw something was wrong. [Resident #1] was in
there by herself. | sent someone to get
[Registered Murse #1]. Something was in
[Resident #1's] mouth. The teeth were grinding
together like is was locked shut. [Resident #1]
was awake Sitting right up in bed like we set
[Resident #1] up. | thought [Resident #1] could
eat independantly”.

Per interview, Reqgistered Nurse #1 stated that
sihe observed Resident #1 the morning of 5/5/08
and the Resident was alone in the bedroom
eating from the breakfast tray set up on the table.

Per review of the medical record, Resident #1

"was at risk for choking, and received a Bedside

Swallow Evaluation by a Speech Language
Pathologist (SLP) on 3/30/08 and 3/31/08. The
evaluation made the following recommendations:
1. Supervision during meals, 2. Meat should be
cut into small pieces. 3. Cue for second swallow
to clear oral cavity/pharynx after food and liquid.

4. Alternate bites of food with sips of liquid. 5. Pt
should remain upright for 30-40 minutes after
meals/snacks. &. Re-evaluate for mechanical soft .
diet if choking is noted with these precautions.

Fer telephone interview on 12/2/08, the SLP who i

F 223

2/14/2005
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conducted the evaluation stated that Resident #1 |
was "at risk to choke. [Resident #1] just wasn't
clearing the food from the mouth clearly”. The :
i SLP confirmed that by recommending ;
"supervision” on the Swallow Evaluation, the
expectation was that Resident #1 would have
staff present at all times during meals. The SLP
stated that s/he communicated the results of the
evaluation verbally to a nurse, but did not
document in Resident #1's medical record, or
record to whom she reported the results to.

Per interview, all nursing staff that worked on
3/30/08 and 3/31/08 stated that they were not
informed of the results of the Bedside Swallow |
Evaluation conducted by the SLP. [

Based on review of medical records, Patient #1
expired at the hospital on 5/6/08. The Certificate
of Death cited Aspiration Pneumonia as the '
cause of death. Per telephone interview on
1/14/09, the Medical Director of the Nursing
Home, who signed the Death Cerificate, stated
"the cause of the aspiration was the eggs. | think
the aspiration was the primary problem. She
choked on the eggs and that's why she
aspirated". The Medical Director further stated "l

! pointed out to the nurses, we were concerned

' that [Resident #1] was at increased risk of i
choking due fo and increase in narcolic pain

Per telephone interview on 1/12/09, the Chief
Medical Examiner stated "This [Resident #1)
choked on the eggs-that's what killed [Resident
#1]. The scrambled eggs blocked off the airway.”. |
Per review of a Regquest to Correct a Death

' Certificate dated 12/31/09, the cause of death is
listed as "Complications of Cerebral Anoxia due

F323§
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The facility must maintain clinical records on each |
resident in accordance with accepted professional
standards and practices that are complete; '
accurately documented, readily accessible; and
systematically organized.

The clinical record must contain sufficient ;
information to identify the resident. a record of the -
resident's assessments; the plan of care and
services provided, the results of any

preadmission screening conducted by the State;
and progress notes. !

This REQUIREMENT is not met as evidenced

by

Based on record review and confirmed by |
interview, the facility failed to keep complete |
medical records for 1 applicable resident in the

- sample (Resident #1}). Findings include:

Fer record review, Resident #1 who was at nisk
for choking, received a Bedside Swallow
Evaluation by a Speech Language Pathologist .
{SLP) on 3/30/08 and 3/31/08. The evaluation I
made the following recommendations: 1. |
Supervision during meals. 2. Meat should be cut
into small pieces. 3. Cue for second swallow to
clear oral cavity/pharynx after food and liquid. 4
Alternate bites of food with sips of liquid. 5. Pt
should remain upright for 30-40 minutes after !
meals/snacks. & Re-evaluate for mechanical soft |
diet if choking is noted with these precaufions. :
Per telephone interview on 12/2/08, the SLP who
conducted the evaluation stated that sthe
communicated the results of the evaluation

All residents have the potential to be
effected by the alleged deficient practice

Resident #1 was transferred to the hospital
and expired on 05/06,/2008.

Upon completion of speech evaluation the
SLP 15 responsible to follow the 5T
recommendation protocol and filing a copy
in the resident’s record

5LP's have been educated regarding the
above protocol.

Random awdits of resident recosds will be
done weekly x 60 days and quarterky x &
months.

Results of audits will be presented at the
CQl meeting monthly £ & months

DMS o designee will be responsible for
monitoring compliance,

L RC ac Z-13-0%
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verbally to "a nurse”, but did not document in | '

Resident #1's medical record, or record to whom

she reported the results to.

Per review of nursing notes on 11/13/08, on
5/5/08 Registered Nurse #1 documented that

- bed unable to speak, no body movement,
drooling... Attempted to open jaw for finger sweep
of mouth, Heimlich maneuver attempted
approximately 20 times without effective

of throat. Food visible in back of throat. .
Compressions (chest) continue and attempt to
clear airway. Approximately 0920 Ambulance
staff arrived, took over 'code'.. Pt. transported io
haspital via ambulance”.

Per interview on 11/13/08, the Rehab Director
stated "The day [Resident #1] choked, | went and
looked. | couldn't remember if speech saw ;
[Resident #1]. It (The Bedside Swallow

Evaluation} wasn't in the chart. | reviewed the [
chart. It wasn't in the chart | found the signed |
copy and a copy of it in the to be filed pile" ;

Per interview on 11/13/08, the Nurse Manager of
the unit stated "l don't believe we had the results
of the SLP recommendations. It was found after
the 5th (5/5/08)"

Per telephone interview on 12/11/08, the LNA
‘ responsible for filing the SLP evaluations in the

medical record stated "The SLP evaluation did

not make it to the patient's record. The SLP would'

put it in [Resident #1's] chart, and | put it in the !
SLP's file. | was told not to file it, that the SLP was |
to do it" i

Resident #1 was found in their room "sitting up in

results... Yankauer suction of oral cavity and back
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due to choking on food.

Per record review, Resident #1 expired on 5/6/08
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