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assessment with a referénce date of 11/8/17.
The MDS identified the resident had diagnoses
that inclided non-Alzhelmer's démentia and

| nasopharyngeal phase dysphagia (difficulty
gwallowing). The MDS indicated the resident had
a BIMS {Brief Interviaw of Mental Siatus) sdore of
5. Ascore of 5 identified severe cogmtwe
impairment. The MDS indicated Resident
required supervision and 1 person assistance
when eating [a mechanically altered and
therdpeutic dist}-

The Care Plan, inifiated on 11/20/16, identified a
potential nutriional problem related to the
'd:agnosm of oropharyngeal dysphagia/swallowing
problém that may be accompanied by
nasopharyngeal regurgitation, aspiration, andfor a
sensation of residual focd remaming in the
pharynx. The interventions included and directed
staff to provide supervision/observation at meals.

Anottier Care Plan intervention, initiated 7/31/15
identified the resident able to eat independently
but spills foots and liquids at imes so needed
partial assistance when spilling, utilized a Flo-Trol
cup for &l liguids and served a reduced sodium
Level 3-atvanced diet with nectar thick liquids.
An addendum fo this Intervention dated 9/20/186,
directed the staff to rronitor the resident’s
chewing and swaijowing ability during mealfime
and the resident-would be moved to & table closer
t the nurse's work area.

The ST (speech therapy) Therapist Progress &
Discharge Summary dated 10/26116 documented
the resident received speech therapy treatment
Q/19-10/26/16 for the diagnosis of oropharyngeal
phése dysphagia. The report documented the
regidant exhibited increased tendancy to overfill

F 689
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hig moath with mild. residual remamlng in the left
bugcal ca\.'ity and the tongue after swa!iowmg

| The resident dispiayed a.delayed réfléxive goligh
on a regular textures/liquids and large quantities
ahd identified the resident at high risk of
aspiration due to reduded awarsiiess, tendency to
by compu]swe and history of dysphagia,

The resident d;scharged from speeth thetapy on
10/26/16 dfter the theraplst prinfed and
distributéd compensatoly feeding strategies and
Safe Swallow Precautions for the resident to the
residant as well as the nursing staff:

_Adocument fitled Safe Swallow Precautions for
the resident dated 10/26/16 directed the following:
1. Ahvays eat and drink ‘while sitting up as close
t6 80 degrees ag possuble.
2 Remann sitting up for atleast 30 minutes after
eating, drinking or taking meds,
3. Swaliow everyihmg before takifig another bite
c:r drink.

4. Srall bites apd 1 drink at a fime.
5 Altérnats a bité then a drink.
Raview of the fesident's Carg Plan identifed
these dlrectwes niot incorporated on the resident's
current Gare Plan,

On 1/28/18 at 8:26 PM the speech thetapist was
:nterwewed and stated she treated Resldent #4

| from B4 9/-10/26/16 and sfaff needed to follow the
recommendations she provided. Thé speech
therapist stated she had aducatad the staff fo the
fact the resident réquired supervision with eating
as the resident being at high risk for aspiration or
choking betause of hjs swallowing problam,
lmpulsnﬂty and cogmtwe deficits. The therapist
also stated she would expect her
racaminefidations be-followead aid p!ac‘.ed aii the
Tesidents Care Plan’] nless the resndent was
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re-svaliiatéd and the recommendations she
made werd no longer appropriate. The therapist
stated supervision should be provided with
snzcks and trays served to residents in their
Fooms,

Review of the resident's record revealed no other
spaech iherapy evaluation or treatment after
10/26/16.

The Progress Notas entry, completed by StaffA,
redistered nurse {IRN) ori 12/4/17 at 1:40 p.m.
indicated she was summoned to the resident's
room by the far west hall charge nurse at 1:26
PM. Staff A identified the résident as
non-responsive and blue in color. The farwest{
hall charge nurse was present and performed the
Heimlich maneuver without success so back
blows were done. ‘The treatment nurse in the
room did a finger sweep of the resident's mouth
o remove the visible food and also performed the
Heimlfich maneuver without success. The charge
nirse suctioned thé résident’'s mouth with ne
guccess. The résident had no palpable puise.
The emergency responders prenounced the
resident deceased at 1:40 p.m. a8 the resident
had ne pulse, respirations or measurable blood
pressure,

On 121517 at 8:46 Al Staff D, certified nursing
assistant (GNA), was interviewed and stated shé
was assigned to the hallway where Residant #4
resided and the only CNA assigned to that
hallway due to a staff call-in. She assisted
residents with transportation to and frofn the
dining room for breakfast and luneh and then
remained in the dining roem for both meals. Staff
D stated Staff A told her she passed out [served]
the resident room trays for her hall.  Staff D
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statad Resident #4 ndmally sat ot a table at the
back of the dining reom in front of whare the
nurses’kaep thair riadication carts, but the
resident had been expeiiencing loose stm_}ls S0
he refnained In-hi§ Foarn for breakfast and lunch.
Staff D stated shepicked up resident room trays
after funch. Shehada conversation with the
resu'jent‘s roommate. She looled ovér and Saw
the resident's whole body as hilue i in colgr. Staff
D stated she asked the resideit if he Wes akay,
she got no résponse so she went to the: nursmg
desk righit around the comer from the resident’s

] rbom and alerted Staff G, ficensed practical niirse

(LPN) who went iminediately to the resident's
raom. -Stalf D stated Staff € attefapted to do the
Heimlich manauver on thi resident but Staff Cis
sriall In stature and Gould not gsther arms
around him as the resideit satin arecliner. Staff
G perfarmed back blows on the resident and then
S{aff B, LPN (licensed praciical nurse), also came

into the room.  Staff D stated the rasident was

abserved aling cookies al day and had crumbs
of hig'shirt and all the cookies were gone. Staff
D staigd she would assume the resident neéded
to be supervised while eating in his room
because the resident normally sat in the
supemsed -area of the dining raom,

| On 42M4117 at 5:11 PN, StaffC {licensed

practical nurse) was interviewed and stafed she
was sufmmaned to the resident's room by Staff D.
Staft G stated shé dbsgved the resident sifting in
the recliner and sha ch$erved hid skin color tobe
blue. Staff C statéd shis attempted fo do the
HE[mIIGh Wlaneuver with the resident seated in
the retliner but unsuccessiul bacatse she is
shart i stature: She performad back blows.
Staff G stated she left to get thé suction fachine

and dida ﬁnger sweep of fhe res:dent's mgith as

F 689
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the chewed food and liquids ware coming from
the resident's mouth, Staff G stated she
suctiongd the resident without success and the
resident had no carotid or apical pulse at this
time. The staff previously checked and the
determifed the resident had requested no DNR
{do rot resuscitate).

On 12115417 at 8:03 AM Staff 8 (licensed
practical nuise) was interviewed and stated the
Distary Services Manager (DSM) called for hat to
gome to the resident's room. Staff B stated she
ohserved the resident as blue in color.  Staff C
was alreéady in the room and Staff Awas also
corning down the hall from the oppesite direstion.
The resident sat sfightly forward n the recliner
with food and fluid soming out from his mouth.
Someons in the foom 5a8id "He is choking”, Staff
B statad the staff lowered this resident to the floor.
Staif B stated she could not get her arms around
the resident so she performed the Heimlich
without response. The resident had no pulse by
palpation and auscultation (listening with
stethoscope).  Staff B stated she was the only
staff member to perform the Heimlich maneuver.
Staff C did a finger sweep of the resident’s motith
because there was food in the resident’s mouth.
Staff ¢ alsp suctioned the resident without
success. EMS (Emergency Medical Services)
responded and placed the resident on a monitor
(to record heart rhythm) and pronounced the
resident deceased. Staff B stated the resident
normaily sat in the dining room in the assisted
area. Anurse supervises the dining room and the
other charge nurses assists in the dining room.
Staff B stated she also will assist in the dining
room. Staff B stated if a resident's Care Pian
dirécted a resident to be supervised wheh eating
and the resident required a room tray, then the
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staff needad to sit with the restdent while they are

-eating, even if the resident fed themselves.

On 12114717 at 4:40 PM Staff A (fegistered niirse)
was interviewed dnd Siatéd thé overnight ntase
had reported the resident hiad Iose stools sa she
made decision fo keep the resitlent in his room
for breakfast and believed he had ate in his room
the day, before too. She statéd she observed the
resident eating cobkies without difficulty when she
administered his/her medtcatlcms scheduled for
8:00 AM, StaffA stated she delivered the
resndent's rgom tray af lunch which corigisted of
regulartcast J&l1:0 and broth and other liguids.

‘She stated the resident was seated uprightina
recliner. Staff A stated around 12;55 PM Staff €

catled for hier to come to tha fesident’s room.

Staff B was also presenti in the room. The
__res:clent was unresponsive: Staff B and C

altempted to perform the Helmlich after staff
lawered the resident to the floor isi order to get

behind the residenit. Staff A stated the résident

had beige-colored foad in the oral cavity and Staff
C remaved it with a finger sweep. Staff A called
911 and the EMS responders verified the resident
hiad no pulse, respirations or blogd pressure.
Staff A stated the §taff supervised the resident
from the hallway while he ate in kis room. StaffA
stated only 1 CNA assigned to that hall,

Review of tha surveillance camera fodtage of the
resident's haliway showed Staff A delivered room.
trays to the resident and his roommate at 1701
PM and 1:02 PM and no other staff present in the
haliway. Siaff Astated she galied the resident's
phystcian S NUSE tg inform her of the resident’s
desih biit did not explain the circumstances
surraundmg he resident's dedth;
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On 12720117 at 10:27 AM, the resident's physician
was interviewed and stated he called the facility
for additional information regarding the resident’s
death after the surveyor left him a message on
12M5A7. The physician stated the fac:llrty had
not informed him of the circumstances
surrounding the resident's death unti! he
requested the facility send him the Tesident's
progress notes for review. The physician stated
he hiad alréady completéd the resident’s death
certiflcate prior to his knowledge of the incident
but could say that it is highly suspected the
resident expired ‘bacause of choking and
considerad the déath to be unexpected. The
physician asked if the resident should have been
supervised whilé sating. The resident’s Care Plan
and speech therapist documentation was
discussed at this time. Thé physician stated that
all recommanddtions and documentation from all
licensed therapists is sent to Him and Is reviewed
and he does sign them so it would have
technically been a physician order to supervise
the residest as directed by the speech therapist.
The physician stated he is also. the facility's
medical director and the issue has been
addressed with the facility management staff.

Note: Atthe time of the complaint investigation,
the complamt was coded at a "J* immediate and
serious Jeopardy By 12/18/17, the facility had
adequately addressed the jeopardy and the grid
placement was lowered to the "D"level. The
staff wire educated to monitor and supervise for
swallowing difficulties and aspiration at rneals in
fhe dining room and and & staff member must be
with resident the entife time if they romain in their
room for meals:. The Director of Nufsing
reviewsd all of the resident's Care Plans on
12/14/17 and identified all residents with
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aspirafion or swallowing concerns that required
staff observation while eating. ATst of residents

recuirng supervision was devefoped and paced

ifithe nurs:ng communication binders on
1211417, The Director of Nursing waould do
audits and resuits reporiad 10 the quality
assurance commitee,

As of the 1/30/18 exit confersnce, the facllity
conttnued to need ta:

Finigh in-sevice employees of the need to
Fronitor and supevise rasidents with swallowing
difficuttias and patenuai for aspiration when eating
meals irt their raoms (staff to stay with resident}
and staff present in the dining room to ensure
suparvision of fesidents with swallowing
difficuitiss.

Confiritie to manitor to ensure the staff are with
vesidents when eating in their rooms.

2. Resident#2 had & MDS with & refarence date
of 11/8/17. The MDS indicated the resldent had
diatinosls that included oropharyngeal dysphagia,
cerehrovascular accident (stroke) afid
non-Alzheimsi's dementia. The MDS Indicated
tie residerit could fagd self aftar set up.

The Gare Plan identified the resident could feed
self. andependently and required a dysphagla
L.evel il dist. The Speech Therapy Daily
Treatneént Nota datéd 11/16/17 doctumented the
resident swallowing as Safe but usually raquired
moderate cuas io use compensatory strategles
The note directed nursing staff to mafitor the
residenit closely for prisumania because of at high
risk for aspiration.

On 12/28/17 at 3:40 AM the speech therap;st was
intérviewed and stated Resxdent#z had

FOﬁM BMS’Q_SBT,(Q;@Q) Previous Versions Obsole{e

Evént 1070VT51
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If cartpuafion sheetPage. 8 of 14




PRINTED: 02/13/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES 7 . OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES - {%1) PROVIDER/SUPPLIERICUA (%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: ABUILDING . COMPLETED
c
165191 B, VNG 01/30/2018
NAME OF PROVIDER OR SUPPLIER o STREET ADDRESS, GITY, STAIE, 2P GODE
BGOOD SAMARITAN SOGIETY - RED OAK 201 ALIX AVENUE
' R RED OAK, IA 61566
M) 1D _ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ’ ix85)
AREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLEVION
TAG REGULATORY OF LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE,
DEFICIENGY)
F 689 | Continued From page B F 689

significant cognitive deficits, declined thickened
liquids and a modified diet, and should not eat
unsupervised,

3. Resident #3 had a MDS with a reference date
of 9/27/17. The MDS identified disgnosis that
included oropharyngeal phass dysphagia for
Residant #3. The MDS indinated the resident
required set-up and supervision with eating.

Thé Carg Plan identified a potential nutriional
problem on 14/206 related to oropharyngeal
dysphagia and directed the staff members fo
mionltor ths resident for chewing and swallowing
dificulies. The Care Plan contained the nursing
rehab plan, initiated of 5/7/14. On 1U2/17 the
plan directéd thé staff to ensure the resident
swallowed twice with every bite (a dry swallow
after the first swallow), afternate solids and liguids
(a drink after a souple of bites) and for the
resident to fernain alert during meals {eyes open).

The Speech Therapy Treatment Note dated
11/2117 documented the resident aspirates
across all diet consistencies due to Zepkef's
diverticulum.

The document titted Nursing's Shift-to-Shift
Huddle Gare Plan Updales and Nead fo Knows,
dated 1211417, listed 110 residents, which
included Residénts #2 and #3, with swallowing
difficultiesiaspiration. The listed residents
required sugervision at meals whether in the
difiing room or in their robms,

Obiservation on 12/28M7 at 12:55 PM identified
no nursing staff in the dining room and Residétits

#2 and # 3 ahd 9 othier residents stll eating lingh.
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Opgervation revealed Blarf E; distary aide,inthe
dining raom recrding residént fgsl

' gonsumptlbns Stiff E-stated shé f\ad received
Hefiligh niahgdver traiping, c[urmg employee
Srisitation BUE weuld not-feel comifortable in

| respoidiigto g chokmg tosident. She statedifa
résident choked she would laave the arsa and

summon a nurse,

StEff B stated thefd is & fist of rasidents who
redijire stpérviston while eating and'she thinks
that Resident #2 and #3 required supeivisicn and
acknowledged they are stil eatind at this ime.

Review of the posilng prasented by the DON at
2:40 PM of 12/28/18, Uiretcted the tolloving:
All staff Wili bs ftaided or re-fraingd.in the
| Mgifalich by 175117 [18}. Hfyouobservea resident
thiat appears ta be choking and nesd fd glert
anofher statf membar, page dverhéad for
assistance STAT (immediately-No delay) A -
Jicehsed nursa should be irrthe dining room to
shgerve and monitor fora choking incident afd 1o
monitor residents for changein chew[swq!low
abllity. thisis not pogsible, a system will b& In
pIace {o alert the lvensed nursé fo contems and
orovide a person i the dining rogm who is
knowledgaable i parfarming the Helmlich
manetver.
F730 | Nursé Alde Peform Review-12 hrfyr in“Service
Su=E | CFR(s); 483.35{)(7)

§483 35(d){7) Regular in-service édugation.

The facility must complste a | perfoimance foview

of-évely nufse ajde at least once svery 12

| mionthg, arid tnust provide regular in-service

edugation based on the outcome of these
fevisws, In-service training must comply with the

i EROVIDER'S PLAN AFcoRRECTON
PREFI){
e

689,
Correrttonto affected individual:

730 StaffJ perfpemance eviluatign complated

A 1/4/18, Staff K pétforifiarice Evaluation”

completed 2/15/18. Siaff & performante
evalvations will e cumpl‘eteden 2/33/18.
SYAFF | ¥ & IGnger ah.emiilayés Bt the centef,
Astiod 2o protect individuals in similay
Situdtions:
[irebenf pf Nursing Wit cem}alete thiee-
eifiployed performani:a euaiuauans aweel
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Based on persanng! file reviews and staff
Interview, ine faciilty failed to assurs il cortified
nursing assistants (CNA'S) récélve & yeaily
parfoimancs evaluations for 4 of 4 sa?npled
GNA's employed greater than 1 year (Staff G, H, |
and J). ‘The facility identified a census of 53.

Findings include:

1. Thé personnel file for Staff G, CNA,
documented a hire dats of 7/28M6. The
personnst fle failed to. contain. a yearly
perfarmance evaluation,

2. Thia perscnnel file for Staff H, CNA,
documented a hire date of 7/16/13. The
parsonnel file failed to contain & yeardy
parformance evaluation since the most recent
evaluation completed on 8/5/15.

3. The personnel file for Staff 1, , CNA,

dodumentad 4 hire date df 10/20/15. The

_perscnnel file failed to contain 2 yeardy
-parformance evaluafion sincg tig mst regent

wvaluation complsted on 10/20/16.

4. The personpel file for Staff J, CNA,
documented a hire date of 8/24/10. The
personnel files failed to contain a yearly
pefiormance evaluation gince the 1ast orie
complétéd on 10/20/186:

Duiring interview on 12/28/17 at 4:05 PM the
Administrator stated she is not sure why the
evalualions were not completed butwould malde
sure tiiey are completed.

ogenr

Managers and emp!oyges Will participate Tn
& ahintial perfbrmance evaluation and a mid-
year performanee check in using the
performanice model, Managers will miaet with
employees at least annyally fo formally
review and gocument the entire yeas
perfopmance,.

WManitar perfdrmance:

Audits witl be completid weekly x 4 wiskks to
ensure-3 performince gvafiations are
complated uetfl curcent employeesare
ciirrent and thén monthly 46 ensure .
_emp[oyaqs evaluations are campleted fimely.

wa D ' SUMMARY. STATEMENT OF DBEFICIENEIES _ PROVIDER'S PLAN OF CORREGTION x5
PREEIX. (EAER DEFICIENCY MUET BE BFEECEDED.BY FULL PREFIX EALH CORRECTIVE, Atmou sHouin HE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE nATE
DEFICIENCY}
F730 | Contiriued From page "” F730 unti alk employeés havé a current empInyee
requitrements of §483.98(g). perférmance evaluation,
This REQUIREMENT is hot met as evidented
by: Measures takan fo-ensure probiam doas not

Correctign date 2/22]2013

FORM NS 2567(02-80) Piaviads Vérsions Ghsalets.
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F947 | Required In-Setvice Trafing for Nurse Aides 47

_88=0 | GFR{s): 483.95(g}{1}44)

aides.
Ins@rvice training must-

§483.95(g)(1) Be sufficient to ensure the

be Ao [ess than 12 hours per year.

§483.95(g)(2). Include demeéntia Management

§483.05(g)(8) Address areas of wealness as

address the special needs of reSidents as
determined by the tagiiity staff.

to individirals with cognitive irpdirments, also
address the care of the cognitively Impaired.

hy: .
Based on persofine! filo reviews and staff

and I). The facllity reported a census of 53.
Findings inghide:

1. ‘The personnél file for Sfaff G, GNA,
ingervice records fof 12111642117 revealed

| statf 5 receivéd only 11 hours of ingetvide
egucatipn.

§483.95(0) Requirgd in-service trainirig for nwse

continiuing cotipetence of nurse sides, but must

training and resident dbuse prevention training.

deterriined} i hurse aides’ parfofinarice reviews
| and faciiity assassment at § 483.70(e) and may

§483,95(g)(4) For nurse aides pioviding services
“This REQUIREMENT 1 figthet as evidended

| interview, thé fatility fdiled to assure all certified
nursing assistantd (CNA's) recehsd 12 hours of
insarvice sducation annifally for 3 of 4 sampled
CNA's employed 1 year or greatar {8taff G, H,

documented a hire déte of 7128116, Review of the

Cornegiion toaffectad Individuais:

Staf G, H ermployeé filz reidewed, Statéfisno
lotiger émpldved

Actitin to protect individuals T similar
siyations: :

Stafpeluckted o 2f21/18 inyegardstatie
calendr oF séhedled monthly in-services ditd
|éarning topics, s well as timeframe for
corpaietipn,

iUrsasures taken to ensirg problem dogs Rot
ped

Staffwas edacated _2_{31{_1?_ in regards o
Fépulations arpynd 12 hours of education 2
year, Copractive action will be taken o1 §affs
that do not camplete the required learaing
actiitias. '

Monitor performance:
Audits will ba tompleted Tnohthly by staff
dévalnpment caordinator br designieto

ensupa monthlyin-services are beipg
cor'qpieted.

Coreactfon Date: 2{21f18
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2. The personnel filis for Staff H, GNA,
dosumented @ hite date of 7116113, Revisw of
the insewlce records for 12/11642/1/7 revealed
Staff H received only 4 hours. of insérvice
education.

1 3. The personniel file for Staff, , CNA,
docurenited a hire date of 10/20/15.. Review of
the Inservice records for 12M1/A8-12/117 revealed
Staff H received only 8.5 hours of insenvicg.
edugstion.

During inteiview on 12/28/17 at A:05 PM the
Administrator stated she foele the CNA's have
teceived more Inservice education fime that what
s ﬁocumented but-acknowledged ths facility had
changes in the Administrator, Director of Nursing
and Siaff Devehpn‘ient Goord:nator pmsmons
recgritly and she planned to keep better tracK of
eduscation time and content going forwvatd.
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