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STATEMENT OF LICENSURE VIOLATIONS

300.610a)
300.1210b)
300.1210c)
300.1210d)6)
300.3240a)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services providad by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisary physician or the
medical advisory commillee, and representalives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written polictes shall be followed in operating
the facility and shall be reviewed at least annually
by this commitiee, documented by writlen, signed
and dated minutes of tha meeling.

Section 300.1210 General Requirements for
Nursing and Persanal Care

b) The facility shall provide the necessary care
and services to aitain or maintain the highest
practicable physical, mental, and psychological

well-being of the resident, in accordance with AttaChment A

each resident's comprehensive resident care V' | t, s
plan. Adequate and properly supervised nursing i

Garo and personal tare shall be provided o each Statement of Licensure Vioiation
resident to meet the total nursing and personal

care needs of the resident.
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¢) Each direct care-giving staff shall review and
be knowledgeable aboul his or her rasidenls’
respeciive resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
sevan-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents’ environment remains
as free of accident hazards as possible, All
nursing personnel shall evaluate residents to see
that each resident receives adequale supervision
and assistance lo prevent accidents.

Section 300.3240 Abuse and Neglect

a} An owner, licensee, administrator, employee or
agent of a facility shall not abuse or neglect a
residenl. (Section 2-107 of the Act)

THESE REGULATIONS WERE NOT MET AS
EVIDENCED BY:

Based on observation, interview and record
review, the facility failed to ensure policies and
procedures for aspiration precautions and meal
services were followed. The facility failed to
adequately supervise residents an aspiration
precautions that affected three of three residents
{R1, R2 and R3) reviewed for supervision in a
sample of nine. The facility also failed to identify
a resident choking In the dining room, which
resutted in R1 dying due lo asphyxia and choking
from a food bolus.

Findings include:

R1's nurse progress note by ES (Licensed
fliinois Department of Public Health
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Praclical Nurse/LPN) reads in part:
Late Entry

11/28/2016 [3:53PM] Type: Incident note - 12pm
- Res (resident) in dining room, having lunch, In
stable condition, no Resp (respiratory) distress
noled. 12:30pm - Reported by CNA {Certified
Nursing Assistant) to check Res, went to dining
room immediately with team 1 nurse and
observed Res unrasponsive, head was slumped
to side, skin cool and pale, one arm was on the
table, one arm was down, carotid artery pulse
palpable but very weak, unable to take BP (blood
pressure), no breath sounds noted, code blue
called. Recheckad VS {vilal signs}, unable to
obtain pulse at this time, CPR (cardiopulmonary
resuscitation) initiated, 911 called, MD {medical
doctor) notified, called brother but no answer, left
voice message.

12:40pm - Chicago Fire Dept (department)
arrived. 1:10pm- skin turned pink, started
breathing, peripheral pulses palpable. 1:20pm -
Sent to [local] ER (emergency room)

[4:20pm]- Receive phane call from [local
hospital), Res passed away at ER and nurses are
trying to lalk ta brother.

The fire department's report reads in part;
11/28/2016:

Time dispatched - 12:36pm

1st on scene -12:38pm

Palient contact - 12:40pm

Ambulance arrival: 12:50pm

Pt (patient) found lying in 3rd floor dining room,
CPR in progress, in care of RN (registered nurse)
slaff. According to staff, Pt was ealing a large
piece of sausage which he aspirated. Upon
transition of care, CPR was maintained, monilor
pads applied, and attempted to ventilate Pt. Pt
airway was opened and [forceps] were used to
remove several pieces of large sausage from lhe
(llinots Deparimenl of Public Health
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Pt upper airway and lower airway (beyond the

vocal cords).

Incident type- person unconscious nol breathing
Cause - Fareign body

Complalnt - Unresponsive

Ambulance called to location lo find unresponsive
63 year old male on the floor with CPR being
performed by [Local Fire Department] truck. Per
Truck, patient was eating his lunch in the nursing
home and began to choke on food. When truck
arrived palient was pulseless and apneic. Truck
was able lo remove a large amount of the airway
obstruction. Patient was in asystole upon arrival.
CPR continued and ALS (advanced life support)
cardiac arrest protocols initiated.

R1's Hospilal records reads in part:

Emergency Physician Evaluation - 11/2816 -
Palient is a 63-year-ald male brought in by EMS
{emergency medical services) from the nursing
home in full cardicpulmonary arrest, According lo
EMS they got a call for a person unresponsive
and not breathing. When he arrived they found
the patient cyanotic with the staff doing chest
compressions. EMS attempted o intubate him
and found several large pieces of sausage
blocking his airway which they removed with
[forceps).

R1's Certificate of Death Worksheet reads in part:
Date of death: November 28, 2016

Cause of death: a. Asphyxia b. Choking on
food bolus

Describe how injury occurred: Choked on food
bolus

On 12/13/2016 at 3:24pm, E3 (Certified Nursing

Assistant/CNA) stated in part, during lunch time,

she was In the dining room cbserving residents.

linols Cepariment of Public Heallh
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[E4/CNA] was feeding [R4] and when [E4] was
done, [E4] sald she was going lo leave to check if
anyone else needed assistance with feeding. E3
stated she said ok, then she stayed in the dining
room. [E1/Adminisirator] came in with 2 guest
iZ1/Administrator in Training] and there were siill
irays on the table. E3 stated she asked [E1]to
walch the residents while she was going 1o get
the food cart to get the rest of the trays that were
left in the dining room. E3 stated that [R1] did not
have a tray and did not have any food. E3J stated
she gol the food cart, picked up the trays and icld
[E1] that she was going to push the trays and cart
back lo the elevator. E3 slated when she was
pushing the car, that's when all of this happened.
[E1] came out the dining room and said [R1]
needed help. E3 said she and [E5/Licensed
Practical Nurse/LPN] ran in the dining reom. E3
said that [E1] called the nurse and [Z1] was trying
{o help. [R1)was in distress end needed help.
{ES) was sweeping [R1's] mouth. E3 stated she
assisted by clearing the tables and helping [R1] to
the flaor and then wheeled other residents away
in the hallway and doesn't know what else
happened. E3 slated that she doesn't remember
[R1} with any food in the mouth and was not
choking.

On 12/14/2016 at 10:16am, E1 stated in part that
{E3] and [EG/CNA] took trays out of the table and
were putting them in the carts when he found [R1)
unresponsive. E1 staied he left [Z1/Administrator
in Training] with [R1] and ran to the nurse's

station and called [ES] for help. E1 stated thal
was no food and there was no tray by [R1). E1
stated that [E3] told him that [E3] was going to put |
trays in the carts and that's when he stayed in the |
dinlng room to introduce [Z1] to the residents. E1
stated thal there were no CNA's or nurses at the
dining room at the time [R1] was found

ilinols Department of Public Healih
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unresponsive and that he is not ¢linical. [R1]
looked like [R1) was sleeping. E1 stated that [ES)
was the first one present in the dining room and
code blue was initiated. E1 stated that [R1] left
with a pulse and died at the hospital due to
cardiac arrest and that this information was from
the hospital and [R1's] altending physician (Z22).

On 12/14/2016 at 10:06am, Z1 stated that on that
day [11/28], she was touring with [E1] at the
dining room and [E1] went over to [R1] who
appeared lo be unresponsive. [E1] said, sir, sir
and ran and got some help. Z1 slated she was
left in the room, and tried rubbing [R1's] shoulder,
but [R1] was not responsive. Staff came within
less than 10 seconds. Z1 stated she did not do
the Heimlich maneuver or CPR. Z1 stated she
has no clue if [R1] was choking because she is
not clinical and just knew that [R1] was not
responsive. Thera were no other staff except for
[E1] when [R1] was found unresponsive,

On 12113/2016 at 12:39pm, ES (LPN) and E8
{LPN) were interviewed. E5 stated in part that
her and [E8] were at the nurse’s station. ES
staled that [E3] called her, so she and [EB] went
{o the dining room and found {R1] blue, with
face/chin down to the chest, head down and not
responding. [R1] was pale and skin was cold,
ES stated that she tried to wake up [R1], tried to
clean [R1's] mouth because she saw food in
[R1's) mouth, on the table, and on the fioor. E8
slated that, [R1) is a big guy, so she held [R1's]
head while [E5] was sweeping [R1's] mouth until
all the food was out. [R1] was slill unresponsive,
called code biue. ES stated this happened about
12:30pm when [E3] was around there and other
CNA's were feeding, cleaning tables and helping
olher residents. While [R1] was still in the chair,
[E7/Assistant Director of Nursing] tried doing the
finois Depariment of Public Heallh
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Heimlich [maneuver] but was not successiul.
[R1] was assisted to the floor. Everyone came in
to help, tried CPR and called 911,

On 12/14/2016 al 11:58am, EG (CNA) slated in
part that she was assigned to [R1] that day and
[R1) was not at risk for choking. E6 stated that
only one carl of trays came up. [R1] ate lunch
from the first cart. [R1] was done eating, but
there were still other residents eating because the
other two carts filled with trays came in later. E6
stated she picked up [R1's] tray, and [R1] said he
was finished. EG stated thal there was another
CNA In the dining rcom, so she left lo go feed
another resident. EG stated while she was
feeding, she heard the code blue and ran to the
dining room.

On 12/13/2016 at 12:39pm, E11 (CNA) stated in

part that she was not in the dining room during

lunch time the day the incident occurred. E11

stated that her resident was adamant that she |

give the resident a shower sa that is what she i
was doing at the time.

On 12/14/201 at 3.08pm, E4 (CNA) stated in part
that [R1] was not at risk for choking or had
aspiration precautions that she knew of, E4
stated that they have to monitor all residents. E4
stated that she went downstairs to bring the carts
filed with trays and that's when she heard tha
code blue. E4 also stated that during lunch,
residents were ealing polish sausagse, vegelablas
and bread.

E2 (Director of Nursing) provided an interview
written statement by E12 {CNA) reads in part:
11/28/20116 "When the tray came up, |1 passed the
tray and gave him his tray. He was In a playful
mode and | sat his tray in front of him. There
iinos Depariment of Public Health
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were 3 staff members in the dining room during
lunch passing trays. 1 weni and fed a resident
after passing out trays and left other staff
members in there. After | was done feeding my
residents | went back and helped to pick up trays
and | noticed the resident sitting up in his chair
waltching TV (television} with no disiress; | did not
notice any chewing movements and he was calm
looking towards the TV as usual, After we
finished picking tray | went down and heard a
code blue.”

On 12/14/2016 at 1:39pm, E2 stated in part that
she faxed an initial report to IDPH {lllinois
Department of Public Health) on 11/28/2016
before 3pm even though the fax sheel says 1900
(7PM) that "CPR Initiated, 911 called. MD
(Medical Doctor) notified and ordered to send
resident to ER for further evaluation. Notifications
made." E2 stated (hat she respondad to the code
blue, when she gol there, [R1] was being
transferred to the floor from the chair. E2 stated
she guided and did CPR, they suctioned food
particles that looked like meat and mixed
vegelables out of [R1's] mouth. The paramedics
asked if [R1] was ealing, but [R1] said [R1] was
done eating. [R1] was on a regular diet, no
aspiration precautions. Staff are lo observe
residents in the dining room, monitor those who
gels fed, and make sure if any type of concern
occurs that someone is there to address or call
appropriate person. E1 staled that no one saw
[R1] choke and no one said [R1] was doing the
universal sign that [R1] was in distress. [R1's]
last speech evaluation was In 2014. Any resident
on aspiration precautions, have to make sure, at
least can be sean at all times when they are
eating. Staff are to visualize what person is doing
and must be in sight. Staff should know who they
iinols Department of Public Heafth
STATE FORM v FVOR11 1t continuation sheet 8 of 15
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are supposed to look at for those at risk of
choking, those who are not eating, those who
need cueing, repositioning lo upright pusition, and
be mindiul and careful, provide comfort and
support. E1 also sialed that she sent the final
report to IDPH on 12/2/2016 at 6:07pm thal reads
resident who is alert and oriented ...was noted
unresponsive. E1 said she spoke with the
physician who slatad with co-morbidities, [R1)
had a cardiac arrest. E1 stated that she did not
mention to [£2] that [R1] had food in [R1's]
mouth.

On 12/14/2016 at 12:37pm, E7 (Assistant
Director of Nursing) stated in part that she heard
a code blue called, [R1] was in the dining room,
unresponsive, CPR initiated. E7 slaled she did
not do the Heimfich manesuver. E7 staled in part
that she didn'l think (R1] was on aspiration
precautions. E7 stated that for thase on
aspiration precautions, staff are to monilor them,
supervise during meals, make sura no signs of
aspiration. The expectations are for staff o
continuously monitor, supervise and usually
someone is in the dining reom doing this. If
palient refuses lo go to the dining room, then staff
need to monitor by slaying close by and provide
supervision where staff can see the patient. [f
someone is choking, nurses are o perform the
Heimllch maneuver and try to help that patient.
Patient’s usually give a universal sign of choking.

On 12/14/2016 at 2:05pm, Z2 (Attending

Physician) slated in part that they called her and

the nurse said {R1) was unresponsive and catled

911. Z2 stated that she received a fax from the

hospital saying that [R1] had a cardiac pulmonary

arrest. Z2 slaled that her office cannol find the

fax, Z2 slated that [R1] was diabetic,

hypertensive and had MS {mulliple sclerosis).

iinots Depariment of Public Health
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[R1] may have had history of dysphagia, but she
did not know of any recent problems. [R1] may
be on aspiralion precautions, and that should be
done for all residents in a nursing home. Z2
stated that she was shocked when the staff said
[R1] was unresponsive. Z2 stated that slaif did
not tell her anything about any food found in
[R1's] mouth. If staff did tell her, then [R1) could
have aspirated. If there was food, they would see
[R1]ehoking en food and staff could have
performed the Heimlich maneuver. Z2 stated that
those on aspiration precautions, staff are to watch
them eat, encourage 1o eat slowly, and not very
fast.

On 12/13/2016 at:

-11:24am, R5 stated in part that he was in his
room and [R1] was ealing in the dining room.

[R1] either had a heart attack or was eating too
much. [R1]is deceased.

-11:30am, R6 stated in part that [R1] was his
roommate and [R1] died. [R1] was in the dining
room during lunch and staff iold him that (R1] was
ealing and choked.

-12:25pm, R7 siated in part that she was ealing in
the dining room and [R8] was eating by [R1]. R7
stated [R1] was at the table behind her and
someone sald [R1) was turning blue,

Multiple other residents were interviewed and
stated thay did not witness anything in the dining
room,

R1's November 2016 Physlician Medication
Review Report reads in part:

Diagnoses - Multiple Sclerosis, obesity, and
dysphagia, oropharyngeal phase

Diet crder summary: NAS (no added salt)yNCS
{no concentrated sweels), regular texiure, thin
conslstency

59999
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R1's MDS (Minimum Data Set) with ARD
(Assessment Reference Date) of 9/9/2016 shows
that R1 needs supervision and one person
physical assist for eating.

R1's Interdisciplinary Plan of Care reads in part:
8/19/16-Concern - The Resident’s Nutritional
Status is/may be polentially compromised, and is
! may be at risk for weight loss rit {related to) Dx
(diagnases) and order for therapeutic diet.
Interveniions: Aspiralion precautions

9/71 6 - Needs/Problem - impaired swallowing
related to Dysphagia

Goals - Will have no choking episodes with ealing
Will have no s/s {signs and symptoms) of
aspiralion - 12/7/16

On 12/13/2016 at:

-11:47am, R2 was eating lunch in R2's room near
the back wall, with no staff present. R2 was not
visible from the nurse's station and hallway.
During continuous observation unlil 11:57am,
there were no staff members walehing R2. At
this time, EB (LPN) followed the surveyor in R2's
room. E8 asked R2 if R2 needed anything. R2
had consumed 75% of the meal. E8 left the
room.

-11:59am, R3 was sliding down in bed, the head
of the bed not al a 80 degree angle
{approximately 45 degrees), with the over the bed
table in front of R3. R3 was eating lunch in the
room with no staff present, feeding self without
utensils.

-12:05pm- R2 was siill in the room, drinking soup,
with no staff watching R2.

-12:06pm - E11 walked out of R3's room and said
In part that [R3] was not done ealing yet, she just
checked and [R3] slill eating. R3 was not
repositioned and was not sitting upright in a 90
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degree angle.

-12:08pm- R2 was still in reom, slight ceugh while
drinking milk with no staff walching R2.
-12:12pm- R3 was in the same position, using
fingers and hand to finish eating beans, and then
drank the juice from the fruit cup. During
conlinuous observalion until 12:21pm, E11
walked in lo pick up R3's tray. E11 stated In part
that [R3] gets out of bed for meals on Mondays,
Wednesdays and Fridays. Taday is Tuesday, so
[R3) stays in bed.

-5:22pm - dinner arrived. R2 and R3 were in the
dining room. R3 was facing towards the window
(norih) and R2 was at the same table facing east.
Staff were passing out trays.

-5:29pm, £9 (Restorative CNA) was the only staff
member present in the dining room, with R3's
back facing towards E9's view.

~5:48pm, E12 (CNA) walked in the dining room
slaled in part that there's usually one CNA who
doas not have feeders, so today it would be her in
charge of watching the dining room, The
surveyor asked E12 why she was not at the
dining room monitoring residents during dinner.
E12 responded, "l was passing out trays.”

From 5:30pm - 5:50pm, there wera four times
when there were no staff members present while
15 residenlts were eating in the dining room, and
no siaff members were looking in at neither 4
doors of the dining room. E9 was feeding R4, but
repaatadly left the dining room. While E9 was
feeding R4, E9 was silting at the south end of the
room, where there was a wall obstructing her
view of R2 and R3. At 5:50pm, there was no one
in the dining room. R3 was drinking mitk and R2
finished dinner. R2 asked the surveyor, “can you
help me get out of here?"

The facility's "Diet Type Report” dated December
13, 2016 reads in part:

59999
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physician,

Gastro-esophageal
dysphagia

oral phase.

reads in part;

9/16/16:

Reminders o clear

of the throat after a

59899 Continued From page 12

R2 - NAS/NCS, mach {mechanical)/soft, thin
liquids, Additional directions: Aspiration

R3 - NAS, mechanical soft, thin liquids, additional
directions - 1:1 supervision

R2's MDS with ARD of 10/13/2016 shows that R2
needs supervision and one person physical assist

R2's Comprehensive and Interdisciplinary Plan of
Care does not address aspiration precaution
interventions and goals as ordered by the

R2's Physician Medication Review Report dated
12/13/2016 reads in part: Diet Order Summary -
Aspiration precaution

R3's Physiclan Medicalion Review Report daled
12/13/2016 reads in part: Diagnoses:

reflux disease, dementia,

R3's MDS with ARD of 9/16/2018 shows that R3
supervision and one person physical assist for
eating and has an active diagnosis of Dysphagia,

R3's Interdisciplinary Plan of Care of Nutrition

Interventions - Position resident for meals upright

food in cheeks

Supervision/cues/encouragement
Needs/Problem - At risk for aspiration Rit (related
to) Hx (histary) of aspiration PNA (pneumonia)

Approaches - 3. Assess for coughing or clearing

swallow

6. Position resident in upright position for meals
8. Allow ample tims for swallowing

59999
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On 12/20/2016 at 11:06am, Z3 (Speech
Therapist) stated in part that [R1, R2 and R3]
have dysphagia and on aspiration precautions.
Any resident on aspiration precautions should eat
in ihe dining room with supervision. Staif should
be locking for any signs of having difficulty
swallowing, lo make sure residents are taking
small bites and small sips, and not eating oo
fast. If any resident is seen coughing during
meals, then sha is called to evaluate the patient
because coughing Is an overt sign that samething
mighl be going on.

On 12/20/2016 at 10:35am, E1 (Administrator)
slated in part that there should always be at least
one to two staff members assigned to supervise
the dining room whose role is to only supervise
and not do other tasks such as pass oul trays or
feed residents.

The facility’s policy and procedure titled,
"Aspiration Precautions" dated 02/23/11 reads in
part: Aspiration is a common problem among the
residents who have difficulty swallowing or
dysphagia. Aspiration mean food or fluids that
should go into the stomach go into the lungs
instead. When such material goes into the lungs
it can cause Aspiration Pneumonia. Aspiration
Pneumonia can worsen quickly if not properly
identified and treated. It is important for signs of
aspiration be identified.

Procedure:

2. After an assessment of the aspiration is
completed a plan of care is developed to
minimize the risk of aspiration. 3. Residents that
have been assessed to be a risk of aspiration will
be monitored on a regular basis.

The facility's policy and procedure titled, "Meal

§9999
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Service" dated 08/11/11 reads in part: It is the
policy of this facility that all residents are provided
adequale supervision lo meet each residenl’s
nursing and personal care needs including meal
service and assistance with eating. 8. Residents
will be monitored for appropriate positioning, diet
consumed, food preferences and feeding
assisiance...
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IMPOSED PLAN OF CORRECTION

Name of Facility: Ambassador Nursing & Rehab
Date and Type of Survey: IR! of 11/28/2016/1L90244 of
12/20/2016

300.610a)
300.1210b)
300.1210¢)
300.1210d)6)
300.3240a)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and procedures governing all services provided by the
facility. The written policies and procedures shall be formulated by a Resident Care Policy
Committee consisting of at least the administrator, the advisory physician or the medical
advisory committee, and representatives of nursing and other services in the facility. The policies
shall comply with the Act and this Part. The written policies shall be followed in operating the
facility and shall be reviewed at least annually by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for Nursing and Personal Care

b) The facility shail provide the necessary care and services to attain or maintain the highest
practicable physical, mental, and psychological well-being of the resident, in accordance with
each resident's comprehensive resident care plan. Adequate and properly supervised nursing care
and personal care shall be provided to each resident to meet the total nursing and personal care
needs of the resident.

c) Each direct care-giving staff shall review and be knowledgeable about his or her
rasidents' respective resident care plan.

d) Pursuant to subsection (a), general nursing care shall include, at a minimum, the following and
shall be practiced on a 24-hour, seven-day-a-week basis:

6) All necessary precautions shall be taken to assure that the residents’ environment remains as
free of accident hazards as possible. All nursing personnel shall evaluate residents to see that
each resident receives adequate supervision and assistance to prevent accidents.



Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee or agent of a facility shall not abuse or neglect a
resident. (Section 2-107 of the Act)

THIS WILL BE ACCOMPLISHED BY:

The facility must provide the necessary care and services to attain or maintain

the highest practicable physical, mental, and psychosocial well-being of the

resident, in accordance with each resident's comprehensive assessment and plan

of care. Adequate and properly supervised nursing care and personal care shall be provided to
each resident to meet the total nursing and personal care needs of the resident by conducting
the following:

1. Conducting in-service with staff on Heimlich procedures, identification of swallowing
problems and mock code simulations.

2. lIdentifying and reporting residents who are at risk for choking or swallowing difficulties.

3. Placing Heimlich and CPR signage placed in dining areas and other prominent areas
throughout the facility

4. Review and revise policies emergency response policies

5. Inspect and test suction equipment to ensure equipment is in proper working order

6. Documentation of in-service training and preventative maintenance records will be
maintained by the facility.

7. The Administrator and Director of Nurses will monitor Items | through VIl to ensure
compliance with this Imposed Plan of Correction.

COMPLETION DATE: TEN (10} days from receipt of the Imposed Plan of Correction.



