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F 279 483.20(d), 483.20(k)(1) DEVELOP F 279
8s=p COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to develop a care plan for safe swallowing
strategies for one of one residents (R1) reviewed
for care plans in the sample of seven.

FINDINGS INCLUDE:

The facility policy, Resident Assessment and
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Care Planning, dated 3/18/13 directs staff, "The
facility must develop a comprehensive care plan
for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing and mental and psychosocial
needs that are identified in the comprehensive
assessment."

R1's Order Summary Report, dated April 2016,
indicates R1 was admitted to the facility on 4/8/16
with the following diagnoses: Parkinson's
Disease, Dementia, Major Depressive Disorder,
Diabetes Mellitus and Anxiety Disorder. Also
included are the following physician orders:
Speech Therapy for swallow treatment, diet
texture analysis and development of
compensatory techniques.

R1's Speech Therapy Evaluation and Plan of
Treatment, dated 4/22/16 documents, "Clinical
bedside assessment of swallowing: (R1) had very
poor control of (R1)'s head and oral area. (R1) is
tremoring and tongue is bunched and protruding
while taking bites/sips. Head had to be stabilized
with chin support to give straw and bites have to
be placed on top of tongue then let (R1)'s lips
close and remove the bolus. If the liquids are
poured from the cup edge, this puts the patient at
risk of aspiration. Recommendations:
Solids-pureed consistencies. Liquids-thin liquids.
Supervision for Oral Intake-close supervision.
Strategies-(R1) will need to be fed. Small bites
and give sips from a straw after several bites are
taken to assist with clearing. Head may need to
be stabilized (arm around (R1)'s head with hand
giving some chin stabilization like a hug). Inform
patient what is happening when giving bites or
sips. Due to the documented physical
impairments and associated functional deficits,
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(R1) is at risk for tremors and aspiration if food or
drink are poured and (R1) is not ready."

R1's Care Plan, dated 4/18/16 documents, "Offer
regular pureed diet." No safe swallowing
strategies are documented for staff to follow.

On 6/21/16 at 8:45 A.M., E3/Care Plan
Coordinator verified R1's care plan contained no
safe swallowing strategies for staff to follow.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:L18211 Facility ID: IL6004253 If continuation sheet Page 3 of 3



