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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35346

Based on interview and medical record review, the facility failed to ensure the care plan was implemented 
related to informing all staff caring for Resident 1 of the special feeding needs for Resident 1. This failure had 
the potential for Resident 1 not receiving care and services to meet the care needs.

Findings:

Closed medical record review for Resident 1 was initiated on 8/21/24. Resident 1 was admitted to the facility 
on [DATE], and readmitted on [DATE].

Review of Resident 1's Physician Progress Note dated 8/6/24, showed Resident 1's diagnoses included 
dementia. 

Review of Resident 1's Plan of Care showed a care plan problem initiated on 7/15/24, addressing Resident 
1's swallowing problem related to dysphagia. The interventions included for all staff to be informed of the 
resident's special dietary and safety needs, alternate small bites and sips, use a teaspoon for eating, and 
instruct the resident to eat in upright position, eat slowly and chew each bit thoroughly.

Further review Resident 1's closed medical record showed CNA 1 had fed the resident dinner on 8/14/24 at 
1757 hours. 

Review of CNA 1's personal file showed the hiring date of 8/13/24. The file showed the skilled checks 
including meal services and feeding were completed on 8/15/24, after CNA 1 had started to feed the resident 
on 8/14/24. 

The resident's care plan was not implemented related to informing all staff of the resident special feeding and 
safety needs. 
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On 8/22/24 at 1343 hours, a telephone interview was conducted with CNA 1. When asked about the incident 
happened during the afternoon shift on 8/14/24, involving Resident 1, CNA 1 stated she was an orientee and 
it was the first time to work with Resident 1 on 8/14/24. CNA 1 stated she was informed Resident 1 needed 
assistance for eating. CNA 1 stated she fed Resident 1 a total of three spoons of food. After the third spoon 
of food, Resident 1 gestured she was having trouble swallowing. When asked if CNA 1 received any special 
instructions on how to feed Resident 1, CNA 1 stated no.

On 8/23/24 at 0949 hours, concurrent interview and medical record review was conducted with the DON. 
When asked about educating CNA 1 about Resident 1's special needs during meals, the DON verified there 
was no documented evidence CNA 1 was educated about Resident 1's special dietary and safety needs.
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