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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and
actions that can be measured.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
review of the clinical record, facility documentation, facility policies, and interviews for 1 of 4
Residents Affected - Few residents (Resident #4) reviewed for accidents, the facility failed to develop a comprehensive care
plan to include interventions to address observed behaviors during eating such as eating fast and
Note: The nursing home is putting too much food in his/her mouth. Subsequently, the resident choked while eating and required
disputing this citation. the Heimlich, transfer to the hospital and laryngoscopy to remove a 3-inch piece of lamb from the

airway. The findings include: Resident #4 was admitted to the facility in June 2025 with diagnoses
that included mild intellectual disabilities and obesity. Review of the Nursing Clinical admission
Evaluation, nutrition section, dated 6/10/25 failed to identify documentation of Resident #4's intake
or signs and symptoms of a possible swallowing disorder; review of the MDS section did not indicate
Resident #4 had a loss of liquids/solids from mouth when eating or drinking, holding food in
mouth/cheeks or residual food in mouth after meals, coughing or choking during meals or when
swallowing medications, complaints of difficulty or pain when swallowing, or a swallowing disorder.
The Plan of Treatment for Rehabilitation dated 6/12/25 identified Resident #4 had treatment
diagnoses that included dysphagia and mixed receptive-expressive language disorder. The reason for
referral identified that Resident #4 was referred following recent changes in status due to a recent
fall at his/her prior assisted living facility, resulting in a functional decline in expressive language,
oral motor function, receptive language, safety awareness, and swallow function. Resident #4 was
seen for a skilled Speech Therapy (ST) swallow and speech evaluation and was somewhat
uncooperative and not sitting up while in bed, he/she tolerated the SLP feeding him/her while he/she
held his/her own cup. Resident #4 consumed regular food with 1 slight outward cough, but did
evidence an increased rate of eating, and reduced ability to swallow after each intake. It would be
medically necessary for Resident #4 to be seen for skilled ST to improve his/her ability to
communicate effectively with others and to use safe swallowing compensatory strategies
consistently.Oral/Pharyngeal Function-ROM Oral/Pharyngeal Function was moderately/severely
impaired (17-29% accuracy), deficits limiting functional performance included Resident #4's decreased
swallow function related to extended oral transit time, decreased range of motion of the oral
musculature was leading to increased pocketing and oral transit time, tongue base retraction deficits
were leading to decreased oral transit and bolus formation, and oral motor weakness was negatively
impacting swallow function.Standardized Test-[NAME]- [NAME] Assessment of Swallowing Ability
Standardized Test notes identified Resident #4 was with reluctant cooperation, some breath control
first swallow, mild impairment in range for tongue movement, minimal tongue weakness, and mild
tongue in coordination. During oral preparation stage, Resident #4 was with minimal chew thrust
gravity assisted, and some clearance for bolus clearance, oral transit time was delayed over one
second, laryngeal elevation mildly restricted with slow initiation and incomplete clearance for
pharyngeal phase and cough after swallow for pharyngeal response.Swallowing-Compensatory
Strategy Use Swallowing: 10 % accuracy with no cueing, deficits limiting functional performance
included Resident #4 demonstrated decreased ability to utilize compensatory strategies for oral
(continued on next page)
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F 0656 intake, coughing after the swallow indicated possible airway penetration or aspiration, overall oral
motor weakness affects safety with oral intake. Bolus formation and swallow safety were impacted

Level of Harm - Minimal harm because of decreased sensation in the oral cavity. The change in condition nurse's note dated

or potential for actual harm 6/12/25 at 2:57 PM identified the resident was sent to the hospital due to abnormal blood pressure,
heart rate, respiratory rate, weight change, shortness of breath and oxygen saturation 91.0 % (normal

Residents Affected - Few range 95-100%). The Discharge summary dated [DATE] identified Resident #4 presented to the
emergency department on 6/12/25 with tiredness, shortness of breath, and hypotension; multiple

Note: The nursing home is prior mechanical falls were reported. Resident #4 was hypotensive; blood pressure 92/71, heart rate

disputing this citation. 100, respiratory rate 27, and was placed on 4 liters of oxygen via nasal cannula. CTA chest showed

saddle pulmonary embolism. A mechanical thrombectomy was completed bilaterally on 6/13/25 with
the removal of moderate amount of acute appearing thrombus. The Discharge Summary identified that
Resident #4 was on a Cardiac Consistent Carbohydrate diet and additional therapy recommendations
were made for physical therapy (PT) services in the discharge environment; the summary did not
identify a recommendation for ST in the discharge environment. Resident #4 was readmitted to the
facility on [DATE] with new diagnoses that included pulmonary embolism without acute cor

pulmonale and acute embolism and thrombosis of unspecified deep veins of the right extremity. The
admission nurse's note dated 6/24/25 at 5:14 PM identified Resident #4 was readmitted to the facility
on a regular, no salt added carbohydrate control diet with thin liquids Review of the Nursing Clinical
admission Evaluation, nutrition section, dated 6/24/25 identified the field for Resident #4's taking of
nutrition and hydration orally, no signs and symptoms of a swallowing disorder, and moist mucous
membranes were not met. Resident #4's intake required assistance with meals (feed/set up as
needed), had no complaints of thirst, and no signs and symptoms of a possible swallowing disorder.
The admission Interview Report (Speech Language Deficits/Dysphagia section) dated 6/24/25
through 6/26/25 identified Resident #4 did not have a swallowing problem and did not have a speech
and language deficit. The report further identified that Resident #4 required a setup or clean up assist
for eating: the ability to use suitable utensils to bring food and/or liquid to the mouth and swallow

food and/or liquid once the meal is placed before the resident. The Dietary/Nutrition Evaluation dated
6/27/25 identified Resident #4 was on a Regular Level 7 diet, a regular/thin fluid consistency, and

had the ability to use suitable utensils to bring food and/or liquid to the mouth and swallow food
and/or liquid once the meal was placed before him/her. The admission MDS dated [DATE] identified
Resident #4 had intact cognition, required setup or clean-up assistance with eating, and had no signs
and symptoms of possible swallowing disorder. The physician's order dated 7/22/25 directed for
Resident #4 to have a regular level 7 texture (normal everyday foods) and thin liquids. The
Dietary/Nutrition Evaluation dated 1/27/26 identified Resident #4 was on a Regular Level 7 diet, a
regular/thin fluid consistency, and was independent in his/her ability to use suitable utensils to bring
food and/or liquid to the mouth and swallow food and/or liquid once the meal was placed before
him/her. The quarterly MDS dated [DATE] Resident #4 had intact cognition, required setup or
clean-up assistance with eating, and had no signs and symptoms of possible swallowing disorder.
The care plan dated 2/11/26 identified Resident #4's current ADL functional status had interventions
that included regular diet and thin liquids and independent eating. The nurse's note dated 3/2/26 at
10:33 PM identified that at about 6:20 PM, the nurse aide called the nurse to Resident #4's room now.
All RN's immediately responded to the call. Resident #4 was observed to be sitting up in his/her
recliner with food tray in front of him/her, was noted to be pale with difficulty breathing. When asked

if Resident #4 was choking, the resident nodded. Resident #4 was encouraged to cough but could not.
Several pats to the back were applied which enabled him/her to spit out a small piece of meat.
Abdominal thrusts were performed while in recliner; staff had difficulty reaching around the resident.
Resident #4 was lowered to the floor and staff took turns doing abdominal thrusts. While doing so, 911
was activated simultaneously at approximately 6:22 PM. The police came in first, took over giving
abdominal thrusts until EMT's arrived, oxygen was also administered. Resident #4 was transported
(continued on next page)
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F 0656 out via stretcher at about 6:40 PM. Resident #4 was mildly alert, but respirations were increased. The

ED Provider notes dated 3/2/26 identified Resident #4 presented to the ED after choking on a piece of
Level of Harm - Minimal harm lamb. Staff and first responders attempted the Heimlich maneuver, the obstruction moved somewhat
or potential for actual harm but the resident continued to have respiratory distress. On EMS evaluation Resident #4 had an oxygen

saturation of 35 to 44% with finger cyanosis. The resident was minimally responsive, could nod but
Residents Affected - Few could not speak, heart rate was about 130 beats per minute, and he/she was in atrial fibrillation.

Resident #4 denied pain, but could not speak due to the obstruction, and was hypoxic. Differential
Note: The nursing home is diagnosis included but was not limited to acute airway obstruction due to food impaction: airway
disputing this citation. obstruction was caused by a large piece of lamb lodged in the airway, confirmed by direct

visualization and removal, with history of choking and failed maneuvers at the nursing facility. Acute
airway obstruction was due to food impaction and hypoxic respiratory failure; a direct laryngoscopy
was performed and removed the obstructing food bolus with forceps, rapid sequence intubation was
performed for airway management, oxygen was administered, oxygen saturation was monitored, and
adequate suctioning was completed to ensure clear residual obstruction. The interdisciplinary team
risk review note dated 3/3/26 at 11:37 AM identified that at approximately 6:20 PM, another nurse
aide entered the resident room and observed Resident #4 sitting upright in his/her chair, eyes closed
with wheezing and increased respirations. The nurse aide called hisfher name and Resident #4
opened his/her eyes but could not speak and made the universal choking sign. The nurse aide
immediately called for the nurses. Within seconds the nurses entered the room. The nurses could not
visualize anything obstructing the airway. Two nurses remained with the resident while the third
nurse initiated the EMS response. The Heimlich was performed and a piece of the lamb that Resident
#4 was eating came out. It was determined on further assessment that the resident continued with a
partial airway obstruction. Multiple further attempts of the Heimlich were unsuccessful.

Approximately 8 minutes after the resident was discovered, EMS arrived and attempted the Heimlich
and were unsuccessful. Approximately 5 minutes after arrival to the facility, EMS transported
Resident #4 to the ED for further evaluation. Resident #4 did not require CPR nor lost consciousness
during event. At the hospital, a 3-inch piece of lamb was extracted from the airway. Due to the event
Resident #4 went into rapid A-fib and RVR (atrial fibrillation with rapid ventricular rate) requiring
cardioversion (medical procedure used to restore a rapid or irregular heartbeat), Spo2 (peripheral
capillary oxygen saturation) dropped, and he/she required intubation and ventilation. Review of the
facility's investigation Summary Report dated 3/7/26 identified Resident #4 was admitted to the
facility on a regular diet with no concerns. The resident was positioned properly, sitting upright in a
chair during the meal in his/her room, as the resident was independent with eating. The appropriate
utensils were provided. Interview conducted with the kitchen staff and another resident had
determined that the lamb was not tough and was prepared properly. Resident #4 was served a regular
diet per the physician's order (lamb, ravioli, and spinach). It was determined that Resident #4 had only
eaten the lamb provided. The nurse aide staff were frequently rounding during the meal and
discovered that Resident #4 was having difficulties and immediately informed nursing. The nursing
staff immediately responded and followed appropriate procedure by confirming the resident had an
obstruction and starting the Heimlich maneuver and initiating EMS. At no point during the event did
Resident #4 lose consciousness or require CPR. Resident #4 was transferred to the hospital and was
successfully extubated and remained stable at the hospital. Resident #4 was readmitted to the facility
on [DATE] with diagnoses that included acute respiratory failure with hypoxia and food in larynx
causing asphyxiation. The nurse's note dated 3/11/26 at 2:09 PM identified Resident #4 was on a
minced and moist diet, nectar thick liquid, 1:1 supervision, and no straw. During an interview and
clinical record review with the Director of Rehabilitation (PTA #1) and the Speech Language
Pathologist (SLP #1) on 5/4/26 at 10:08 AM, SLP #1 indicated that she was asked by nursing staff to
evaluate Resident #4 on 6/12/25 due to his/her lack of oral intake. Resident #4 had no medical
history of dysphagia and ate a regular diet independently without supervision in the assisted living
(continued on next page)
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F 0656 facility prior to hospitalization and admission to this facility. SLP #1 indicated that during her ST
evaluation, Resident #4 was participating minimally and was difficult to assess. SLP #1 did observe
Level of Harm - Minimal harm one cough which was concerning but at the time of the assessment she could not identify if Resident
or potential for actual harm #4 was refusing to eat due to difficulty in swallowing or if he/she was feeling emotional due to the
transition to the facility resulting in a poor appetite. Resident #4 would have needed further ST
Residents Affected - Few treatment and assessments to determine if there was actually a swallowing problem. SLP #1
indicated that the 10% accuracy on the [NAME] - [NAME] Assessment was her best assessment at
Note: The nursing home is that time because Resident #4 was not really compliant with the assessment and was only eating
disputing this citation. minimally, and the slow coordination and mild weakness was identified because Resident #4 was

weakly moving his/her tongue and not moving the food around his/her mouth that much. SLP #1
identified that she wanted to put Resident #4 on ST services in an effort to continue assessing
him/her, and that her recommendation for services was to meet once weekly for 15 minutes, which if
she had felt that Resident #4 had a the potential for a severe problem related to swallowing
difficulties, she would have made the recommendation to see him/her more than once a week. PTA #1
identified that on the afternoon following the ST evaluation, Resident #4 was transferred to the
hospital and was at the hospital for almost 2 weeks. PTA #1 further identified that in review of the
hospital Discharge summary dated [DATE], Resident #4 was seen by physical and occupation
therapy at the hospital but was not seen by speech therapy and returned to the facility on a regular
texture diet. PTA #1 indicated that SLP would not typically see a patient, during hospital admission, if
there were no eating and/or swallowing concerns identified during the hospital admission or history
of swallowing difficulties. PTA #1 identified that she screened Resident #4 and completed the speech
language deficits/dysphagia section of the admission Interview Report dated 6/24/25 through
6/26/25, and no swallowing problem or speech and language deficit was identified. SLP #1 identified
that she did not reevaluate Resident #4 when he/she returned from the hospital on 6/24/25 because
he/she returned on a regular diet, did not receive ST services or require meal supervision while
he/she was in the hospital from [DATE] through 6/24/25; no difficulty with eating or swallowing
medications or food was reported to her by nursing staff upon his/her return to the facility. SLP #1
further identified that given that information it was appropriate for PTA #1 to complete Resident #4's
admission report for speech language deficits/dysphagia and additionally the Registered Dietitian
(RD) would also complete the Swallowing/Nutritional Status report, which would identify loss of
liquids/solids from mouth when eating or drinking, holding food in mouth/cheeks or residual food in
mouth after meals, coughing or choking during meals, or complaints of difficulty or pain when
swallowing. SLP #1 identified that after her initial evaluation of Resident #4 on 6/12/25, she did not
work with him/her again until after the choking incident in March of 2026. Resident #4 was discharged
from ST services when he/she was transferred to the hospital on 6/12/25 and returned on 6/24/25,
on a regular diet and did not require ST services while admitted . SLP #1 identified the facility uses
International Dysphagia Diet Standardization Initiative (IDDSI) for diet orders and changes and that
Resident #4 was on a regular level 7 texture and thin liquids diet and that indicates a regular diet,
lamb would have been an appropriate meat for his/her diet order, however the 3 inch size piece of
meat that was extracted from Resident #4's airway was not a standard sized food bolus; SLP #1
demonstrated that an appropriate sized food bolus was from the distal portion of her thumb to the
interphalangeal joint (the top joint). PTA #1 identified that following Resident #4's choking incident on
3/16/26, the facility updated its procedure, if there is any indication that a resident/patient would

need to be seen for ST services and was discharged to the hospital, the resident will be rescreened
upon their return. Also to note, SLP will screen (new and readmitting) all residents to assess need for
diet upgrades/downgrades as needed within the skilled nursing facility. SLP #1 identified that
Resident #4's choking incident had occurred on 3/2/26 and he/she returned from the hospital on
3/11/26 on a puree and nectar thick diet, and when she evaluated him/her, Resident #4 was trying to
take bigger bites and was reminded to take smaller bites and alternate bites and sips; Resident #4
(continued on next page)
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F 0656 now eats with supervision in the dining room and had training to take smaller bites and alternate bites
with sips of liquid. During an interview with PTA #1 and OT #1 on 5/4/26 at 11:11 AM, OT #1

Level of Harm - Minimal harm identified that prior to Resident #4's choking incident on 3/2/26, he/she required assistance with

or potential for actual harm set-up and clean up, assistance was required with opening items and setting up utensils, but Resident
#4 was independent with cutting. OT #1 indicated that the resident's ability to cut his/her own meat

Residents Affected - Few was evaluated, and he/she demonstrated the ability to cut food into safe sized pieces. OT #1 further
indicated that nursing staff had not brought forth any concerns with Resident #4 cutting safe sized

Note: The nursing home is pieces. Interview with NA #1 on 5/4/26 at 12:40 PM identified that Resident #4 was a fast eater prior

disputing this citation. to the choking incident and would need reminding to take smaller bites. NA #1 indicated that Resident

#4 would sometimes put 4-5 pieces of meat in his/her mouth at a time, and that nurses were aware.
NA #1 identified that he/she would say, in general to the nursing supervisor RN #4, that Resident #4
needed to be reminded to take smaller bites or Resident #4 was taking large bites again. NA #1
indicated that he/she was not sure if there had been any follow-up. Interview with NA #3 on 5/4/26 at
1:44 PM identified that Resident #4 did not require supervision or assistance with cutting food prior to
the choking incident, and that he/she had no observations of Resident #4 putting too much food in
his/her mouth at once, but that Resident #4 would sometimes eat fast, but that was probably when
he/she was first admitted and that Resident #4 had been working with ST. Interview with NA #4 on
5/4/26 at 1:53 PM identified that Resident #4 was a very fast eater, and it was his/her norm, so NA
#4 never thought to discuss it with anyone. Resident #4 would usually be done with his/her meal in
about 2-5 minutes of being served. NA #4 indicated that he/she had not observed Resident #4 taking
too large of a bite or putting too much food in his/her mouth at once. Interview with RN #4 on 5/4/26
at 2:15 PM identified that he/she did not recall reports being brought to her attention that Resident #4
had been observed eating quickly or putting large amounts of food in his/her mouth at one time and
indicated had concerns been reported to her she would have notified the SLP. During an interview
with PTA #1 and SLP #1 on 5/4/26 at 2:25 PM, SLP #1 indicated that she did not recall any concerns
of Resident #4 eating too fast or putting too much food in his/her mouth being brought forward to her
and indicated if there had been she would have evaluated him/her and implemented interventions, if
appropriate. PTA #1 indicated that if any concerns had been brought forth to her by the nursing staff,
she would have documented the concern and notified SLP. Interview with the Dietitian (RD #1) on
5/5/26 at 8:58 AM identified that when she completes her admission and quarterly nutrition
evaluations, she also completes a meal observation. RD #1 identified that during meal observations of
Resident #4 she did not observe any swallowing difficulty, concerns with pacing, impulsive behaviors,
or a need for cueing. Interview with the medical APRN (APRN #1) on 5/5/26 at 10:10 AM identified
that she was not aware of any concerns from the interdisciplinary team that Resident #4 was eating
too fast or putting too much food in his/her mouth, and that if she was aware of those concerns, she
would have expected a notification and a referral for a SLP evaluation. APRN #1 further indicated that
she could not speak to why Resident #4 choked on 3/2/26, but in general putting too much food in
your mouth at a time would be a risk factor for choking. Interview with the MDS Coordinator (RN #2)
on 5/5/26 at 10:20 AM identified that he was not made aware of concerns that Resident #4 had
demonstrated fast eating habits or was putting too much food in his/her mouth at a time, even prior to
the choking event. RN #2 indicated that if those behaviors were present the RN supervisor could
initiate a care plan or once an evaluation was completed by the SLP and new orders were placed, he
would have created a comprehensive care plan with interventions that were based off the providers
orders. Interview with the DNS on 5/5/26 at 11:19 AM identified that she was unaware that nursing
staff had observed Resident #4 eating fast or putting a lot of food in his/her mouth at one time, prior
to 3/2/26, and that information was not disclosed to her during her investigation interviews, either,
following Resident #4's choking incident. The DNS indicated that she would expect the nurse aide to
report those observations to the nurse, and if the nurse aide felt like nothing was being done, she
would have expected the nurse aide to bring their concerns directly to her; she would have ensured a
(continued on next page)
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F 0656 referral to SLP assessment was completed, and a care plan would be created if the interdisciplinary
team identified that there was an issue. Review of care plan identified that although staff were aware

Level of Harm - Minimal harm and had observed that the resident ate at a fast pace and at times put too much food in his/her

or potential for actual harm mouth, the care plan failed to reflect interventions to address such. The Interdisciplinary Notification
of Diet (Including Changes and Reports) policy directs nursing services shall notify the physician and

Residents Affected - Few dietitian when a nutritional problem including weight loss, pressure ulcer, eating problem, etc. has
been identified and shall collaborate with the dietitian and physician to initiate an appropriate process

Note: The nursing home is of clinical review for causes of the nutritional problem. The Care Plans, Comprehensive

disputing this citation. Person-Centered policy directs that a comprehensive, person-centered care plan that includes
measurable objectives and timetables to meet the resident's physical, psychosocial, and functional
needs is developed and implemented for each resident. The interdisciplinary team, in conjunction with
the resident and his/her family or legal representative, develops and implements a comprehensive,
person-centered care plan for each resident. Although attempted, an interview with Resident #4 was
refused.
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