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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, review of facility menu, and staff interviews, the facility failed to assess and intervene 
after a resident coughed, and then vomited during evening meal. On 12/5/25 at 5:25 PM, Resident #1 
coughed and then reportedly vomited during a meal, which consisted of barbeque pork on a bun, pasta 
salad, buttered corn, and white cake. Another resident sitting at the table with Resident #1 reported to 
nursing staff Resident #1 vomited. The nursing staff checked Resident #1 and noted labored respirations, 
and described her as choking. Staff assisted Resident #1 outside of the dining room area while continuing to 
instruct her to spit out sputum. Nursing staff then assist Resident #1 to her room to use the bathroom, 
prepared her for bed, applied CPAP (Continuous Positive Airway Pressure, a medical device used to treat 
sleep apnea by continuous pressurized air through a mask to keep airways open during sleep) connected to 
an oxygen concentrator. Nursing staff elevated the head of Resident #1's bed and left her to sleep. At 10:30 
PM, a Certified Nursing Assistant (CNA) found Resident #1 in distress. Resident #1 assessed as having 
audible crackles, elevated blood pressure and an oxygen saturation of 34% (normal is 95% to 100%, below 
90% considered to be a level that requires medical attention). Resident #1 passed away before emergency 
services arrived. The facility reported census was 141.The State Agency informed the facility an Immediate 
Jeopardy (IJ) identified on December 11, 2025 at 5:52 PM. The IJ began on December 5, 2025 at 
approximately 5:25 PM. The State Agency confirmed removal of the immediacy effective December 12, 2025 
by the facility implementation of the following actions: Immediate Response:a. Following the event, the 
responsible employee was immediately suspending pending investigation.b. Employees and residents were 
interviewed between December 5, 2025 and December 9, 2025.c. Appropriate administrative action was 
taken with the responsible based on the outcome of the investigation.Corrective Measures Implemented:a. 
Choking/Aspiration Response Education: Nursing leadership will conduct an immediate review of the 
expected choking/aspiration response, including assessment, documentation, and physician notification, with 
all licensed nurses on December 12, 2025.1. Staff not present during this session will receive re-education 
prior to their next scheduled shift.2. Training will include a detailed handout outlining response steps and the 
location of emergency equipment (e.g., suction machine, oxygen concentrators).3. All nurses will sign an 
education log to verify completion.b. Resource Reinforcement: [NAME] Center utilizes [NAME] Solutions for 
evidence-based nursing procedures, including choking management. A reminder flyer was posted in all staff 
break rooms on December 12, 2025, reinforcing the expectation that staff reference these resources 
regularly to ensure compliance with best practices.c. Policy Review: A comprehensive review of all current 
applicable policies related to choking and aspiration response was completed on December 12, 2025, to 
confirm alignment with regulatory standards and organizational protocols.Preventive and Continuous 
Improvement Actions:a. Enhanced Orientation: Effective immediately, all new nursing staff will receive 
targeted training on managing high-risk clinical events (e.g., falls, choking episodes), including notification 
protocols and assessment procedures.b. Process Integration: Orientation checklists were updated on 
December 12, 2025 to include these requirements, ensuring consistent onboarding and competency 
validation.c. Ongoing Monitoring: Compliance with these training and procedural standards will be monitored 
through quarterly audits and annual skills validation, with results reported to the Quality Assurance and 
Performance Improvement (QAPI) Committee.d. Continuous Review: Policies and procedures related to 
emergency response will be reviewed biennially to ensure alignment with best practices and regulatory 
requirements. Date of Compliance: December 12, 2025.The scope and severity lowered from a J to G at the 
time of the survey. Findings include: 1. Review of the Minimum Data Set (MDS), dated [DATE], revealed 
Resident #1 had a Brief Mental Status (BIMS) score of 3 of 15, which indicated a severe cognitive 
impairment. The MDS indicated Resident #1 speech unclear, and usually understood by others. The MDS 
revealed Resident #1 required set up assistance to eat, and partial/moderate assistance to move from a sit 
to stand position, transfer from a chair/bed to chair, and supervision or touch assist to walk 10 feet. The MDS 
list of diagnoses included Down syndrome, gastroesophageal reflux disease, and sleep apnea. Review of a 
Nutrition Note, dated 5/27/25 revealed Resident #1 remains independent in dining after set-up, with no 
concerns noted in chewing or swallowing. Diet: General. Assessment, in part: Nutritional risk with dementia 
and intellectual disability with decreased physical function.2. Review of the MDS, dated [DATE], revealed 
Resident #2 had a BIMS score of 15 out of 15, which indicated intact cognition. The MDS indicated Resident 
#2 speech clear, makes self-understood others, and understands others. 3. Review of a Facility Reported 
Incident, submitted on 12/06/25 revealed resident [Resident #1] was eating supper and began to cough. 
Resident tablemate [Resident #2] reported that she thought resident was choking. Nurse assessed and 
asked for assistance to help take [name redacted, Resident #1] back to her room. Ambulated back to room 
with Ax2. Stopped to take a break. Then further assisted to bathroom. CNA stayed with resident to provide 
cares and resident continued to cough with copious amounts of sputum coming up. Resident was talking in 
between coughing. Unable to take drinks of water and swallow. Nurse instructed to lay resident down in bed 
with HOB (head of bed) elevated. Nurse put CPAP on. CNA rounded on resident later and noted labored 
breathing, throw up in her CPAP mask, pale, and lips were blue. Called for nurse to come to bedside. CNA 
noted pink mucus coming from nose after nurse removed CPAP. Second nurse called to bedside for 
assessment, VS taken and noted O2 sats 34%. Rechecked on toe and it read 81%. House supervisor 
notified. At bedside and instructed to send pt (patient) out now as fingers were blue and not responsive. 
Provider notified and request to send out. 911 called, POA called. Resident passed prior to leaving the 
facility.Review of the menu served on the evening of 12/5/25 revealed barbeque pork on a bun, pasta salad, 
buttered corn, white cake with frosting and fruit cocktail were the core items served that evening.During an 
interview on 2/10/25 at 8:10 AM, Resident #2 stated on the evening of 12/5/25 she was in the dining room 
eating supper, and shared a table with Resident #1 Resident #2 stated Resident #1 began coughing and 
turned red in the face. She stated Resident #1 spit up some, but continued to struggle. Resident #2 stated 
she alerted the nurse and Resident #1 was eventually removed from the dining room. During an interview on 
12/10/25 at 4:10 PM, Staff A, Licensed Practical Nurse, stated on the evening of 12/5/25 around 5:25 PM 
she and two other aides (Staff B, CNA and Staff C, CNA) were sitting at the bar as residents finished their 
meals. Staff A stated Resident #2, approached the staff and stated Resident #1 was vomiting. Staff A stated 
she went to check on Resident #1 and noted her respirations as labored and described her as choking. Staff 
A stated it seemed like water had gone down the wrong pipe and she heard audible wheezing. Staff A, LPN 
stated she got Staff C, CNA to help her get Resident #1 standing and with her gait belt and wheel walker, 
ambulated with her to recliner just outside of the dining room area as she continued to instruct Resident #1 to 
spit out the sputum. Resident #1 was able to evacuate what seemed like a lot of clear sputum. Staff A stated 
a few moments later, she and Staff B, CNA assisted Resident #1 back to her room and onto the toilet. Staff A 
continued to instruct Resident #1 to spit out was in her mouth. Staff A stated Resident #1 was talking and 
seemed fine at this point. When asked whether Staff A completed any assessments like listening for lung 
sounds, vital signs or checking oxygen levels, Staff A teared up and stated no. Staff A, LPN stated Staff B, 
CNA remained with Resident #1 and changed her brief and clothing as she prepared her for bed. Staff A 
stated she placed Resident #1's CPAP mask over her mouth and nose and turned on the CPAP machine. 
Staff A stated Resident #1 also gets oxygen supplement via her CPAP and noted the concentrator was set at 
2 liters per minute. Staff A indicated Resident #1's head of bed was elevated to 40 degrees and music turned 
on. She later checked on Resident #1 and claimed she was sleeping with no respiratory distress. Staff A 
reported tt around 10:25 PM Staff B, CNA went to check on Resident #1 and found her with labored 
breathing and hyperventilating. Staff B alerted Staff A. The CPAP mask was removed and noted pink tinged 
mucous in the mask and coming from her nose. Staff A stated she left the room to get Staff D, Registered 
Nurse (RN). Staff D went into the room and assessed Resident #1, noting elevated blood pressure, an 
oxygen saturation rate at 34% and her fingers were blue. Staff D indicated Resident #1 needed to be sent 
out. Staff A, LPN stated she alerted their on call nurse practitioner with potential aspiration. Staff A worked 
on getting orders and notifying family, while Staff D, RN and the house supervisor Staff E, RN and House 
Supervisor attended to Resident #1. Before arrangements could be made to send Resident #1 out, Staff E, 
indicated Resident #1 had passed.During an interview on 12/10/25 at 9:10 AM Staff B, CNA, stated on the 
evening of 12/5/25 at around 5:45 PM to 6:00 PM she, Staff A, LPN and Staff C, CNA were sitting at the bar 
area following supper as residents finished their meal and conversed with peers. As one resident passed by, 
he stated Resident #2, was concerned Resident #1, was choking as she kept coughing and wanted the 
nurse to check on her. Staff B recalled Staff A, LPN stated okay, but never left to check on the resident. Staff 
B stated about 10 minutes later, Resident #2 propelled herself to the bar area and stated she thought 
Resident #1 was choking. Staff A, LPN left to check on Resident #1 and then hollered for someone to help 
her. Staff C, CNA volunteered helping Staff A stand Resident #1 and Staff A escorted Resident #1 with her 
wheeled walker and gait belt towards her bedroom, but stopped at the recliner in the hall and allowed 
Resident #1 to sit. Staff B stated moments later, Staff A, LPN asked her to help Resident #1 on to her room. 
Staff B stated as she Resident #1 to stand, Resident #1 stood and slumped over her wheel walker indicating 
she was able to stand and ambulated with assistance to her room. Staff B stated they got Resident #1 to her 
bathroom toilet and were encouraging her to spit up what was in her air passage. Staff B stated this whole 
time Resident #1 was struggling to get whatever was in her throat up. Staff B stated we would take 8-10 rest 
breaks. Staff B stated she had prepared getting Resident #1's belongings out for bed, but she remained on 
the toilet choking and coughing and at one point seemed like she was going to vomit. Staff A, LPN left the 
room and returned 2-5 minutes later with her evening medications. Staff A placed the pills in Resident #1's 
mouth and gave her some water, but Resident #1 continued to cough and gag, eventually spitting out the 
medications. Staff A, LPN again left, this time returning with a nausea medication. Resident #1 began 
chewing that medication, eventually spitting it out. Staff A then asked her (Staff B, CNA) to get Resident #1 
into bed. Staff B stated she questioned in her head whether it as a good idea putting her in bed when she 
was still coughing, but dismissed it as Staff A, LPN was the charge nurse. Staff B stated they got Resident 
#1 up and assisted her to her bed. Staff B stated she lifted and placed Resident #1 into bed and elevated her 
head of bed at 40 degrees. Resident #1 still sounded crackly. Staff A, LPN then placed her CPAP mask on 
noting maybe this will help. Staff B stated she felt uneasy as no vital signs, oxygen saturation levels or lung 
sound assessments were conducted by Staff A to this point. Staff B, CNA reported at 9:30 PM, Staff C, CNA 
left for the evening and Staff B stated she started working on her charting by 9:45 PM Staff B stated at 
around 10:00 PM to 10:15 PM Staff A, LPN was giving shift change report to Staff E, RN and at 10:20 PM 
Staff B suggested to Staff A that she probably should call Resident #1's family, while Staff B went to check 
on Resident #1. Upon entering Resident #1's room she could hear and see labored breathing, pale face and 
blue lips. Staff B stated she left the room to inform Staff A, LPN and returned to the room. Staff A entered the 
room and removed the CPAP mask. The mask had a small amount of sputum, emesis in it. Staff A again left 
the room. Resident #1 remained alert but compromised. Staff D, RN entered the room and brought the vitals 
machine and stethoscope with her. Staff B reported Resident #1 had been incontinent of bowel which was 
unusual for her. Staff B stated she cleaned Resident #1 up and assisted Staff D, RN with sitting her upright 
so Staff D could listen to her lungs and take vital signs. Staff D asked if Staff A, LPN had checked Resident 
#1's lungs, vital signs or oxygen levels. Staff B stated no. Staff B stated she observed vitas taken by Staff D, 
noting an elevated blood pressure and oxygen level at 30%. A different oximeter was brought into the room 
and wouldn't register an oxygen level. Staff B, CNA stated she was upset and gave her shift change report. 
Staff B stated as she checked residents at shift change, Resident #1 appeared jaundice. Staff F, RN was in 
the room and said oh my God. Staff B, CNA stated as she finished rounds, she heard someone say Resident 
#1 had passed. Staff B stated the only time she checked on or had contact with Resident #1 was when she 
put her into bed at 6:00 PM and when she checked on her at 10:30 PM at the end of her shift.During an 
interview on 12/11/25 at 3:22 PM Staff C, CNA stated on the afternoon of 12/5/25 at 5:25 PM, she, Staff A, 
LPN and Staff B, CNA were sitting in the dining room area when Resident #2 informed them that Resident #1 
might be choking as she keeps coughing. Staff A checked on her and stated she was talking and fine. A few 
minutes later Staff A, LPN requested help with getting Resident #1 to her room. Staff C assisted and they got 
Resident #1 to a recliner just outside of her room. Resident #1 was spitting out mucous. Staff C, CNA stated 
she continued assisting other residents and that was the last time she had any involvement or contact with 
Resident #1.During an interview on 12/11/25 at 2:25 PM Staff D, RN stated on 12/5/25 she was working the 
2:00 PM to 11:30 PM shift on [name of unit redacted]. At around 10:25 PM she was summoned to [name of 
unit redacted] by Staff A, LPN who stated she had an emergency involving Resident #1. Staff D immediately 
responded to Resident #1's room as Staff A proceeded to the nurse's station to make notifications. Staff D, 
RN stated upon entering the room she could hear crackling from Resident #1's lungs. Staff B, CNA was 
present. Staff D started doing a lung assessment and taking vital signs. Blood pressure was 140/101, 
respirations 20 and oxygen saturation at 34%. Staff D stated she elevated Resident #1's head and placed 
her CPAP mask back on as she also was getting supplemental oxygen through the mask. Staff D, RN stated 
Resident #1 was alert, but in distress. Staff D stated she checked the O2 saturation on her toes and it was 
84%. Staff D stated it all happened quickly, but she stepped out a moment and upon returning, Resident #1 
was ashen and without respirations. She called in Staff E, RN and House Supervisor and together they 
listened for lung sounds, noted none and pronounced her as passing. During an interview on 12/10/25 at 
4:30 PM, Staff E, RN and House Supervisor, stated on the evening of 12/5/25 after 9:30 PM she was doing 
rounds and upon entering the [name of unit redacted] unit, Staff A, LPN reported Resident #1 had choked at 
supper. Staff E questioned whether the Heimlich was used and Staff A stated no and that Resident #1 was 
encouraged to spit out the mucous and was okay after that. Staff E, RN asked if Staff A, LPN had completed 
any assessments per protocol and she stated no. Staff E stated she did not check on the resident as she 
thought the resident was stable. Sometime after 10:00 PM Staff D, RN called her and stated she needed to 
come to the [name of unit redacted] unit as Resident #1 was not doing well. Upon arriving Staff A, LPN was 
at the computer which had Resident #1's vital signs. The oxygen was too low. Staff E, RN entered Resident 
#1's room where Staff B, CNA and Staff D, RN were cleaning resident up in preparation for her being 
transported to the hospital. Resident #1's right hand was blue along the edges and lung sounds with rattles. 
Before the arrangements could be made to send her out, Resident #1 passed.

22165110

02/25/2026


