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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Complaint #2649369Based on interview and record review the facility failed to provide 1:1 feeding 
assistance per the resident's assessment and plan of care and thoroughly conduct a Root Cause analysis 
investigation for one (R701) out of one resident reviewed for accidents/choking, resulting in R701 choking on 
corned beef and expired shortly thereafter. Findings include:A complaint was filed with the State Agency 
(SA) alleged on 10/16/25 during lunch, R701 choked on corned beef while eating in the dining room and died 
from choking. The complainant reported R701 required 1:1 feeding assistance but believed that nobody was 
sitting with the resident and/or watching them eat during lunch. The complaint reported that prior to the 
resident's death they had informed the Administrator that R701 was not receiving 1:1 feeding assistance as 
needed.A review of R701's clinical record was conducted on 10/29/25 and 10/30/25. The following was 
revealed:R701 was initially admitted to the facility on [DATE] with diagnoses that included: dementia, 
psychotic disturbances, mood disturbances and need for assistance with personal care. A review of R701's 
Minimum Data Set (MDS) with an ARD (assessment reference date) of 9/12/25 revealed the resident had a 
Brief Interview for Mental Status (BIMS) score of 3/15 (severely cognitively impaired). Section GG of the 
MDS noted the resident as a 4 (needed supervision or touching assistance) for eating. 6/16/25: Physician 
order: .Details.1:1 feed with meals.Care Plan Review: Focus: R701 has alteration in nutritional and/or 
hydration .9/17/25 sig. wt. (significant weight) loss -15.6% x 180 days.Interventions: .provide 1:1 feeding 
assistance. Focus: R701 is a DNR (do not resuscitate).Focus: R701 is at risk for decline in condition.
Receives Hospice services .Interventions: Adjust provisions of ADLS (activities of daily living) to compensate 
for resident's changing abilities.Work cooperatively with hospice so that residents.physical.needs are met.
IDG (interdisciplinary group) Hospice Review (certification period - 8/25/25- 10/23/25): .Patients Name: 
(R701).Provider (Hospice).Meeting notes: . 9/23/25.Pt (patient) remains confused, 1:1 feed.unable to name 
food items that were on breakfast tray. Pt. also trying to eat nonfood items- napkins menu.Diet as tolerated, 
1:1 feed .During last visit tried to get pt to name objects on her breakfast tray, but pt was unable to do so, 
very confused, Pt. tried eating her menu.10/14/25: Physician Note: R701.assigned on Hospice.Anticipate 
further unavoidable decline .impulsivity and poor safety awareness.Vital signs: BP (blood pressure) 156/86, 
HR (heart rate) 65, RR (respiratory rate) 20, Temperature 96.8, 02 98% .is sitting in a high back wheelchair, 
requires it for trunk support .frail patients are clinically challenging.encourage oral nutrition and hydration 
dietary to optimize nutrition. Authored by Physician/Medical Director (MD) A.10/16/25: Vitals: 9:15 AM 
Respirations: 18 breaths per minute.9:15 AM-O2 states: 95% .10:30 AM.Blood Pressure: 144/83.10:30 
AM-83 bpm (heart rate). *It should be noted that the vitals noted above were the last vitals documented in 
R701's electronic record.10/16/25 (4:14 PM): Nurses Note: At approximately 1:05 PM, resident was eating 
lunch (corned beef) in the dining room. CNA (certified nursing assistant) alerted another nurse that resident 
began coughing and appeared to be choking. Unit manager on shift immediately initiated chest thrust and 
back blows. Resident was transferred from dining room to her bedroom with aspiration protocols being 
continued (finger sweeps, utilization of suction machine and 02 (oxygen) administration). Writer arrived on 
scene and observed MD (Medical Doctor), DON (Director of Nursing) and Unit Managers continuing care at 
resident's bedside. Writer observed when R701 expelled small amounts of food but continued to have 
labored respirations. Oxygen applied via nasal cannula and oral suctioning performed; additional food 
particles were cleared. Resident took a deep breath and displayed strong and bounding carotid and brachial 
pulses, per DON. While MD did assessment of resident, breathing became unstable and subsequently 
absent. Attempted to obtain vital signs-none detected. Fellow nurse called EMS (Emergency Medical 
Services) who arrived on the scene during aspiration protocols. Writer contacted hospice and notified 
attending MD who arrived on scene to complete and pronounced resident deceased at 1:16 PM. Authored by 
Nurse K.10/16/25: Physician Note (Late Entry-10/17/25): .Time: 1: 30 PM.REASON FOR VISIT: 
Aspiration/Respiratory Arrest.Resident with.dementia, hypothyroidism, hypertension, osteoarthritis, chronic 
pain and anxiety.signed on Hospice.Responded to code blue overhead. Nursing staff reports patient choked 
while eating lunch.Time of death 1:16 PM. (Authored by MD A.)A request for all Incident/Accident (IA) reports 
and Grievances for the past four months was requested. The documentation provided was reviewed and 
noted, in part, the following:IA (Incident/Accident) Investigation Form: Date 10/16/25.Time: 12:15 PM.(R701).
Brief description of the incident: Resident was in dining room during lunch time. The CNA (Certified Nurse 
Assistant) placed the meal tray in front of the resident who then proceeded to put food into her mouth (which 
was unwitnessed). Resident began to choke; immediate action was taken.Resident was taken to her room 
where emergency care continued. 02 (oxygen) Administered, MD present. Particles were removed by 
suction machine. EMS (emergency medical services) arrived, resident place onto bed where she expired.
Physician Findings: Resident experienced dysphasia.removal of food particles from oral cavity.Provide a 
brief description of the plan to avoid this situation in the future if applicable: Ensure meal tickets indicate 1:1 
feed assist is r/t (related too) safety (dysphasia) or weight loss. Incident investigation summary conclusion: 
Resident: (701).Date of Incident: 10/16/25.Type: Choking.Conclusion:(R701).history of dementia, muscle 
weakness, atrophy, anxiety disorder.admitted to hospice on 8/4/25.The resident's advanced directive was 
DNR (Do Not Resuscitate).On 10/16/25 the resident was taken to the dining room at approximately 11:40 am 
for lunch, during that time the resident had an episode of dysphasia while consuming her meal that resulted 
in death.It was noted that the resident was a 1:1 feed assist related to poor oral intake.ST (speech therapist) 
also confirmed that resident did not have swallowing issues as she was observed on 10/14/25 by ST 
consuming 50% of her meal.During the incident, a cpr <sic>(cardiopulmonary resuscitation) certified clinical 
staff member was present and immediate care was rendered to dislodge the food particles from the 
resident's mouth. back and abdominal thrust and deep sweeping of the oral cavity and suction to remove any 
remaining food particles. The resident also received 02 via n/c (nasal canula) and 911 was called. Due to dnr 
<sic> , cpr <sic> was not administrated. In conclusion: It was determined that the staff followed the dining 
policy which states cpr <sic> certified clinical staff member be present during mealtimes in the dining area. 
Although the tray was placed in front of the resident and the resident was 1:1 feed assist, the resident had no 
history of dysphagia at that time, thus safety was not of concern when the tray was placed briefly in front of 
the resident. Further review of the investigation noted that the Corporate RD (Registered Dietician) was 
present in the dining room at the time of the event observing mealtimes. The RD (hereinafter CRD C) 
verbalized that there was an assigned CNA physically present at the table with R701.she also stated that she 
witnessed the staff member reacting quickly, providing CPR (*It should be noted that R701 was a DNR).At 
that time, she immediately alerted the administrative staff. She noted that the RN (registered nurse) UM (unit 
manager) entered the dining room and assisted with oral sweeps. Simultaneously, the DON and UM 2 
entered the dining room and assisted with sweeps.Choking interventions continued while resident was 
transferred to her room across the hall from the dining room. Furthermore, the Medical Director entered the 
resident's room and assisted with choking interventions.resident was observed with airway clearance and 
breathing on her own. The Medical Director assisted with transferring resident from wheelchair onto the bed.
assessment was performed by physician.he verbalized resident had a strong bounding pulse.During this 
assessment.first responders entered the room observed resident breathing on her own and were unable to 
provide additional assistance due to resident's advanced directive status. However, the Medical Director, 
Nurse Management and first responders remained as she transitioned.A form titled Additional Interviews was 
attached with the IA and listed the following staff were interviewed by the DON regarding R701: Name 
Interviewee #1: Corporate CRD C.CNA D.CNA E.CNA F.(10/16/25), *It should be noted that while the above 
employees were noted as interviewed there were no documented interviews that included statements as to 
what occurred on 10/16/25 and how to determine what each CNA was doing in the dining room and who was 
assigned to assist R701.The only written interview that was attached to the IA documents was a typed 
statement by Speech Therapist Manager (STM) B. The document discussed observations on 10/13/25, three 
days prior to the incident noting R701 was eating on their own. *It should be noted that STM B was not 
present in the dining room on 10/16/25 and provided no services to R701 as they were a Hospice patient.In 
addition to the IA notes above, the Facility provided a grievance form dated 10/6/25 that read in part, .Your 
name (R701's daughter hereinafter Daughter I).How can we address your issues? Per daughter, I do not like 
(CNA E) and do not want her taking care of mom (R701).indicated she did not like employee (CNA E) and 
the way they spoke to her mother.her tray was out of reach. A review of CNA Es personnel file revealed they 
had received one to one in-service education as follows: 10/10/25: Inservice/Education provided: Customer 
service and protocol for 1:1 assist feed.Reason: Employee did not stay with resident during mealtime.
Expected: employee will exhibit good customer service towards residents and guest. Employee will assist 
resident during mealtimes and remain at bedside, dining area until resident is finished. A second Inservice 
for CNA E dated 10/16/25 (day of incident) read: Professionalism and Participation in relationship to 
providing meals at mealtime.Reason: The employee was observed by CRD C dancing in dining room during 
lunchtime and not assisting in passing meal trays.On 10/29/25 at approximately 11:29 AM, a phone interview 
was conducted with Hospice Nurse (HN) H. HN H reported that they were employed by (name redacted) 
hospice and had been assigned as R701's case manager. HN H was asked about R701 and the choking 
incident on 10/16/25. HN H reported they had been working with the resident for several months and noted 
that there had been some concerns regarding 1:1 feeding assistance. They noted R701 was often severely 
confused and often not aware of what they were eating, often non-food like objects. They noted on several 
occasions, they either witnessed or received reports that R701 was not receiving 1:1 assistance. HN H noted 
that on 10/16/25 they were notified that R701 choked and died. They did not receive clear information as to 
what occurred and why the resident did not have 1:1 assist with their meal due to significant decline.On 
10/29/25 at approximately 11:20 AM, a phone interview was conducted with Daughter (D) I. D I reported they 
were very involved in R701's care and noted they were a retired nurse. They noted that on 10/16/25 they 
received a call from the Administrator that informed them that R701 transitioned after choking in the dining 
room. They were told the resident was observed as blue in the dining room, received back and abdominal 
thrusts and then was taken to their room and received 02 but expired in their room. D I noted that they did 
not receive information as to the timing of the incident and noted they were concerned as to how long R701 
was without feeding assistance, how much food was consumed and how long they were choking before help 
was provided as choking can lead to lack of oxygen causing death. D I further reported they had expressed 
their concerns to the Administrator regarding 1:1 feeding on several occasions. D I noted that R701 was 
confused and often put utensil like putting straws and noodles in their nose. D I reported on the morning of 
10/16/25 they were notified by (HN) H that a breakfast tray was found in their room about 7-8 feet away from 
R701 who stated they were hungry. Nobody came to the room to assist. D I stated they contacted the 
Administrator via phone to express their concerns and was told to lower their voice and ensured her that 
someone would provide 1:1 assist. D I further noted they were not sure who the aide was assigned to R701, 
but noted on or about 10/6/25, CNA E was reprimanded for leaving a meal tray in R701's room and did not 
provide assistance with eating and observed several particles of eggs all over the resident. D I stated that 
R701 had not received a swallow study in over a year as they were a Hospice resident.On 10/29/25 at 
approximately 1:43 PM, a phone interview was conducted with MD A and on 10/30/25 at approximately 
10:10 AM, MD A provided additional information at the facility. MD A was asked about the incident pertaining 
to R701 on 10/16/25. MD A reported that they were in the building when they heard a code blue overhead 
and went to R701's room and was informed the resident choked while eating lunch. They noted that staff had 
made attempts to help with choking and R701 received 02 (*It should be noted that there was no indication 
as to how much supplemental 02 they received) and was placed in bed and subsequently died. When asked 
as to R701's cause of death, MD A noted that R701's choking was unavoidable as they were on Hospice and 
declining. MD A was asked about the order for 1:1 feed and would that have provided help to R701, and they 
responded that they were not in the dining room and was not involved in 1:1 care planning. On 10/29/25 at 
approximately 3:00 PM, a phone interview was conducted with CRD C. CRD C was asked if they were 
present when R701 choked at lunch on 10/16/25. They reported that they were in the building that day to 
view the facility kitchen and the large dining room. They reported that three CNAs were present in the dining 
room and no nurses. They recalled one CNA was passing lunch trays, one CNA was assisting with 1:1 care 
with another resident who was not sitting close to R701, and a third CNA was dancing and singing to the 
residents. With respect to R701 they stated they were not near the resident and never witnessed R701 
choking until they saw a CNA running to the resident and trying to sweep food out of their mouth. They could 
not recall the name of the CNA who ran to assist R701. CRD C was asked as the facility/corporate 
procedures for leaving trays in front of residents requiring 1:1 assistance. CRD C reported that trays should 
not be placed in front of the resident until a staff person is able to assist them.On 10/29/25 at approximately 
3:43 PM, an interview was conducted with RD J. RD J reported they were new to the facility and received 
their RD degree approximately two months prior to being hired by the facility. RD J was asked about R701, 
and they reported they recalled completing the resident's last assessment and was aware the resident was a 
1:1 feed. When asked why R701 was a 1:1 feed, RD J delayed answering and then stated they were 
uncertain, they just knew that on her meal ticket it noted 1:1 feed. When asked if they ever communicated 
with Hospice services regarding eating, they replied they did not.On 10/29/25 at approximately 4:20 PM, a 
phone interview was conducted with CNA E. CNA E was asked if they were familiar with R701 and their 1:1 
feed order. CNA E reported to their knowledge R701 was 1:1 depending on their mood. With regards to the 
choking incident (10/16/25) they stated they were waiting for trays to be delivered and were standing in the 
hallway and saw that R701 was choking and they went into the dining room and started patting them on the 
back, but nothing came out and they had a blank stare on their face. CNA E could not recall the time but 
noted nursing staff entered into the dining room to assist the resident. When asked why they received 
in-service write-ups 10/10/25 and again on 10/16/25, they noted that the first write up dealt with R701. They 
stated that they did not stay in the room while R701 was eating and the family was upset about eggs all over 
them. With respect to the in-service dated 10/16/25 they were written up for singing and dancing in the dining 
room and not passing trays.On 10/29/25 at approximately 5:14 PM, an interview was conducted with Unit 
Manager (UM) G. UM G reported that they started working at the facility on or about 9/8/25. When asked 
about the incident involving R701 on 10/16/25, they reported that they were charting behind the nurse's desk 
and a CNA (UM G could not recall the name of the CNA) came out of the dining room and informed them 
that R701 was choking. They recalled they went to get gloves, noted that the resident appeared Gray and 
the resident was removed from the dining room and back thrusts were performed and R701 spit out a nickel 
size piece of corned beef. They indicated when the resident was placed in their room, they were given 02 
and additional sweeps were done to remove food. They recalled the resident had a low heart rate and MD A 
assessed her and their eyes rolled back and they expired.On 10/29/25 and again on 10/30/25 several 
attempts were made to contact CNA D. The facility reported that due to medical concerns CNA D was not 
available for interview. *It should be noted that CNA D was the only CNA in the dining room that had a 
current CPR certificate.On 10/29/25 at approximately 4:13 PM, an interview was conducted with Nurse K. 
Nurse K reported they had been employed by the facility for about two months. When queried as to the 
choking incident that occurred on 10/16/25 as they had written the note regarding the incident. Nurse K 
reported that they were not in the dinning room during meal pass but were notified as to the resident choking. 
They did not perform any care during that time but noted that Unit Manager G helped and R701 was 
transferred to their room to receive suctioning and 02.On 10/30/25 at approximately 1:57 PM, an interview 
was conducted with CNA F. CNA F reported they had been employed by the facility since 2019 and 
generally worked the day shift. When asked about the choking incident (10/16/25) involving R701, CNA F 
reported that they were not in the dining room for very long on that day and did not witness or assist with 
R701. They noted that they entered the dining room only to take out a resident who was scheduled for a 
shower. CNA F was asked if they had been interviewed regarding the incident and they reported they had 
not.On 10/30/25 at approximately 1:34 PM, an interview was conducted with the DON. The Administrator 
was also present. The DON was asked several questions pertaining to R701 and the investigation pertaining 
to them choking in the dining room. They reported they conducted the investigation and created the IA and 
Summary. The DON was asked if they had any additional documentation pertaining to the staff including 
signed interview statements from those noted in the dining room on 10/16/25. The DON stated that 
interviews were conducted with those noted in the IA. However, names of staff alleged to be in the dining 
room were not included and no specific documents pertaining to interviews were completed. The only 
exception was the one paragraph statement made by STM B who was not in the dining room on 10/16/25. 
The DON was asked if they were able to determine a timeline as to when R701 received their lunch tray as it 
was noted they entered the dining room at approximately 11:40 AM, how much food was consumed and a 
specific time as to when CNA staff noticed they were choking and who specifically started interventions. The 
DON and Administrator reported that there was no camera coverage in the dining room and could not come 
up with a timeline as things moved so quickly. The DON was also asked about the note that indicated CPR 
was started. The DON responded that no CPR was given, and the statement was written in error. They 
indicated that CNA D was CPR trained again, but that there was no specific statement obtained from CNA D 
and no indication as to what was done prior to nurses entering the dining room. The DON was also asked as 
to their statement in the IA that said R701 had an episode of dysphasia while consuming her meal that 
resulted in death. The DON noted that perhaps they did not complete a well written summary. The DON was 
asked if they were aware that R701 was exhibiting signs of trying to eat non-food items and confused as 
noted in the IDG Hospice document. The DON noted that they were not aware of that document. The 
Administrator noted that the IDG forms were put into the resident's electronic record by non-medical staff and 
as such may not have been read.The facility policy titled, Incidents and Accidents for Residents was 
reviewed and documented, in part: Policy: Incidents or Accidents involving a resident will be documented 
and reported so as to meet regulatory requirements.A Facility Incident and Accident Report must be 
completed by a licensed nurse.Potential witnesses shall be interviewed and the occurrence of such 
interviews will be documented on the Incident and Accident Investigation Form.A review of a study from the 
National Library of Medicine titled, Age Related Changes to Eating and Swallowing Impact Frailty: Aspiration, 
Choking Risk was reviewed and noted, in part, the following: .The need for supervision is an environmental 
risk factor for choking.sedating medication may increase choking risks that could be mitigated with 
supervision or assistance at meal times. In pathologic aging, cognitive impairment such as that which 
accompanies dementia, increase choking risk with behaviors such as eating too fast, not chewing very much, 
over-filling the mouth or swallowing large mouthfuls. Inadequate mealtime supervision of individuals at risk of 
choking has had fatal consequences.
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