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Ensure menus must meet the nutritional needs of residents, be prepared in advance, be followed, be
updated, be reviewed by dietician, and meet the needs of the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review the facility failed to implement and monitor known
aspiration precautions for residents with dysphagia, including ensuring correct diet texture,
prescribed liquid consistency, supervision during meals, and safe meal positioning. This resulted in an
Immediate Jeopardy (IJ) for R1 when the facility failed to ensure these requirements were
consistently communicated to and followed by nursing and dietary staff for R1 which resulted in R1's
hospitalization for diagnoses of pneumonitis due to inhalation of food and vomit and following
hospitalization, the facility failed to follow R1's prescribed diet putting R1 at risk for additional
choking and or aspiration events. Additionally, the facility failed to ensure the correct liquid
consistency was provided according to the dietary order and failed to comprehensively assess and
monitor R6 following a coughing episode for signs and symptoms of aspiration, placing R6 at risk for
aspiration-related complications.The IJ began on 3/26/26, when R1 with known dysphagia and
aspiration precautions, was permitted to eat unsupervised in bed and experienced a suspected
aspiration event requiring hospitalization. The facility failed to implement corrective action which
resulted in incorrect diet type served to R1 on 4/8/26 and 4/9/26. The Administrator and director of
nursing (DON) were notified of the IJ on 4/10/26 at 2:26 p.m. The IJ was removed on 4/11/26, but
non-compliance remained at the lower scope and severity level D, which indicated no actual harm,
with the potential for more than minimal harm that is not immediate jeopardyFindings include
Mechanical soft diet: texture-modified diet designed for people who have difficulty chewing or
swallowing, such as those with dysphagia (difficulty swallowing) or missing teeth. Mechanical soft
diet allows foods that are soft, moist, and easy to manipulate in the mouth. Foods are typically cut
into small pieces no larger than 1/4 to 1/2 inch or blended to a soft consistency. Meats, vegetables
and fruits can be chopped, minced, or ground. Foods should be moistened with gravies, sauces, milk,
or cooking liquids to make them easier to swallow. Breads and cereal can be softened with milk,
yogurt, or sauces to create a slurry-like consistency.Mildly thick liquids: are slightly thicker than
water, designed to flow more slowly for safer swallowing, and often used for people with dysphagia.
This reduces the risk of choking or aspiration for people with swallowing difficulties. Generally, one
tablespoon of powdered thickener to four ounces of liquid stirred vigorously will create the desired
consistency.R1's face sheet dated 4/9/26, identified diagnoses of stroke, dysphasia, and hemiplegia
(complete paralysis on one side of body) and hemiparesis (weakness on one side of body) affecting
left side of body.R1's hospital After Visit Summary dated 2/23/26, identified R1 admitted to the
hospital due to stroke. R1 was discharged to facility with a diet of mildly thick liquids and mechanical
soft food. Safety precautions included raised head of bed, awake/alert, slow rate, small bites/sips,
and frequent oral care. Medication was recommended whole with puree. Speech language pathologist
(SLP) to continue to follow for cognitive-communication and dysphagia management.During an
interview on 4/8/26 at 10:59 a.m., RN-B stated prior to a resident admitting to the facility, the nurse
would receive a phone call from the nurse at the hospital that informed the facility staff which diet
the resident required. The facility admission packet included a form the admitting nurse would fill out
(continued on next page)
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that was then passed out to the nursing assistants (NA) and nurses. If a resident required supervision
to eat, the resident would be brought to the dining room and either the nurse or NAs would supervise
them. An aspiration event would include choking which dictated the resident was unable to eat
without supervision.R1's admission Minimum Data Set (MDS) dated [DATE], identified R1 had no
cognition issues. R1 had a mechanically altered diet, held food in mouth/cheeks or residual food in
mouth after meals, and was edentulous (lacked teeth). R1 required partial/moderate assistance to
eat.R1's care plan dated 2/23/26, identified R1 had diagnoses of dysphasia, aphasia (complete
inability or refusal to swallow), however did not identify R1's risk for aspiration/choking. The care
plan directed that R1 required contact/limited assistance of one for eating. The care plan revised on
2/26/26 directed staff to provide R1 assistance with drinking and to alternate small bites and sips,
and use a teaspoon for eating. Although the care plan directed staff assistance, the care plan did not
address level of supervision and appropriate positioning while eating. The care plan revised on 4/2/26
directed staff to provide R1 diet as ordered.R1's physician order dated 2/23/26, identified R1's diet
was mechanical soft texture and mildly thick consistency.R1's Montreal Cognitive Assessment
(MoCA) (test used to determine cognitive impairment) dated 2/25/26, indicated R1 had significant
cognitive deficits. The assessment also included R1 was unable to complete full cognitive screening
tool due to repeatedly expressed desire to urinate and defecate. Will continue to assess as R1 is able
to participate.R1's progress note dated 2/28/26, identified R1 was approached several times before
breakfast and lunch to get up and refused. R1 ate both meals in bed.R1's progress note dated 3/1/26,
identified Staff offered to get R1 out of bed for breakfast and lunch. R1 stated no shower, no get up. I
eat here.R1's care plan 3/1/26, staff check mouth after meal for pocketed food and debris, report to
nurse, provide oral care to remove debris. R1's Comprehensive Nutrition assessment dated [DATE],
identified R1 was on a regular diet with mechanical soft texture and mildly thick consistency for
liquids. Chewing/swallowing problems: modified textures/consistencies.R1's Care Conference
Summary dated 3/2/26, indicated R1 had a mechanical soft diet with thickened liquids and required
variable assistance with food and fluids. R1 required set-up assistance, supervision, and CGA
(contact guard assist) as needed for intake.R1's progress note dated 3/3/26, identified R1 maintains
relatively good position in chair or bed most of the time but occasionally slides down. AT RISK. (The
specific risk was not documented in note.) SLP note on 3/3/26, identified family in room during
session. Discussed communication cards family had been bringing R1 and practiced use of these for
wants/needs/thoughts. Family had questions regarding R1's movement and sensation of arm and
leg-encouraged to speak with other disciplines when visiting.R1's progress note dated 3/5/26,
identified R1 ate the evening meal in bed.R1's Speech Language Pathology (SLP) Summary of Daily
Skilled Services dated 3/18/26, identified R1 completed a visuospatial/executive functioning,
concentration, and direction following task which he completed with overall moderate level of deficits
requiring moderate and verbal cues. A second MOCA was completed on 3/19/26, with R1 scoring 6/30
with ongoing significant deficits present. MoCA scores of <10 is suggestive of severe cognitive
impairment. Key areas of the MoCA examine Visuospatial and Executive Functions, Naming, Memory,
and Attention.SLP Summary of Daily Skilled Services dated 3/19/26, R1's current diet changed from
mechanical soft/chopped to mechanical soft/ground. R1's progress note dated 3/20/26, identified
SLP recommended a video swallow study to rule out aspiration and determine the most appropriate,
least restrictive solid and liquid consistencies.SLP Summary of Daily Skilled Services 3/25/26, R1
had thin liquids in his room. Educated nursing staff on need for mildly thick liquids until video swallow
study completed. Thickened liquid appropriately. SLP Summary of Daily Skilled Services dated
3/26/26, R1 had audible expiratory wheezing and increased work of breathing during session.
Encouraged R1 to be out of bed for meals to prevent aspiration. Continue to ensure appropriate solid
and liquid levels are received as thin liquids were previously given. Staff educated. Review of R1's
record revealed R1's care plan was not updated to include the directive for R1 to be out of bed for
meals or safe swallowing strategies.During a telephone interview on 4/9/26 at 3:45 p.m., SLP-A
(continued on next page)
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stated the Brief Interview for Mental Status (BIMS) (cognition test used by nursing staff to determine
cognition) was not as comprehensive of an assessment as the MoCA. SLP-A had a live translator help
conduct R1's MoCA and completed it on 2/26/26. SLP-A recommended staff to assist at meals and
have supervision for safe swallowing as R1 had cognition and learning recall issues. SLP-A talked
with staff to get R1 out of bed for meals and staff would say R1 refused. R1 did not always have
appropriate liquids provided to him and that was from both the facility and family. R1 should have had
supervision while he was eating and drinking to ensure he was following compensatory strategies.
SLP-A could not recall if she had written specific orders for nursing staff to supervise R1, but
professional standard dictated not to have R1 eat independently or in bed. On 3/26/26, SLP-A
communicated to nursing staff about compensatory strategies to use with R1 during eating and
drinking. During an interview on 4/9/26 at 2:09 p.m., licensed practical nurse (LPN)-A stated the
therapy department had expressed many times that R1 needed to be up for meals and out of bed. R1
refused to get out of bed to eat many times. LPN-A stated she would encourage R1 to get out of bed
for meals because it would be easier to swallow and better to eat if he was in a wheelchair. LPN-A
was not aware of staff watching R1 when he ate in his room. LPN-A could not recall having a
conversation with SLP-A on 3/26/26, regarding R1 having expiratory wheezes, getting out of bed for
meals, or having supervision when he ate.During an interview on 4/9/26 at 1:49 p.m., nurse manager
(NM)-A stated on 3/26/26 she had not received any communication from SLP-A that R1 should not
eat in bed and needed supervision with eating and drinking. SLP-A would evaluate residents to ensure
they are not at risk eating in their rooms. NM-A thought a lot of residents continued eating in their
rooms post covid because they enjoy their own space. NM-A stated staff did not keep track of
residents when they eat in their rooms.R1's progress note dated 3/26/26 at 10:42 p.m., R1 appeared
to choke while eating dinner around 6:10 p.m. Registered nurse (RN)-A heard R1 cough from down the
hall and saw R1 trying to spit out. R1 had the head of bed all the way up and was able to cough up
phlegm but explained he still felt like something was inside his throat. Vital signs: temperature 97.5
degrees Fahrenheit, blood pressure 163/83 mmHg (millimeters of mercury), heart rate 87 bpm (beats
per minute), respiration rate 22, and oxygen saturation 93% (percent) on RA (room air). R1 was sent to
the hospital for further evaluation.R1's dietary ticket for dinner dated 3/26/26, included nectar
thickened liquids, straws ok. Ground Philly steak for sandwich* pureed hot dog bun, sauteed peppers
and onion-chop, mashed potatoes, capri vegetable blend-chop, chilled pears, and cottage cheese.
Nectar thickened milk, coffee or hot tea. The ticket did not identify what the Asterix represented.
During an interview on 4/8/26 at 3:04 p.m., nursing assistant (NA)-C stated R1 had trouble with
swallowing and required thickened liquids and either minced & moist or pureed food. NA-C explained
she worked on 3/26/26 and gave R1 his dinner tray in bed. NA-C did not remain in the room to assist
or watch R1 eat his meal but R1's head of bed was all the way up. At around 6:00 p.m. NA-C saw
nurses going towards R1's room. R1 stated he felt like he had something in his mouth and coughed up
a huge chunk of phlegm. NA-C stated the phlegm was about the size of a nickel. R1 was sent to the
emergency department as a precaution because he choked on food.During an interview on 4/8/26 at
2:58 p.m., nursing assistant (NA)-B worked the evening of 3/26/26. NA-B stated R1's head of bed was
all the way up and R1's meat was mechanical soft texture. NA-B was not on the unit when R1 choked
but returned to the unit and saw NA-C and RN-A run to R1's room. During an interview on 4/8/26 at
3:14 p.m., registered nurse (RN)-A stated on 3/26/26, she was by the nurse's station when she heard
R1 cough. R1's head of the bed was all the way up. R1 was spitting up a lot of whitish/yellow colored
phlegm. R1 was able to talk. R1 was the only person in the room, he did not have staff supervise him
while he ate. R1's food was mechanical soft hot dog and beans with thickened drinks. RN-A was
unaware how it was determined R1 could eat without supervision. R1 spent a lot of time in his room
eating by himself. R1 had refused to leave his room and would not get up to eat in his wheelchair.
RN-A thought residents with a previous history of aspiration or on super thickened liquids would
require supervision while eating but that determination was made by someone other than nurses.
(continued on next page)
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RN-A sent R1 to the emergency department to be evaluated for concerns of aspiration. When R1 left,
he still felt like something was stuck in his throat.R1's hospital After Visit Summary dated 3/30/26,
identified R1 was admitted on [DATE] for pneumonitis (inflammation of the lung tissue) due to
inhalation of food and vomit after a suspected aspiration event while eating at his facility. SLP was
consulted for evaluation of dysphagia related to history of stroke and aspiration event. R1 had a video
swallow study completed and was recommended to have a modified diet of mildly thick liquids
International Dysphagia Diet Standardization Initiative (IDDSI Level 2) and soft, bite-sized solids
(IDDSI Level 6), with aspiration precautions and ongoing supervision during meals. R1 was discharged
back to the facility on 3/30/26. The IDDSI identified mildly thick liquids flow off spoon, sippable, pour
quickly from spoon and slower than thin drinks, and mild effort is required to drink this thickness
through standard bore straw. Soft and bite-sized solids were indicated as ?bite-sized' pieces as
appropriate for size and oral processing skills, soft, tender and moist throughout but with no separate
thin liquid, chewing required before swallowing, a knife was not required to cut this food, can be
mashed/broken down with pressure from utensil, and can be eaten with a fork, spoon or
chopsticks.During an interview on 4/8/26 at 12:23 p.m., LPN-D stated R1 used to eat in his room a lot,
mostly sitting straight up in bed. At the time of the incident on 3/26/26, staff did not have to
supervise R1 while he ate or drank. LPN-D stated the facility did not have an assessment that
identified if a resident was able to eat independently.During an observation on 4/8/26 at 9:16 a.m., R1
was not in his room. On R1's nightstand there were eight brown bananas, three Activia yogurts, one
thickened apple juice container, an unopened can of coke, an unopened Boost, unlabeled hard candies,
a muffin, and thickened water in a water pitcher. At 10:55 a.m., R1 was alone in his room in his bed
with head of bed up halfway with food items on the nightstand. R1's physician order dated 4/1/26,
identified R1's diet was mechanical soft texture, nectar thick liquids, and soft and bite size for
dysphagia.R1's dietary tray card for lunch dated 4/8/26, directed staff to serve R1 ground honey
glazed ham, pureed candied sweet potatoes, pureed roasted broccoli florets, pureed dinner roll/bread,
pureed cranberry crunch bar, and nectar thickened coffee or hot tea.During an observation on 4/8/26
at 12:40 p.m., R1 was in the dining room with a plate of food in front of him. R1's plate had regular
sized cooked broccoli with stems intact, minced ham with juices, pureed orange colored substance,
and a pureed dessert. R1 was eating the meal with a teaspoon. Surveyor reported the wrong
consistency food to NA-A. At 12:45 p.m. NA-A stated R1 had regular broccoli that was not the right
diet consistency. R1 should have chopped up broccoli. NA-A stated she would remove the broccoli and
take it to the kitchen so that it could be made to the right consistency. At 12:48 p.m., NA-A had not
removed broccoli from R1's plate and R1 took a piece of broccoli and ate it. NA-A took R1's broccoli
from his plate and returned to the dining room at 12:52 p.m., with a plate of chopped broccoli that she
gave to R1.During an interview on 4/8/26 at 1:19 p.m., registered dietician (D)-A stated residents on
dysphagia mechanical soft diet should have broccoli chopped up. D-A verified R1 was on a dysphagia
mechanical soft diet and R1 should have been served chopped up broccoli at lunch, not regular
broccoli.During interview on 4/8/26 at 3:52 p.m., cook (CK)-B stated the food they made was based
on a production count report. CK-B stated meal tickets were set on meal trays to indicate what food
and drinks the residents needed, but the trays often had food which did not match the meal
tickets.During an interview on 4/9/26 at 10:38 a.m., CK-A stated mechanical soft food was ground
very fine and the vegetables & bread would be a creamy, blended texture. CK-A also stated chopped
food would be considered mechanically soft. Chopped means knife and mechanical with blender will
be finer and they use that terminology for the cooks.During an interview on 4/9/26 at 10:55 a.m.,
dietary manager (DM)-A stated ground texture was very small, bite size pieces consistent with sloppy
joe or taco meat. Puree food is put through the chopper and is baby food consistency. Mechanical soft
texture is not pureed but a little more than ground consistency. If a resident had a mixture of textured
foods, the diet ticket would have special texture on it which indicated the meat was pureed and the
rest of the food would be mechanical soft. R1's diet ticket was for ground meat and pureed everything
(continued on next page)
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else. DM-A's dietary computer system identified R1 had mechanically soft textured food and nectar
thickened liquids. DM-A stated she updated the order on 4/8/26, the day after R1 had returned from a
hospital stay. DM-A was unsure why R1's diet ticket stated pureed and ground texture. DM-A
reviewed the information in the computer, printed a diet ticket, and the ticket printed pureed. It is
saying mechanical soft so why it is printing pureed anything is beyond me. DM-A stated she was
going to remove R1 from the system, add him again, print off the ticket, and review the diet ticket
with CK-A. DM-A reviewed the diet ticket from 3/26/26, and stated R1 had ground Philly steak with a
pureed hot dog bun. DM-A stated she did not have access to the facility electronic health record and
relied on nursing staff to bring a handwritten diet communication form to her when a resident
admitted or had a diet change. DM-A was currently training a dietary aide on the computer system to
add residents and diet orders so that she was not the only one doing it.During an interview on 4/9/26
at 12:41 p.m., NA-E stated if she questioned a resident's prescribed diet order, she would look it up on
the Kardex. NA-E reviewed R1's Kardex. NA-E stated R1's Kardex identified to provide supervision,
small bites, used a small spoon, R1 pocketed food, and to report to nurse if something changed. NA-E
stated she assumed R1's meal ticket should say small, easy to chew bites. After the meal, R1 should
rinse his mouth or brush his teeth. He's not thickened liquids so not worried but if he was I would look
to make sure he doesn't have thin liquids. NA-E reviewed and verified R1's Kardex did not identify he
was on thickened liquids which was inconsistent with the diet order dated 4/1/26.During an interview
on 4/9/26 at 12:46 p.m., trained medication aide (TMA)-A stated if she was unsure of a resident's diet
she would ask staff that were more familiar with the resident and verify the diet with the dietary meal
ticket. TMA-A would notify the nurse manager if the Kardex and dietary ticket did not match. TMA-A
stated if a resident had a change to the care plan, staff would be notified on a paper sheet that NAs
would typically sign to verify they were updated.During an observation on 4/9/26 at 12:55 p.m., NA-E
asked RN-B which residents were on thickened liquids. NA-E stated only R1 was on thickened liquids
but then corrected himself and stated that R1 and R6 were the only two residents on thickened
liquids.During an interview on 4/9/26 at 12:56 p.m., RN-B stated the meal trays come with a ticket
and each resident has one printed. The ticket identified what the resident requested to eat and their
diet type. RN-B told NA-E who had thickened liquids because she was temporary agency staff and not
facility staff, RN-B reported she did not know the residents very well.R6's face sheet dated 4/10/26,
identified diagnoses of unspecified dementia, and dysphagia of the oral (voluntary control of chewing,
bolus formation, and moving food to back of mouth) and oropharyngeal (difficulty swallowing)
phases.R6's comprehensive MDS dated [DATE], identified R6 had moderate cognitive impairment. R6
required setup or clean-up assistance with eating. R6 had a mechanically altered diet and no natural
teeth.R6's care plan dated 10/21/25, identified risk of inadequate oral intake due to hospice status.
R6 would not exhibit chewing or swallowing problems with current diet texture as evidenced by no
signs or symptoms of aspiration, choking, or complaints of difficulty eating. Interventions included on
1/8/26, pureed diet and nectar thick daughter request (speech order).R6's physician order dated
2/27/26, identified regular diet, pureed texture and nectar thick liquids.R6's Visual/Bedside Kardex
Report (abbreviated care plan) dated 4/10/26, identified a section titled Eating/Meals that included:
provide diet as ordered. 1/8/26, pureed diet and NECTAR thick daughter request (speech
order).During an observation and interview on 4/9/26 at 1:06 p.m., R1 and R6 were in the dining room,
sitting at their respective tables, waiting for lunch to be served. R6's diet slip directed staff to serve
nectar thick liquids and pureed food. R6 was drinking a white, thin liquid substance from a coffee cup.
At 1:09 p.m., R6 began repeatedly coughing and spitting the liquid out. Surveyor intervened reported
the concern to TMA-A who went to R6, looked in the cup and stated she would have to review the
Kardex and diet ticket to know what consistency liquids R6 required. RN-B also went to R6's table
and looked in her coffee cup. RN-B stated R6 had regular, thin consistency hot milk in her coffee cup.
RN-B removed R6's coffee cup and took it to the kitchenette to thicken it. R6 continued to cough and
have a runny nose. R6 was coughing up thick, white phlegm onto her shirt and napkin. At 1:14 p.m.,
(continued on next page)
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RN-B returned R6's thickened milk to her, did not perform a respiratory assessment and walked away.
NA-E and TMA-A handed out trays to residents at their tables while R6 continued to cough. At 1:17
p.m., TMA-A delivered R1's food to him in the dining room. R1's tray ticket identified ground chicken
and pureed everything else. All the words were crossed off and handwritten all mechanical soft
according to orders. R1's plate had pureed consistency food. Surveyor intervened -reported the
concern to TMA-A who stated R1's liquid was more of a honey consistency than nectar consistency,
and R1 had the wrong diet consistency on his plate. TMA-A questioned if the handwritten order on the
diet slip was the most up to date. TMA-A questioned RN-B on which consistency of food R1 should
have. RN-B reviewed R1's chart and confirmed R1 should have nectar thick liquid and mechanical soft
diet. RN-B stated R1 does aspirate pretty easily so the pureed diet was not a bad thing but not what
was ordered. At 1:21 p.m., RN-B called the kitchen to verify the pureed food was what R1 was
supposed to have. Dietary aide (DA)-B verified R1 received the wrong meal and liquids and walked
away without providing R1's correct diet type. At 1:27 p.m., R1 continued to eat the pureed with a
teaspoon and coughed after taking a bite. At 1:42 p.m., DA-A came to the dining room with a new plate
of food. DA-A removed the lid on the tray and the food was the same pureed food consistency that R1
was already eating. DA-A stated dietary manager (DM)-A gave her the meal. NA-E and RN-B verified
the meal was still incorrect according to the ticket. At 1:46 p.m., DM-A came to the dining room and
examined R1's meal and orange juice and stated it was the wrong consistency according to his diet
and liquid orders. DM-A stated prepackaged nectar thick orange juice was in the refrigerator and staff
must not have been aware.During an interview on 4/10/26 at 11:24 a.m., hospice case manager
(HCM)-A stated hospice would want to know if there were concerns of R6 aspirating. HCM-A reviewed
R6's chart and stated hospice had not been contacted about R6's aspirating/coughing incident with
her liquids. This was news to us.During an interview on 4/9/26 at 1:24 p.m., registered nurse (RN)-C
stated residents received their meals according to the meal ticket placed on their meal trays. Staff
referred to the care plan to know the most up to date diet for residents. When residents received the
incorrect diet type, staff would replace the meal then education was provided to nursing and kitchen
staff. RN-C stated staff could downgrade a resident's diet but not upgrade a diet. Residents with
aspiration risk ate where staff could supervise them or staff were to stay in residents' rooms for
supervision with meals. When residents at risk for aspiration refused to get out of bed or go to dining
room area to eat, staff would attempt to reapproach/redirect. RN-C stated residents with aspiration
risk worked with speech therapy, and therapy communicated recommended interventions to staff
verbally or with a paper communication log kept at the nursing station.During an interview on 4/9/26
at 5:16 p.m., the director of nursing (DON) stated all residents needed some supervision to eat related
to age and body reflexes not as strong. A stroke placed a resident at high risk and needed
supervision. Residents were encouraged to come out of their rooms to eat but ate with their head of
bed up if they chose to eat in bed. The facility did not have enough manpower to sit in residents'
rooms every meal when the residents chose not to come out to the dining area. Speech therapy
communicated recommendations through one-to-one conversation and a document placed in a binder
at the nursing station. Recommendations were communicated to the DON and nurse managers and
care planned. The DON expected staff to follow diet orders and intervene immediately if given an
incorrect diet.During a follow-up interview on 4/10/26 at 8:16 a.m., NM-A stated R1 ate in bed a lot.
NM-A stated it would not be a good idea to have R1 eat in bed as he had a recent stroke and
dysphagia. NM-A stated without direct supervision while eating and drinking staff would not know if
R1 was following safe strategies with eating and drinking. NM-A stated the facility could not provide
enough aides to supervise R1 when he ate in his room. NM-A stated the facility would complete Risk
versus Benefits for residents that eat in their rooms but residents with dysphagia need to eat in the
dining room.During an interview on 4/10/25 at 8:21 a.m., NA-D stated speech therapy
recommendations were found under their kiosk with the care plan. NA-D stated resident meal tickets
reflected what residents needed for meals. NA-D reviewed a report sheet and stated the report should
(continued on next page)
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tell them what kind of assistance the residents needed with meals and who was at risk for choking
but did not. LPN-D entered the interview and showed NA-D to look on the banner in the computer for
any special instructions on diets and meals. LPN-D stated staff checked resident care plans and
Kardex. LPN-D and NA-D reviewed R1's banner which identified R1 required nectar thickened liquids
and dys mech (dysphagia mechanical) soft textures and did not include any other special
instructions.During a follow-up interview on 4/10/26 at 11:22 a.m., the DON expected staff to attend
to resident coughing or choking as soon as possible. The DON expected nursing assistants to stay
with coughing or choking residents until a nurse was present. The nurse was to assess if the resident
was coughing or choking to ensure their airway was clear and see if resident was able to clear airway
on own, sit resident up if not already, and instruct resident to tuck their chin. If the resident did not
clear airway on own, then nurses performed the [NAME] maneuver and progressed to CPR
(cardiopulmonary resuscitation) and called 911 if needed. The nurse was to enter a progress note to
communicate what occurred. Staff referred residents to speech therapy to determine if they required
any diet changes and were to notify the provider. Nurses were able to downgrade resident diets if
needed before further evaluated. The DON stated it was important to ensure residents received
nutrition in the safest way possible.During an interview on 4/9/26 at 3:20 p.m., the medical director
(MD) expected staff and residents to follow resident orders. The MD stated residents have the right
to refuse orders and expected the facility to notify the provider group of refusals. The MD expected
the facility to notify the provider if residents' family members did not follow provider orders. The MD
expected the facility to follow their policies and procedures for speech therapy recommendations and
stated the providers normally wrote an order for agreed upon speech therapy recommendations. The
MD stated the level of risk for not following orders of a resident at risk for aspiration depended on the
specific resident and orders.The facility policy Foreign Body Airway Obstruction Management
(Choking) dated 2024, identified residents with impaired swallowing, neurological disorders or dental
issues were at an increased risk for foreign body airway obstruction and timely intervention to relieve
obstruction was imperative to offset complications. The policy directed the facility to determine
which residents were at a higher risk for foreign body obstruction/choking episodes and care plan
accordingly. Consult a speech language pathologist as needed. The facility was to ensure residents
with impaired swallowing issues and were on an altered diet received the appropriate diet.The facility
policy Therapeutic Diet Orders undated, identified the facility provided all residents with foods in the
appropriate form and/or the appropriate nutritive content as prescribed by a physician, and/or
assessed by the interdisciplinary team to support the resident's treatment/plan of care, in
accordance with his/her goals and preferences. The policy identified dietary and nursing staff were
responsible for providing diets in the appropriate form and/or the appropriate nutritive content as
prescribed.The IJ that began on 3/26/26 was removed when it was determined and verified through
observation, interview and document review the facility implemented the following on 4/11/26:Help
ticket placed by dietary manager to resolve the issue of tray tracker inconsistencies with tray
tickets.Audit completed of tray tickets to ensure the match dietary orders completed
4/10/26.Progress notes from the past 30 days reviewed to ensure no other choking incidents
documented on 4/6/26.Residents that receive mechanically altered diets received education on
importance of being out of bed and in dining room for meals.Audit completed by therapy department on
all residents with recommended supervision.Care plans/Kardex updated to indicate supervision
required.Education with clinical staff on mechanically altered diet policy, diet consistency, verifying
correct diet accuracy prior to serving meals, supervision during meals, change of condition
assessment on 4/10/26-4/13/26.Speech communication will include verification of what specific
supervision is needed for those with altered diets and will be given verbally to nursing staff, written
on Therapy Communication to Nursing form, and uploaded into residents medical record, care plan,
and staff tasks to complete.Nurse will be present in dining room for meals to ensure appropriate diets
are served and monitor residents for choking.Residents on mechanically altered diet will

77245184

06/25/2026




