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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** 49616

Residents Affected - Few Based on interview and record review the facility failed to include in the care plan interventions for safe
eating and swallowing for 1 of 2 residents (R1) reviewed for quality of care and treatment.

Findings include:

R1's quarterly Minimum Data Set (MDS) dated [DATE], identified diagnoses of unspecified tremor
(involuntary movement), absence of other parts of the digestive tract (removal or absence of part of the
digestive tract which could be stomach, intestines or other components), and dysphagia oropharyngeal
phase (swallowing disorder occurs in the mouth and throat affecting the ability to swallow both liquids and
solids). R1 had cognition impairment. R1 required set up assistance with meals. R1 did not have difficulty
with coughing or choking during meals or when swallowing medications.

R1's care plan dated 1/16/25, identified a self-care performance deficit with an intervention labeled eating:
set up.

R1's physician order dated 1/16/25, identified regular textured diet with thin liquids.

R1's progress note dated 2/14/25, included R1 had difficulty swallowing medications whole this morning.
Choking and coughing when taking medications but able to clear independently. R1 stated this had
happened before but more often lately. Nurse practitioner notified and orders for speech therapy (ST)
recommended.

R1's physician order dated 2/14/25, identified orders for ST to evaluate and treat for diagnosis of
choking/coughing with medication administration.

R1's progress note dated 2/14/25 at 12:50 p.m., directed R1 was seen by ST with recommendations to crush
medications and put in applesauce or pudding. Nurse practitioner notified and order received to crush
medications. Family notified of medications being crushed now.

R1's physician order dated 2/14/25, directed to crush medications.
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F 0656 R1's ST evaluation and plan of treatment dated 2/14/25, identified R1 should be in an upright position for all
meals, remain upright for at least 30 minutes after all meals, eat and drink slowly, small bites, small sips,

Level of Harm - Minimal harm or chew foods thoroughly, alternating bites and sips. To facilitate safety and efficiency, it is recommended R1

potential for actual harm use the following strategies during oral intake: chin tuck and effortful swallow.

Residents Affected - Few R1's progress note dated 3/1/25, included R1 was on a regular diet, regular textured food, regular liquids. R1

can feed self with no chewing/swallowing problems noted.

R1's progress note dated 4/20/25, included R1 and son were educated on proper positioning and eating in
the dining room with peers for safety and to monitor in case of choking episode. R1 did not say much to the
education but son verbalized understanding.

R1's record review of the care plan did not include the addition of ST recommendations, that medications
should be crushed and placed in applesauce or pudding, nor that R1 was a choking risk.

During a phone interview on 5/20/25 at 1:27 p.m., family member (FM)-A stated the facility knew that R1 was
a choke risk and had difficulty swallowing. One of the nurses gave FM-A and R1 education that she was to
be upright while eating. R1 was on a regular diet and regular liquids.

During an interview on 5/23/25 at 8:37 a.m., licensed practical nurse (LPN)-A stated she was working with
R1 on 2/14/25, and R1 just could not swallow her pills. LPN-A crushed the pills and put them in pudding and
R1 did not have difficulty swallowing that. LPN-A received an order from the nurse practitioner for ST to
evaluate and treat. On 4/20/25, FM-A was with R1 in her room and it was right before a meal. R1 had
requested to lay down. LPN-A educated FM-A and R1 that it was best to eat in a completely upright position
and with other residents.

During an interview on 5/23/25 at 10:07 a.m., speech language pathologist (SLP)-A stated R1 did good with
eating food but complained that she felt like the food was stuck in her throat. SLP-A encouraged consistent
cueing which included chew food well, do a liquid wash. SLP-A gave recommendations to be upright for all
meals and 30 minutes afterwards, eat and drink slowly, small sips and bites, alternate between sips and
bites.

During an interview on 5/23/25 at 2:30 p.m., assistant director of nursing (ADON) reviewed R1's care plan
and verified that ST recommendations of remaining upright position for all meals, remain upright for at least
30 minutes after all meals, eat and drink slowly, small bites, small sips, chew foods thoroughly, alternating
bites and sips. To facilitate safety and efficiency, it is recommended R1 use the following strategies during
oral intake: chin tuck and effortful swallow were not in the care plan. The expectation is that all
recommendations from therapies would be included immediately in the care plan and the nursing assistant
care guide.
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