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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to ensure a system to provide the correct physician ordered 
diet texture for 1 of 3 residents (R1) who was at risk for choking and had a history of dysphagia. This resulted 
in an Immediate Jeopardy (IJ) for R1 when she was provided lunch which was not cut up into bite sized 
pieces as ordered. As a result, R1 was observed to choke, requiring the Heimlich to clear obstruction, 
suctioning, and oxygen after she lost consciousness. R1 was transferred to the hospital, was intubated and 
placed on a ventilator.The IJ began on 7/30/25 at 12:10 p.m., when nursing assistant (NA)-A provided R1 
with a lunch tray which included potato chowder with kielbasa pieces and a chicken salad sandwich that 
were not cut up per physician orders. This resulted in R1 choking and requiring the Heimlich Maneuver, was 
hospitalized and placed on a ventilator. The Administrator and director of nursing (DON) were notified of the 
IJ on 8/7/25 at 2:25 p.m. The IJ was removed on 8/7/25 at 6:23 p.m., but noncompliance remained at the 
lower scope and severity level D, with isolated actual harm that is not immediate. Findings include:R1's 
quarterly Minimum Data Set (MDS) dated [DATE], identified R1 with moderately impaired cognition, did not 
reject cares, impaired mobility of both lower extremities, required setup or clean up assistance with eating 
and substantial assistance with oral care. In addition, R1's active diagnoses include spastic paraplegia 
(progressive stiffness and contraction in the lower limbs), Parkinsonism and dysphagia (difficulty swallowing). 
Diet was identified as Mechanically altered diet (require change in texture of food or liquids).A Facility 
Reported Incident (FRI) report was submitted to the State Agency (SA) on 7/30/25 at 3:25 p.m. The report 
identified, on 7/30/25, at 12:10 p.m., R1 experienced a choking incident requiring the Heimlich Maneuver and 
was sent to the hospital for treatment/evaluation.R1's hospital noted dated 7/30/25, identified R1 was 
intubated for airway protection following out of hospital cardiac arrest and respiratory failure and [R1 with 
history] of COPD presented to the ER (emergency room) following a choking event. Per EMS (Emergency 
Medical Services) report, patient choked on a sausage while at the assisted living facility, stopped breathing, 
attempt was made at Heimlich maneuver and R1 was unresponsive.R1's care plan dated 11/21/21, identified 
Approach: Regular Diet/Dysphagia level 4 (regular texture) with honey thick liquids; Cut food into small 
pieces. Encourage small bites and to chew well before swallowing.R1's physician orders dated 4/16/24, 
identified Honey Thick for Thickened Liquid, and Special Instructions: Cut all foods into bite size pieces. 
Encourage small bites and to chew well.R1's speech language pathology (SLP) evaluation and plan of 
treatment dated 4/2/24, recommended moderately thick liquids and Regular diet cut into bite sized pieces.
R1's lunch meal ticket for 7/30/25, identified menu of Kielbasa and Potato Chowder, Chicken Salad 
Sandwich, Pickled Beets and Fruit Salad. The ticket identified food to be cut into bite sized pieces. During 
interview with family member (FM)-A on 8/5/25 at 1:06 p.m., FM-A stated she was present in the dining room 
at the time of R1's choking episode. FM-A stated R1 was eating food off her meal tray and then raised her 
left hand up in a ‘wave'. Then, FM-A stated, I think [R1] is choking aloud to staff. Then a staff member 
approached R1. FM-A stated R1's skin color turned from normal to a gray color. FM-A stated staff 
immediately took R1 out of the dining room.During interview with nursing assistant (NA)-B on 8/5/25 at 1:17 
p.m., NA-B stated, she presented R1's lunch tray to her in the dining room on 7/30/25. NA-B confirmed she 
did not double check the meal ticket to ensure it was accurate. NA-B stated the process for following meal 
ticket was for dietary staff to lay out meal tickets on the dining room tables prior to each meal, then the aides 
or nurses would bring the meal ticket to the kitchenette [located in each dining room] and the dietary aide 
would dispense the food per meal ticket. The aide would then bring the meal and meal ticket back to the 
resident. NA-B stated, I should have checked the ticket and I could have cut her sandwich with a butter knife 
but I did not. Her meal was not bite-size pieces.During interview with licensed practical nurse (LPN)-A on 
8/5/25 at 2:08 p.m., LPN-A stated when R1 was suctioned there was little pieces of food noted. LPN-A 
obtained R1's meal tray and observed the kielbasa was large sausages about a 50-cent piece is size. LPN-A 
stated there was not formal education provided to staff following the choking incident.During interview with 
NA-C on 8/6/25 at 5:16 p.m., NA-C stated R1 choked pretty easily and if she swallowed wrong there was a 
lot of clearing her throat.During interview with trained medication aide (TMA)-C on 8/6/25 at 6:11pm, TMA-C 
stated they did not know who ensured the food was cut up. TMA-C indicated sometimes the dietary aide 
completed the task and sometimes it was the nursing staff. TMA-C stated it was unclear who was 
responsible. During interview with NA-E on 8/6/25 at 6:37 p.m., NA-E stated they though it was a mix of both 
dietary aides and nursing staff who were responsible to cut the food up. NA-E indicated there was no one 
specifically identified who had the responsibility to ensure the food was cut up when served to the resident.
During interview with NA-F on 8/6/25 at 6:40 p.m., NA-F stated they would not have thought about to cut the 
sausage pieces for R1. NA-F indicated that was the hard part of not knowing who is and is not responsible 
for cutting up food when the resident gets the food in front of them.During interview with director of nursing 
(DON) on 8/6/25 at 6:52 p.m., DON stated she was in the area of the dining room when R1's choking 
incident occurred on 7/30/25. DON stated she was notified of the choking incident and ran to R1 knowing R1 
was full code. Suction machine was obtained. DON indicated when the Heimlich was first initiated, a small 
piece of food came out. DON stated staff removed R1's dentures and put the suction lower in her throat. 
Staff applied Oxygen and the fire department arrived. DON stated a piece of chicken come up. DON went 
and asked to see the plate of food R1 was eating from and noted the sausage pieces in the soup were the 
size of quarter- too big to swallow. DON stated, I would not feed that to a two-year-old for fear of choking. 
DON stated the responsibility of making sure the food was cut up per orders before serving should be dietary 
staff. DON explained the food should come out cut up from the kitchenette and the next staff to touch the 
plate should have caught it. DON stated it was a learning situation. During a follow-up interview with DON on 
8/7/25 at 9:23 a.m., DON confirmed facility staff had not received formal education regarding R1's choking 
incident and the process to address it.During interview with dietary aide (DA)-B on 8/6/25 at 5:32 p.m., DA-B 
stated meal ticket process involved the aides retrieving the meal tickets from the tables and give it to the 
dietary staff serving the meal. DA-B dietary staff would review the ticket and dish up the meal. DA-B was 
unable to state who was responsible for ensuring meals with orders for cut up food was done.During 
interview with DA-C on 8/6/25 on 5:36 p.m., DA-C stated the meal ticket would inform the staff of the 
consistency of meal. DA-C stated they were unsure who was ultimately responsible for cutting up food into 
bite sized pieces per orders.During interview with dietary manager (DM) on 8/7/25 at 8:10 a.m., DM stated 
soup had been served on 7/30/25, and a chunk of meat in the soup became lodged in R1's throat. DM stated 
he reviewed R1's meal ticket and orders and it clearly says bite sized pieces. DM stated they thought 
everyone was responsible [for ensuring diet orders were followed and usually it was the dietary aide that cut 
up the food when plating it. DM stated there was no education provided to any dietary staff following R1's 
choking incident. DM indicated this was a life and death situation for R1. DM stated it was important to follow 
orders for a safety reason and to ensure that something like this did not happen again. During interview with 
SLP on 8/7/25 at 7:55 a.m., SLP stated she was very familiar with R1. SLP stated the food items in R1's 
lunch were not appropriate in size for R1. Staff said it was cut into small circles or discs which was way too 
big. SLP stated they really felt like it was the duty of the kitchen and dietary staff to ensure consistency of 
ordered food is appropriate. SLP stated they felt like this could have been avoided.During interview with 
registered dietician (RD) on 8/7/25 at 9:37 a.m., RD stated the dietary aides were supposed to cut it up and 
then the tray brought to the resident. RD stated R1's choking incident never should have happened. RD 
stated importance for following dietary orders was if not followed, problems like choking could occur.During 
interview with nurse practitioner (NP) on 8/7/25 at 9:40 a.m., NP stated she was made aware of R1's choking 
incident and indicated it looked like it was non-compliance with food recommendations. R1]followed her diet 
really well. NP stated there was negligence on what the food looked like and what was served and should 
have been avoided on multiple levels. NP stated it was a very serious thing that happened and no one 
deserved that. NP stated dietary orders were in place to help protect these individuals and if they were not 
followed serious side effects can occur.During interview with medical director (MD) on 8/7/25 at 12:47 p.m., 
MD stated the goal was to be clear with following orders, and ensuring the diet order was followed. MD 
stated the R1 choking incident was unfortunate and the facility learn from this and move forward.The IJ was 
removed and deficient practice corrected on 8/7/25 at 6:23 p.m., after the facility implemented a systemic 
plan that included the following actions:-Resident Diet Communication and Implementation Procedure was 
reviewed and identified dietary aide is responsible for serving meals according to orders and preferences.
-Residents were identified as at risk for receiving improper meals due to diet orders with special instructions. 
All dietary orders were reviewed by SLP to assure they were current and accurate and matched the meal 
ticket, care sheets and care plan.-Education started 8/7/25 for all nursing and dietary staff prior to each shift. 
Training includes the definition of bite sized pieces, that all food must be cut into bite sized pieces, and that 
all staff understand and can demonstrate what to do if a resident is choking.
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