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Ensure therapeutic diets are prescribed by the attending physician and may be delegated to a registered or
licensed dietitian, to the extent allowed by State law.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and document review the facility failed to ensure modified diet orders were served in
accordance with physician's orders for 3 of 4 residents (R1, R2, R3) who were at risk of aspiration and
choking. This resulted in an immediate jeopardy for R1 and R3 when R1 was served food despite a strict
order for nothing by mouth (NPO) and R3 who had a history of dysphasia (difficulty swallowing) and was
served non pureed meat, not in accordance with the prescribed diet. The IJ began on 1/19/26,?when dining
assistant (DA) served R1 a regular textured meal consisting of a sandwich against physician's orders for
NPO. R1's oxygen saturation level was 71% (a normal blood oxygen level is between 95% and 100%,
regardless of age) and was taken to the emergency department (ED) by ambulance. In addition, on 1/27/26
at 12:32 p.m., R3 was seated at a table in the dining room. R3 was eating from a plate that contained a
hotdish made from stuffing with chunks of turkey in it. DA-A stated the regular hotdish was for a regular or
minced and moist diet, not a pureed diet as ordered by her physician. The administrator was notified of the
immediate jeopardy at 4:15 p.m. on 1/27/26.? The immediate jeopardy was removed on 1/28/26, but
noncompliance remained at the lower scope and severity level of D, which indicated no actual harm with
potential for more than minimal harm that is not immediate jeopardy.Findings include: R1's admission
Record indicated she was admitted to the facility on [DATE], R1's diagnosis included dementia, dysphagia
and aphasia (a language disorder that impairs a person's ability to speak.) R1's admission Minimum Data
Set (MDS) 1/12/26, indicated eating not evaluated due to medical condition. R1's Physicians Order dated
1/6/26, indicated NPO diet related to aphasia (affects language ability) following cerebral infarction (stroke).
R1's care plan dated 1/6/26, identified impaired cognition and a communication problem due to Aphasia
and Dysarthria (happens when the muscles used for speech are weak or are hard to control), motor speech
disorder, staff were to observe, and report decline in cognitive status, mood, activities of daily living and
deterioration in respiratory status. The care plan indicated R1 was NPO due to a swallowing problem;
EATING: Dependent with assist of one, GT Tube (a method of providing nutrition directly to the stomach for
individuals who cannot eat enough by mouth.) R1's Progress Note dated 1/19/26, indicated R1 was in the
dining room and significant other (SO) requested to speak to the nurse. Registered nurse (RN) went to R1
and discovered she had eaten part of a sandwich and drank some juice. RN brought R1 to her room and
assessed. R1's oxygen saturation level (SpO2) was 71 percent. R1 was sent to the ED. R1's ED Provider
Note dated 1/19/26, indicated R1 presented to the ED following a transient hypoxic episode that occurred
around lunchtime. R1 had resided in the facility following a stroke. Per facility report, R1 had been given
lunch despite being on a strict NPO status, after which her SpO2 reportedly dropped to the low 70's.
Concern for aspiration event with brief hypoxemia. Diagnosis indicated transient hypoxemia after suspected
aspiration event.R1's medical record lacked evidence of previous hypoxic events since admission to the
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facility.During interview on 1/27/26 at 1:09 p.m. the speech language pathologist (SLP) stated R1 had a
recent stroke and said when the hospital performed a video swallow study, R1 had scored pretty poorly. The
SLP said basically the food went down the wrong pipe. The SLP stated she would not have suspected a
lodged airway for R1 but would suspect aspiration from food particles going down the wrong pipe. The SLP
stated R1 had de-saturated and said that could have happened from aspiration. During interview on 1/22/26
at 3:58 p.m., R1's SO stated he arrived at the facility around noon on 1/19/25, and R1 was not in her room.
The SO said he went to the dining room, and she was eating a sandwich and had a salad. The SO said a
lady came over and said R1 was not supposed to have food. The nurse brought R1 to her room, and said
her oxygen was low, so they called an ambulance. During interview on 1/22/26 at 4:17 p.m., the culinary
director (CD) stated R1 should have a dietary ticket printed that indicated NPO. The CD said a staff
member had brought R1 to the dining room after a therapy session and said R1 did not normally go to the
dining room. The CD said she believed the dining assistant (DA)-A thought R1 was another resident and
served her lunch. The CD stated they had pictures of the residents on the dietary cards and the tablet, and
this was reviewed with the staff following the incident. During interview on 1/27/26, at 10:41 a.m., DA-A said
on 1/19/26, she saw R1 in the dining room but did not realize she could not eat. DA-A said a nurse noticed
R1 and said she could not have food. DA-A said she thought because R1 was in the dining room she could
eat. DA-A stated they had diet slips and a tablet they could use to identify the residents and view their diet.
DA-A said she had not used the tablet and said she had thought R1 was a different resident. DA-A said she
had served R1 a ham or turkey sandwich with cheese. R3's admission Record indicated she was admitted
to the facility 3/30/16. Diagnosis included Multiple Sclerosis, mild cognitive impairment and dysphagia. R3's
quarterly MDS dated [DATE], identified cognitive impairment and indicated she was able to eat
independently. R3's Physician Orders dated 1/27/26, indicated a Level 4- pureed texture diet and thin
liquids. R3's care plan revised 1/26/26, identified a nutritional risk due Multiple Sclerosis and history of
seizure disorder. The care plan directed staff to serve diet as ordered. The care plan identified a regular
diet, regular texture with thin liquids and pureed meats. R3's Progress Notes indicated the following: 1/4/26,
Staff came out of dining room to alert writer R3 was throwing up in the dining room. R3 was removed from
the dining room and was spitting up and not swallowing her food. R3 had wheezing noted in her lower lung
lobes upon assessment. 1/4/26, R3's family member (FM)-B was concerned about R3 and brought her to
the ED. 1/6/26, R3 was seen by nurse practitioner (NP) for follow up visit after ED visit and coughing
episode on food. R3 went to the ED and needed to be scoped to push food through that was lodged in her
throat. R3's ED visit note dated 1/4/26, indicated R3 presented with concerns for dysphasia. Has had some
issues with dysphagia that usually self-resolved. Had another episode where she felt like she could not
keep anything down when she tried to swallow. R3 stated she felt like it was not passing into her stomach,
and she ended up regurgitating her food or liquids. Denied food stuck in her esophagus. R3's NP Note
dated 1/6/26, indicated R3 was evaluated in the ED due to choking. She had been regurgitating and felt she
was not passing food into her stomach. R3 underwent esophagogastroduodenoscopy (EGD), (a minimally
invasive procedure used to examine the upper gastrointestinal tract, including the esophagus, stomach,
and duodenum) and extraction of food bolus.During observation and interview on 1/27/26 at 12:32 p.m., R3
was seated at a table in the dining room. R3 was eating from a plate that contained a hotdish made from
stuffing with chunks of turkey in it. DA-A stated the regular hotdish was for a regular or minced and moist
diet, not a pureed diet. DA-B said the diets were available on the iPads and said sometimes she used them
and sometimes she did not. DA-C was present and said they had dining slips also and showed surveyor a
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basket on the back of the counter. DA-C then handed DA-B an iPad. No iPads or diet slips had been
observed in use prior to surveyor inquiry. During interview on 1/27/26 at 12:38 p.m., the DON said R3
should have been served a regular diet with pureed meat. The DON stated the staff should have been
using iPads when serving to ensure the correct meal was served. The immediate jeopardy that began on
1/19/26?was removed on 1/28/26, after the facility implemented a systemic plan that included the following
actions:? -Review of the facility process for ensuring the correct resident received the correct diet as
prescribed by the provider. -Care plans were reviewed and revised for accuracy. -All staff were educated
with competency on resident care plan revisions, the facility procedure for implementing resident's
physician ordered diets, education on diet textures and protections from negative outcomes. -Meal tray
audits were implemented. R2's admission Record indicated he was admitted to the facility 12/4/17. R2's
diagnosis included dementia and aphasia. R2's quarterly MDS dated [DATE], identified severe cognitive
impairment and indicated he could eat independently after setup. R2's Physician Order dated 12/1/25,
indicated: diet- level 2- mildly thick liquids. L4- pureed texture diet (when you only eat foods you do not need
to bite or chew. Foods are smooth and moist before eating them. This makes it easier to swallow. Food that
is pureed -is smooth, soft, and moist, is usually eaten with a spoon, holds its shape on a spoon, flows very
slowly and cannot be sucked through a straw). R2's care plan dated 11/8/25, identified an alteration in
communication due to dementia and expressive aphasia. The care further identified a need for a modified
diet. Diet indicated Level 4 pureed texture, Level 2 mildly thick liquids. R2's care plan indicated per family
member (FM)-A, R2 could have thin liquids/different textures that she would provide when she was with
him. FM-A would also leave cookies/snacks with the staff that she was okay with him having upon request
when she was not present. If R2 was seen with cookies or drinks that were not provided by FM-A and not
part of his recommended diet, staff were to remove the items and offer appropriate alternative. R2's
Progress Notes indicated the following: 11/9/25, R2's FM-A called and said she had concerns regarding
R2's behavior at lunch. FM-A stated R2 was pocketing his food in his mouth. 11/15/25, Staff in the dining
room alerted writer R2 had been choking in the dining room, wasn't breathing and had turned purple. Writer
arrived in dining room and R2 was breathing and had good color. He did have pureed food in front of him.
R2 was reminded to eat slowly. 11/18/25, Care conference was held. R2 was scheduled for a speech
evaluation. FM-A stated she felt R2 was eating too fast and that was causing him to cough on food. R2 was
on a pureed diet for a trial period. R2 liked to help himself to juice, and staff was aware to thicken his juice if
he was found to help himself. 12/2/25, FM-A requested R2 no longer have snacks in his room. FM-A stated
she would continue stocking snacks in the medication room, and she would serve them when she was at
the facility. During observation on 1/27/26 at 4:21 p.m., R2 was propelling himself in the hallway, near the
dining room, with his wheelchair. R2 was eating Oreo cookies. R2 was not supervised by staff. The DON
was alerted and stated R2 takes his own snacks, then went to the dining room. During interview on 1/28/26
at 8:30 a.m., the director of nursing (DON) stated R2's FM-A brought him snacks. The DON stated she
thought R2's FM-A may have signed something related to his snacks and said she was going to look for it.
The DON said the facility kept snacks up high so residents could ask them if they wanted something. The
DON said she did not know who had given R2 the Oreo cookies the previous day and said she would
investigate if he could have them. During interview on 1/28/26 at 10:15 a.m., R2's FM-A stated R2 was
currently receiving pureed food. FM-A said about a month or so ago, R2 had been choking when he
swallowed so the facility provided testing and changed his diet to pureed. FM-A said she had snacks in R2's
room that he could eat as long as she was with him. FM-A said if she was not there, she did not want R2 to
have the snacks. FM-A said she
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brought in things like soft fruit, puddings and some soft cookies but said she did not bring in hard things.
FM-A said she had not provided R2 with Oreos and said he should not have them. She added that R2 used
to go into other residents' rooms, indicating he may have gotten the cookies from someone else's room, but
she did not think he had been doing that as much as he used to. During interview on 1/28/26 at 10:48 a.m.
the DON stated the facility did not have signed consent for a liberalized diet. The DON stated she had
spoken with FM-A who did not want R2 to have Oreo cookies. Facility policy Therapeutic Diets dated
October 2017, indicated therapeutic diets are prescribed by the attending physician to support the
resident's treatment and plan of care in accordance with his or her goals and preferences. A therapeutic
diet is considered a diet ordered by a physician, practitioner or dietician as part of treatment for a disease
or clinical condition. Snacks will be compatible with the therapeutic diet.
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