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Based on interview and record review, facility staff failed to provide each resident with a diet that met each 
resident's special dietary needs when staff served a regular texture meal to the one resident (Resident #1) 
who had a physician's order for a mechanically altered diet resulting in the resident choking. The facility had 
a census of 35.On 06/18/25, the Administer was notified of the non-compliance. The facility implemented 
measures including designated assignment of staff for overseeing serve-out of meals, nurses to be present 
in the dining room for all meals, assigning only nursing staff to pass prepared meals to residents, 
implementation of a meal ticket system with written current dietary needs of each resident printed new for 
each meal, in-servicing all staff, and increased audit/check processes throughout the meal to ensure meals 
are prepared according to physician's orders. The deficient practice was corrected on 06/20/25.Review of a 
facility policy titled, Diet Orders, dated 2011, showed the following:-Each resident shall have a diet order 
prescribed by the physician and documented in their medical record;-Diet orders are to be checked regularly 
for accuracy;-Diets available include, regular diet, no added salt diet (NAS), limited concentrated 
sweets/consistent carbohydrate diets, heart healthy diets, renal diabetic diets, finger food diets, gluten free 
diets, and texture modified diets (mechanical soft, puree, thickened liquid diet, and dysphagia (difficulty 
swallowing) diets. Review of a facility policy titled, Dental Soft (Mechanical Soft),) dated 2022, showed the 
following:-Mechanical soft consistency modified diets are for individuals with limited or difficulty in chewing 
regular textured foods;-Mechanical soft foods should be moist and fork tender with meat ground or chopped 
into, bite-size pieces approximately 1/2 inch or smaller. 1. Review of the facility dietary menu showed the 
following:-On 06/18/25, the facility was utilizing the meal set designated on Week 3, Day 18 of their monthly 
meal rotation;-The lunch meal was listed as resident's choice. Review of a facility document titled, Day 18 
Resident's Choice, showed the following meal items:-Hamburger or hotdog;-Grilled Zucchini;-Potato 
Salad;-Baked Beans;-Spice Cake. Review of the facility recipe sheets, dated 2025, showed a recipe for 
ground hotdog on a bun with broth with the following instructions:-Place hot dog or franks on a greased 
baking sheet;-Bake for 15 to 20 minutes for hotdogs or franks or 30 minutes for bratwursts ensuring internal 
temperature of at least 165 degrees Fahrenheit (F) for 15 seconds;-Place hot dogs in a washed and 
sanitized food processer, grind to the size and texture of fine hamburger, place in a steamtable pan with 
enough prepared broth to keep the product moist;-Portion #10 dipper of ground, moist, hotdog or frank on 
each bun;-Serve with catsup, mustard and/or pickle relish on bun to keep meat moist. Review of Resident 
#1's face sheet (basic information sheet) showed the following:-An admission date of 09/03/24;-Diagnoses 
included Cerebral Palsy (a group of neurological disorders that affect movement and posture), schizophrenia 
(a disorder that affects a person's ability to think, feel, and behave clearly), autistic disorder (a developmental 
disability impacting social communication and interaction), depression (a mood disorder impacting one's 
ability to think, feel, and act), contractures (shortening and hardening of muscles, tendons, or other tissue 
leading to deformity and rigidity of joints), restlessness, and agitation.Review of the resident's Minimum Data 
Set (MDS- a standardized assessment tool used to measure health status), dated 05/15/25, showed the 
following:-The resident was cognitively intact;-The resident required setup assistance for eating.Review of 
the resident's Physician's Orders showed an order, dated 04/29/25, for regular diet, mechanical soft texture, 
no mixed consistencies, and food on a divided plate.Review of the resident's nursing notes dated 06/18/25, 
at 1:05 P.M., a nurse documented the resident was choking in the dining room while seated in his/her 
wheelchair. Staff began back blows in attempt to dislodge food due to the resident being in a wheelchair and 
staff contacted 911. Emergency Medical Services (EMS) arrived at 12:55 P.M. EMS suctioned the resident's 
mouth until the food was dislodged. The obstruction appeared to be 1/2 of a hotdog. During an interview on 
08/05/25, at 1:10 P.M., the resident said the following:-He/She received a mechanical soft texture 
diet;-He/She was served a regular consistency diet once but could not recall how long ago this occurred or 
what he/she received;-He/She eats fast, and staff have to ask him/her to slow down often;-He/She denied 
any concerns with meals. During an interview on 08/05/25, at 2:11 P.M., the MDS Coordinator said the 
following:-He/She was working when the incident occurred;-The incident occurred in the dining room during 
the lunch meal;-He/She observed mushy hotdog in the resident's mouth;-He/She used the suction machine 
to try and dislodge the obstruction;-He/She completed multiple finger sweeps (could not recall how many) but 
was only able to get small chunks of hotdog out of the resident's mouth;-EMS took over and used their own 
suction machine to remove a large chunk of hotdog from the resident's airway.-The piece of hotdog was solid 
and 1 1/2 to 2 inches long;-The hotdog was not mechanical soft consistency;-The resident had physician's 
orders for a mechanical soft consistency diet at the time of the incident;-He/She did not see the resident 
eating in the dining room prior to choking and did not see the resident's plate served;-The dining process at 
the time of the incident consisted of laminated cards with dietary orders;-The card would go down the 
serve-out line as it was being prepared;-Once the plate was delivered the card would go back to dietary 
staff;-The facility did not have any consistent double-check process to ensure the food plated matched the 
dietary orders;-Any staff in the dining room were able to deliver a plate to the residents;-Dietary staff were 
responsible for ensuring plates were properly prepared and plated according to orders;-Cook F was the 
kitchen staff preparing plates at the time of the incident. During an interview on 08/05/25, at 3:07 P.M., 
Certified Nurse Aide (CAN) A said the following:-He/She was working at the time of the incident;-The incident 
occurred in the dining room around 12:30 P.M.;-He/She was in the dining room area and overheard 
someone (unknown) make a comment that someone may be choking;-Staff responded immediately;-When 
EMS took over and he/she (CNA A) held the resident's mouth open for EMS as they suctioned a 1 1/2 inch 
large piece of hotdog from the resident's mouth;-The resident was supposed to receive mechanical soft 
consistency food;-The piece of hotdog removed by EMS was not mechanical soft consistency;-He/She did 
not see the resident's plate before, during, or following the meal;-The serve-out process for meals at the time 
of the incident was changed following the incident;-Dietary staff utilized cards to plate food according to 
dietary requirements for each resident for the prior process;-Any staff present in the dining room could take a 
prepared meal tray to a resident;-Meal trays should have been checked by dietary before being taken to the 
resident to ensure accuracy.During an interview on 08/05/25, at 3:25 P.M., Licensed Practical Nurse (LPN) B 
said the following:-He/She was working when the choking incident with the resident occurred;-He/She was 
charting in the nurses' station at the time of the incident;-The SSD reported to him/her the resident was 
choking in the dining room;-He/She left the nurses station immediately and entered the dining room and staff 
responded immediately;-EMS arrived and took over;-EMS used a suction device and removed a 2-inch piece 
of hot dog from the resident's mouth/airway;-The piece of hotdog was intact and not a mechanical soft 
consistency;-The resident had dietary instructions to receive a mechanical soft consistency diet;-He/She did 
not see the resident's plate before, during, or after the meal;-The resident eats quickly but had no prior 
history of choking on food or having difficulty eating;-At the time of the incident, any staff present in the dining 
room could pass a meal tray to a resident;-Dietary staff were responsible for ensuring the meal was properly 
prepared and served according to the meal card;-He/She did not know how the resident received the wrong 
consistency for his/her meal;-Resident's meals should be confirmed according to the meal card prior to giving 
to the resident. During an interview on 08/05/25, at 3:58 P.M., LPN C said the following:-He/She was working 
at the time the choking incident with the resident occurred;-He/She was walking through the dining room and 
overheard the Social Service Director (SSD) say the resident was choking;-Staff responded to assist the 
resident and called 911; -EMS arrived within 1 to 3 minutes of being called and entered the facility as the 
MDS Coordinator was attempting to remove the obstruction while the resident was on the floor;-EMS took 
over assisting the resident;-EMS used their own suction device and removed a 1 1/2 inch intact piece of 
hotdog from the resident's mouth/airway;-He/She observed the resident's plate following the incident and 
observed an intact hot dog on the plate;-The hot dog was regular consistency and not mechanical soft;-The 
resident had orders to receive a mechanical soft diet;-He/She did not know how the resident received a 
regular consistency plate;-Dietary staff were responsible for preparing plates according to the meal 
card;-Staff passing the plate were responsible for visualizing the card matched the plate to ensure the meal 
was appropriate prior to giving to the resident;-The resident's meals should have been checked for proper 
consistency prior to serving. During an interview on 08/06/25, at 10:38 A.M., the SSD said the 
following:-He/She was working during the choking incident with the resident;-The incident occurred during 
the lunch meal;-He/She was talking to another resident and their family member and observed the resident 
making a jerk type movement;-He/she approached the resident who was making a gurgling type sound from 
his/her mouth;-Multiple staff immediately responded and called 911;-EMS arrived and took over assisting the 
resident;-EMS used a suction machine and dislodged the obstruction as the resident started breathing 
again;-He/She did not see what was removed;-He/She did not see the resident's plate during the meal 
service;-He/She did not know how the resident was given an incorrect consistency plate;-The resident was to 
receive a mechanical soft diet;-Dietary staff were responsible for ensuring meals were properly prepared and 
plated according to the meal cards. During an interview on 08/06/25, at 10:56 A.M., CNA D said the 
following:-He/She was working when the choking incident with the resident occurred;-The incident occurred 
during the lunch meal;-He/She was the assigned dining room monitor when the incident occurred;-He/She 
had the resident meal cards and was reading the cards to dietary;-He/She read the resident's meal card to 
[NAME] F;-He/She told [NAME] F the resident's plate was a mechanical soft diet;-He/She handed the meal 
card to [NAME] F who started preparing the plate and passed down the serving line for other dining staff to 
finish the plate;-He/She did not see what was put on the resident's plate;-Dietary Aide (DA) E passed the 
resident's plate;-He/She did not see what was on the plate before it was passed;-Staff should have paid 
more attention to what was on Resident #1's plate;-The staff that delivers the meal was responsible for 
ensuring the meal was the proper diet and consistency before giving to the resident.During an interview on 
08/06/25, at 1:46 P.M., DA E said the following:-He/She was working when the resident choked;-The incident 
occurred during the lunch meal;-He/She was in the kitchen when the resident started choking;-He/She did 
not deliver the plate to the resident and did not see what was served to the resident;-The resident had orders 
for a mechanical soft consistency diet;-Four staff are to check the plates as it goes through the preparation 
and serving process;-The plate should have been checked by two kitchen staff preparing the plate, one 
dietary aide, and the dining room monitor;-He/She did not know how the resident could have been served an 
incorrect consistency plate.During an interview on 08/06/25, at 12:53 P.M., [NAME] F said the 
following:-He/She was the Dietary Manager at the time of the incident;-He/She was working the day the 
incident occurred;-The incident occurred during the lunch meal service;-He/She was the first person for the 
serve-out station preparing plates;-He/She prepared the first portion of the plate and passed the plates down 
to two other staff;-He/She could not recall what portion of the plate he/she plated and could not recall who 
the other staff completing serve-out were;-He/She does not recall preparing the resident's plate;-The resident 
had orders for a mechanical soft diet;-Staff may have brought the resident the wrong plate or someone else's 
plate which led to him/her choking on a hotdog;-The meal monitor and staff bringing the plate to the resident 
were responsible for verifying the plate according to the meal card.During an interview on 08/06/25, at 12:48 
P.M., the Registered Dietician said the following:-Staff reported the resident choked in the dining room on a 
hotdog;-The resident was to be mechanical soft consistency;-Staff should verify the plate before giving to the 
resident to ensure proper consistency;-A resident has increased risk of aspirating if given the incorrect 
consistency;-If an incorrect consistency is observed by staff the plate should be removed and replaced 
immediately. During an interview on 08/06/25, at 1:14 P.M., the Medical Director said the following:-He was 
contacted immediately regarding the incident;-The resident had no prior issues with her diet;-The resident 
was to receive mechanical soft food following removal of his/her teeth a few months prior to the 
incident;-Staff should verify consistency of food per orders each meal prior to residents being served the 
plate;-If there are any issues staff should address it promptly;-A resident being served a regular consistency 
when they are mechanical soft would increase risk of aspiration to the resident.During an interview on 
08/06/25, at 2:13 P.M., the Director of Nursing (DON) said the following:-Meals are to be prepared according 
to the recipe and plated according to the meal card;-Plates should be checked as they are being prepared to 
ensure the diet is being prepared according to orders;-The dining monitor organizes and starts the meal 
serving process by giving the card to the cook;-The cook is to prepare the plate based on the card;-The 
serving staff should check the plate with the card to ensure it is correct before giving to the resident;-At the 
time of the incident there were some ancillary non-nurse or non-dietary staff who could pass plates;-They 
could not determine in the investigation who passed the resident his/her plate.During an interview on 
08/06/25, at 2:21 P.M., the Administrator said the following:-She was working the day the incident 
occurred;-A 1 1/2 to 2-inch piece of hot dog was removed from the resident's mouth/throat;-The piece was 
not mechanical soft consistency;-The resident had orders to receive a mechanical soft diet;-She was unsure 
if any staff observed the plate the resident received or was eating at the time he/she choked;-She did not 
know who served the resident his/her plate;-Meals should be prepared and plated according to resident's 
dietary orders;-Each meal should be checked for accuracy and proper consistency prior to giving the meal to 
a resident;-Dietary staff and staff serving the meal are responsible for ensuring meals are prepared and 
served accurately;-If an incorrect item or consistency is observed on a resident's plate it should be replaced 
immediately with an appropriate plate;-The facility had a dining process in place at the time of the incident 
but there were issues with the follow through of the process to ensure it was properly completed. Complaint 
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