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Level of Harm - Minimal harm
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Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews (iQIES #3004417), the facility failed to ensure the resident environment
remained as free of accident hazards as possible for one (1) of three (3) residents (Resident #1).
Specifically, Resident #1 had a physician order for pudding thick liquids, was care planned to receive
pudding thick liquids and was served thin liquids for dinner on 05/01/2026. Staff did not follow the
facility process for checking meal trays against the meal ticket prior to serving and the certified
nurse aide provided thin liquids instead of pudding thick liquids to the resident without verification.
This resulted in no actual harm with potential for more than minimal harm past non-compliance for
Resident #1. Findings include: The facility policy Meal Ticket and Dining Room Service, revised
03/2026 documented the licensed practical nurse was responsible for checking each tray prior to
passing to the residents. The tray would be checked for accuracy including correct consistency,
presence of all items stated on the meal ticket including adaptive devices, aspiration precautions, and
allergies. The facility policy Feeding and Thickened Liquids Competency, revised 08/2024
documented food service provided pre thickened fluids (nectar and honey thickened) in the correct
consistency on the meal tray. For fluids that did not come pre thickened, food service provided
thickening packets, in the ordered consistency, for clinical staff to prepare before serving. Resident
#1 had diagnoses including dementia and difficulty swallowing. There was no documented Minimum
Data Set assessment in the record as the resident was newly admitted to the facility. The
04/30/2026 Registered Nurse Manager #3's admission Assessment documented the resident was
alert to person only and they were on a pureed food, pudding thick liquid diet. The 04/30/2026
Hospital Discharge Summary documented the resident had a large, infected pressure ulcer that could
not be surgically debrided (removal of dead tissue) as the resident was not stable to go to the
operating room. The resident had a palliative consultation and started end of life care. The resident
was to continue pureed and pudding thick liquids. The 04/30/2026 Comprehensive Care Plan
documented the resident was care planned for end-of-life care and pureed/pudding thickened liquids.
On 05/04/2026, the facility initiated an investigation after the resident's family member reported the
resident had thin liquids on their dinner tray on 05/01/2026. The family member reported they notified
Licensed Practical Nurse #2 on 05/01/2026 at the time. The family reported this to the facility on
[DATE], following the resident's death. The 05/04/2026 Incident Report documented Certified Nurse
Aide #1 gave the resident thin liquids through a straw without checking consistency with the nurse on
duty. The meal tray was served without being checked by Licensed Practical Nurse #2 and Licensed
Practical Nurse #2 did not notify the Supervisor of the break in the care plan. Staff statements
obtained on 05/04/2026 documented: -Licensed Practical Nurse #2, they did not check the resident's
tray prior to serving as they were passing out meal trays to other residents. Certified Nurse Aide #1
passed the resident their tray. The resident's family member informed them the resident had thin
liquids on the tray, they did not notify a supervisor, and the resident was not assessed. They checked
the resident through the overnight shift and noted no concerns. -Certified Nurse Aide #1, the
resident's meal ticket did not identify the resident needed thickened liquids. Thin liquids were present
(continued on next page)
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on the tray. Licensed Practical Nurse #2 did not check the ticket prior to serving the tray. Certified
Nurse Aide #1 poured cranberry juice into a cup and placed a straw in it. They brought the cup to the
resident's mouth, and the resident drank the liquid quickly and wanted more. Certified Nurse Aide #1
provided thin water through a straw prior to the dinner meal and stated they did not check
consistency with the nurse and did not check the Task Sheet (care instructions). Three of the
resident's meal tickets dated 05/01/2026 were observed in the Investigative Packet for breakfast,
lunch and dinner meals and documented Regular diet, texture: pureed/pudding liquids. On 05/12/2026
at 12:04 PM and again on 05/20/2026 at 12:19 PM, Certified Nurse Aide #1 was not reached in an
interview. On 05/12/2026 at 12:54 PM, Licensed Practical Nurse #2 stated in an interview they knew
what diet a resident was prescribed by looking at the physician order or by looking at the meal ticket.
They were supposed to check the meal tickets though that was not written in stone. If they passed a
meal tray, they checked the ticket, however, the aide could also check the ticket. Trays came up from
kitchen with thickened liquids. When there was an incident, they were to report to the supervisor. On
05/01/2026, they were passing trays when the resident's family member told them the resident had
thin liquids on their tray. They spoke with Certified Nurse Aide #1 who reported they gave thin liquids
to the resident. They did not know the resident's tray had thin liquids on it or they would have done
something about it sooner. They did not look at the meal ticket after the incident, however it was their
understanding from Certified Nurse Aide #1 that the meal ticket did not indicate thickened liquids.
They were educated by the facility prior to the incident to check the trays for correct diet, however it
was impossible to do that as sometimes, they were still passing medications at the time meal trays
were being delivered. During an interview on 05/19/2026 at 9:42 AM, the Director of Nursing stated
resident diets were physician prescribed, documented on the Task Sheet and documented on the meal
ticket. The licensed practical nurse was expected to review the meal ticket against the meal tray
before the tray could be handed to the certified nurse aide. Any incident should be reported to the
registered nurse for assessment, notification to the provider and family and an investigation started.
Licensed Practical Nurse #2 should have notified the registered nurse supervisor when the family
reported there were thin liquids on their meal tray. They determined Certified Nurse Aide #1 did not
check and verify fluids consistency before giving them to the resident. Licensed Practical Nurse #2
did not check the meal tray prior to the meal tray being served and when the resident's family notified
them of thin liquids on the meal tray, Licensed Practical Nurse #2 did not notify the supervisor for
assessment. The facility terminated the two staff, re-educated all nursing staff on the facility
processes for dining and thickened liquids. As of 05/19/2026, all nursing staff had been trained and
the three remaining untrained per diem staff would be trained prior to their next scheduled shifts.
During an interview on 05/20/2026 at 11:30 AM, the Medical Director stated they were familiar with
the incident. They expected staff to follow dietary physician orders for resident safety. The resident
came to the facility for comfort care. The certified nurse aide gave the resident thin fluids without
verifying they could have them first. The resident drank thin fluids through a straw and the certified
nurse aide reported they had no distress noted at that time. They did not believe the consumption of
thin liquids contributed directly to their death. 10 New York Codes, Rules and Regulations
415.12(h)(1)____________________________________________________________________________
No Actual Harm with Potential for More than Minimal Harm Past Non-Compliance was identified. The
facility provided verification the following corrective actions were completed by 05/11/2026: -An
investigation was started immediately on 05/04/2026 after family reported thin liquids were found on
the resident's meal tray on 05/01/2026-Licensed Practical Nurse #2 and Certified Nurse Aide #1 were
terminated.-Education was provided to all nursing staff on the Dining policy and updated Meal Ticket
Policy.- Any remaining nursing staff who were not scheduled were educated upon return to work, prior
to the start of their shift. -A facility wide audit was conducted 05/05-05/06/2026 of Dietary Care
Plans and Task Sheets to verify all matched and included diet and any consistencies of food/fluid.
-Altered diet consistencies were added to the Protected Health Information window in the Electronic
(continued on next page)
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Medical Record. -Managers were educated on tracker sheets that will be completed and handed in
weekly for compilation by the nursing Quality Assurance representative. -Audit Sheet for nursing to
track and report on completion of altered diets/fluid consistency, Task Sheet, Protected Health
Information window and care plans.-Quality Assurance and Performance Improvement to monitor
monthly for 3 months until 100% achieved.
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