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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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The Grand Rehabilitation and Nursing at Mohawk 99 Sixth Avenue
Ilion, NY 13357

F 0656

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observations, record review, and interviews during the abbreviated (IQIES #2600078) survey the 
facility did not implement a comprehensive person-centered to meet a resident's medical, nursing, and 
mental and psychosocial needs identified in the comprehensive assessment for one (1) of three (3) residents 
(Resident #1) reviewed. Specifically, Resident #1 was left in the dining room after the lunch meal ended, and 
staff did not assist with toileting as planned. Findings include: The facility policy Care Plans, Comprehensive 
Person-Centered, reviewed 1/2025, documented the comprehensive care plan would describe the services 
furnished to attain or maintain the resident's highest practicable physical, mental, and psychosocial 
well-being and reflect currently recognized standards of practice for problem areas and conditions. The 
facility policy Resident Care with Activities of Daily Living, reviewed 1/2025, documented residents on a 
toileting program will be offered assistance every 2-4 hours and as needed. Staff would document resident 
toilet use in the certified nurse aide accountability record. Preparation included to review the resident's care 
plan to assess for any special needs. Resident #1 had diagnosis including aspiration pneumonia (inhaling 
matter into the lungs), progressive hyperphagia (insatiable hunger) and dysphagia (difficulty swallowing). The 
Minimum Data Set assessment had not been completed.The 8/20/2025 admission Evaluation completed by 
Registered Nurse #20 documented the resident had intact cognition, was incontinent of bladder related to 
acute condition, and required substantial/maximal assistance with toileting.The 08/23/2025 at 11:10 AM 
Incident Report documented Resident #1 was witnessed sliding out of their wheelchair and landing on the 
floor. The resident did not strike their head. The resident was assessed by Registered Nurse #15 to have no 
injuries. The resident was soaked in urine and incontinence care was provided at the time. Interventions to 
prevent reoccurrence included to check and change every two hours, report any refusals, document the 
resident was checked every two hours and whether the resident was wet or dry. A 08/23/2025 at 12:00 PM 
verbal order documented check and change the resident every two hours to maintain skin integrity. The 
8/23/2025 Comprehensive Care Plan documented to check and change every two hours and as needed, 
document if resident was wet/dry and any refusals for incontinence care.The Kardex (care instructions) as of 
8/28/2025 documented check and change every two hours and as needed, document if resident is wet/dry 
and any refusal for incontinence care. The Certified Nurse Aide Activities of Daily Living Report documented 
on 08/23/2025 Resident #1 was provided bathing and personal hygiene activities at 9:45 AM and toileting at 
11:36 AM, by Certified Nurse Aide #9.The Treatment Administration Record documented beginning on 
08/23/2025 at 12:00 PM to check and change the resident every two hours. At 12:00 and 2:00 PM, Licensed 
Practical Nurse #2 documented the resident was checked and wet.The facility's 08/23/2025 surveillance 
videos from the second-floor dining room from 12:00 PM through 3:30 PM was reviewed. The following was 
observed:-From 12:10 PM - 3:15 PM, Resident #1 was seated in the dining room. No staff checked or 
provided care to the resident. At 3:15 PM, Certified Nurse Aide #14 entered the dining room and found the 
resident unresponsive. There was no documented evidence the resident was toileted every two hours as 
planned from 12:10 PM-3:15 PM. During an interview on 08/28/2025 at 1:45 PM Licensed Practical Nurse #2 
stated on 8/23/2025 at around 1:30 PM, they went into the dining room to refill their water pitcher and 
Resident #1 was still sitting at the table. They told the resident they would let someone know to come get 
them, as residents were not supposed to be left in the dining room after they ate. They went back to their 
medication cart and told the certified nurse aides at the desk to make sure everyone was out of the dining 
room. During an interview on 8/29/2025 at 11:00 AM Certified Nurse Aide #7 stated on 8/23/2025 during the 
day shift there were four certified nurse aides, and they split the two hallways, two assigned to the Northside 
and two to the Southside. The were assigned the Northside with Certified Nurse Aide #9 and they were both 
assigned to Resident #1. They toileted Resident #1 around 11:00 AM when the resident slipped out of their 
wheelchair but did not provide any care prior to that. The last time they saw the resident was at 1:45 PM. 
They did not provide the resident any care after lunch and took over doing a one to one for another resident 
at 2:00 PM. During an interview on 8/29/2025 at 11:20 AM Certified Nurse Aide #8 stated earlier in the day 
on 8/23/2025 they assisted with cleaning the resident's chair pad after they slid out of their wheelchair, as it 
was soaked in urine. During an interview on 8/29/2025 at 11:35 AM Certified Nurse Aide #9 stated on 
8/23/2025 they left the dining room around 1:20 PM to do afternoon care on other residents and Resident #1 
was still eating. They did not provide any afternoon care to Resident #1 as they were helping other aides. 
They usually checked and changed the resident but the last time they changed Resident #1 on 8/23/2025 
was around 11:45 AM. They left their shift at 2:15 PM. 10 NYCRR 415.11(c)(1)
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F 0678

Level of Harm - Actual harm

Residents Affected - Few

Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject to 
physician orders and the resident’s advance directives.
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The Grand Rehabilitation and Nursing at Mohawk 99 Sixth Avenue
Ilion, NY 13357

F 0678

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and interviews during the abbreviated (IQIES 2600078) survey, the facility did 
not ensure provision of emergency basic life support immediately when needed, for one (1) of three (3) 
residents (Resident #1) reviewed. Specifically, Resident #1 was found in the dining room unresponsive and 
without a pulse and staff did not initiate cardiopulmonary resuscitation (chest compressions and rescue 
breathing) immediately and moved the resident to their room to start cardiopulmonary resuscitation.Findings 
include: The facility policy Cardiopulmonary Resuscitation. revised 02/2024, documented the facility would 
ensure personnel completed training on the initiation of cardiopulmonary resuscitation and basic life support, 
including defibrillation, for victims of sudden cardiac arrest. If a resident was found unresponsive and not 
breathing a licensed staff member who was cardiopulmonary resuscitation certified shall initiate 
cardiopulmonary resuscitation unless there is a do not resuscitate order and there are obvious signs of 
irreversible death.Resident #1 was admitted to the facility on [DATE] and had diagnoses including aspiration 
pneumonia, progressive hyperphagia (excessive hunger) and dysphagia (difficulty swallowing). The [DATE] 
physician admission orders documented Full Code (perform cardiopulmonary resuscitation). The [DATE] 
facility surveillance videos from the second floor dining room from 12:00 PM through 3:30 PM was reviewed. 
The following was observed:-From 3:15:56 PM - 3:16:15 PM, Certified Nurse Aide #14 entered the dining 
room toward Resident #1. They looked at the resident, bent over to look closer and walked out of the dining 
room toward the nursing station.-At 3:16:36 PM Certified Nurse Aide #14 returned with Licensed Practical 
Nurse #13, who appeared to examine Resident #1. At 3:16:57 PM, Licensed Practical Nurse #13 left the 
dining room walked toward the nursing station and returned to the resident at 3:17:58. They pushed the table 
away from the resident and along with Certified Nurse Aide #14 bent over the resident. Certified Nurse Aide 
#8 and Licensed Practical Nurse #17 entered the dining room. Licensed Practical Nurse #17 talked on a 
cellphone. At 3:18: 34, they wheeled the resident out of the dining room. The [DATE], Change in Condition 
Evaluation documented Resident #1 was found unresponsive in the dining room, cardiopulmonary 
resuscitation and code blue were initiated. Emergency Medical Services was called at 3:19 PM and arrived 
at 3:25 PM. Resident #1 was pronounced deceased at 3:29 PM after Emergency Medical Services called the 
hospital. During an interview on [DATE] at 2:45 PM Registered Nurse #3 stated on [DATE] they arrived at the 
facility at 2:45 PM. They received a text from Licensed Practical Nurse #17 to call them, they called back at 
3:21 PM and the call was not answered. They headed to the resident's floor and received a call back the 
resident was unresponsive. When they arrived, the resident was on their bed on a backboard and Licensed 
Practical Nurse #13 was doing chest compressions. Registered Nurse Unit Manager #15 was present in the 
room. Certified Nurse Aide #14 was getting the crash cart and Licensed Practical Nurse #17 called 
Emergency Medical Services at about 3:19 PM. Emergency Medical Services arrived at approximately 3:25 
PM. When they arrived, they inspected the resident's legs and stated the resident was cold to the touch, 
called the hospital, and the physician in the Emergency Department called time of death at 3:29 PM.During 
an interview with the Director of Nursing #10 on [DATE] at 11:55 AM they stated staff should have done 
cardiopulmonary resuscitation right there in the dining room, but they did not. During an interview with 
Licensed Practical Nurse #13 on [DATE] at 2:15 PM they stated when they started their shift on [DATE] at 
2:15 PM they were given report. Around 3:00 PM Certified Nurse Aide #14 told them Resident #1 was in the 
dining room and was not responding. They entered the dining room and the resident's head was to the side. 
The resident did not have a pulse. The left the dining room to look at the resident's Medical Orders for 
Life-Sustaining Treatment Form, but the resident did not have one, but they knew the resident was a Full 
Code as they checked their orders the night before and again checked at the time. They returned to the 
dining room and was going to put the resident on the floor but there were residents coming in and out of the 
dining room, so they decided to take the resident to their room. The resident's legs were cold, but their upper 
body was warm. Licensed Practical Nurse #17 was instructed to call the supervisor, call 911 and get the 
crash cart. Once they got the resident in the bed, they put the board behind the resident and started chest 
compression. Emergency Medical Services arrived shortly after that, and said the resident had been dead a 
long time. Emergency Medical Services went to make a call to the hospital and got an order to stop 
cardiopulmonary resuscitation and they called the time of death. Licensed Practical Nurse #13 did not 
believe moving the resident to their room to do cardiopulmonary resuscitation caused a delay in emergency 
response. During an interview on [DATE] at 1:20 PM the Medical Director stated cardiopulmonary 
resuscitation should be started immediately at the point of care. 10NYCRR 415.3(e)2)iii
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F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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335386 09/04/2025

The Grand Rehabilitation and Nursing at Mohawk 99 Sixth Avenue
Ilion, NY 13357

F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and interviews during the abbreviated (IQIES 2600078) survey, the facility failed 
to ensure a resident received adequate supervision and assistance devices for one (1) of three (3) residents 
(Resident #1) reviewed. Specifically, Resident #1 required supervision at meals due to hyperphagia 
(insatiable hunger) and dysphagia (difficulty swallowing) and was on aspiration precautions (inhaling food 
into the lungs). Specifically, the resident was left unattended in the dining room on 08/23/2025 with access to 
inappropriate food consistency and the Resident began choking, showed signs of distress, and staff did not 
intervene to assist the resident. The resident was discovered unresponsive approximately 90 minutes later 
and was pronounced deceased after cardiopulmonary resuscitation was attempted. This resulted in 
Immediate Jeopardy to Resident #1 and placed 29 residents requiring supervision at meals at risk for the 
likelihood of serious harm, serious impairment, serious injury, or death.Findings include: The facility policy 
Aspiration Precautions, revised 03/2025 documented a dietitian, speech language pathologist or licensed 
nurse would be present during meals and consumption of intake to monitor for signs of choking or aspiration. 
Resident #1 was admitted to the facility on [DATE] and had diagnoses including aspiration pneumonia, 
progressive hyperphagia, and dysphagia. The Minimum Data Set assessment had not yet been completed. 
The 08/20/2025 physician admission orders documented Full Code (perform cardiopulmonary resuscitation) 
and a diet of regular ground texture, honey consistency liquids with aspiration precautions. The 08/21/2025 
at 08:21 AM Speech Language Pathologist #4 screening documented the resident had loss of liquids/solids 
from mouth, was holding food in their mouth/cheeks and had pain with swallowing. The current diet order 
was ground, honey thick liquids with aspiration precautions. The 08/21/2025 Speech Language Pathologist 
#4 progress note documented aspiration precautions, maroon spoon (adaptive utensil), 1:1 supervision to 
implement strategies, out of bed for all meals, maintain upright position for 30 minutes after meals, 
encourage small bites/sips, reduce rate, alternate liquids/solids, double swallow, lingual sweep, and throat 
clear with swallow. The 08/21/2025 Diet Technician #18 dietary progress note documented the resident 
perseverated (to recur or repeat continually) about food. Speech Therapy recommended aspiration 
precautions, maroon spoon for pacing along with feeding techniques. The Comprehensive Care Plan 
initiated on 08/21/2025 documented the resident required a mechanically altered diet and perseverated on, 
food/eating/feeling hungry. Interventions included to provide diet as ordered and maroon spoons for pacing. 
The Comprehensive Care Plan did not include documentation related to aspiration precautions or specialized 
feeding techniques. The undated Kardex (care instructions) documented a ground diet with honey thick 
liquids, and aspiration precautions. The resident's assistance with feeding was not included in the Kardex. 
The 08/21/2025 Nurse Practitioner #19 progress note documented the resident was dependent on a feeding 
tube but tolerated a modified diet with supervised oral intake.The 08/25/2025 Investigative Summary 
completed by the Director of Nursing documented that on 08/23/2025 at 3:15 PM, Resident #1 was found in 
the dining room unresponsive with no signs of life. A Code Blue (emergency response) was called, the 
resident was taken to their room and cardiopulmonary resuscitation was initiated. Emergency Medical 
Services arrived, immediately called the hospital and received an order to cease cardiopulmonary 
resuscitation, and the resident was pronounced deceased . The conclusion of the investigation documented 
the meal consistency served to the resident during lunch was accurate. Review of the camera footage 
showed the resident waving their arm and pounding on their chest, which went unnoticed by Dietary Aide 
#11 and Housekeeper #5 who were present in the dining room at the time. The investigation documented, it 
was not seen and could not be determined on video footage the resident consumed anything prior to the 
event, and it was the facility's belief the resident regurgitated and choked on their vomit.The 08/23/2025 
lunch meal tickets documented: -Resident #1 received a ground diet with honey thick liquids, required two 
maroon spoons, and was on aspiration precautions. The resident received mashed potatoes, ground 
cauliflower, yogurt, and ground mixed fruit.-Resident #4, who was seated next to Resident #1 during the 
meal was given a regular diet of Swedish meatballs, brown gravy, noodles, cauliflower and mixed fruit. The 
facility's 08/23/2025 surveillance videos from the second-floor dining room from 12:00 PM through 3:30 PM 
and the Nursing Station from 2:40 PM to 2:50 PM was reviewed. The following was observed:-From 12:10 
PM to 1:23 PM, Resident #1 was in the dining room seated to the right of Resident #4 and across from 
Resident #3. Certified Nurse Aides #7, #8, and #9 served residents' lunch. There were no licensed nurses in 
the dining room. At 12:41 PM, Resident #1 was served their food and was not assisted with eating.-From 
1:24 PM to 1:32 PM, Resident #1 remained in the dining room. Residents #3 and #4 left and their plates 
remained on the table. Licensed Practical Nurses #2 and #6 entered the dining room and were observed 
talking to Resident #1 and Certified Nurse Aide #9. At 1:32 PM, both licensed practical nurses left the dining 
room and Certified Nurse Aides #8 and #9 remained in the dining room feeding other residents.-At 1:34 PM 
and 1:37 PM, Resident #1 was observed reaching over and taking food from Resident #4's plate with their 
fork. -At 1:37 PM, Certified Nurse Aide #9 wheeled another resident out of the dining room, Resident #1 
reached over and pulled Resident #4's plate toward them and was observed removing something from the 
plate. The remaining staff member in the dining room was Dietary Aide #11.-From 1:38 PM - 1:41 PM, 
Resident #1 was waving their arms around and banging on their chest. Dietary Aide #11 looked in the 
direction of the resident several times, did not intervene, and continued to clear dishes from a table. The 
resident's head then slumped to the left side with slight movements of the head.-At 1:42 PM, Resident #1 
ceased any further movement.-At 1:43 PM, Licensed Practical Nurse #2 entered the dining room and looked 
at Resident #1 as they passed by, did not appear to say anything, and several seconds later walked back 
past the resident and out of the dining room.-At 1:46 PM, Housekeeper #5 swept and mopped the floor 
around Resident #1's table and did not appear to look at the resident.-From 1:56 PM - 2:00 PM, Dietary Aide 
#11 cleared the dishes from Resident #1's table.-From 2:00 PM - 3:14 PM, Resident #1 remained in the 
dining room while several staff members entered and exited the dining room. No one was observed 
approaching the resident. -From 3:15:56 PM - 3:16:15 PM, Certified Nurse Aide #14 entered the dining room 
toward Resident #1. They looked at the resident, bent over to look closer and walked out of the dining room 
toward the nursing station.-At 3:16:36 PM, Certified Nurse Aide #14 returned with Licensed Practical Nurse 
#13, who appeared to look closely at Resident #1. At 3:16:57 PM, Licensed Practical Nurse #13 left the 
dining room walked toward the nursing station and returned to the resident at 3:17:58 PM. They pushed the 
table away from the resident and along with Certified Nurse Aide #14 bent over the resident. Certified Nurse 
Aide #8 and Licensed Practical Nurse #17 entered the dining room. Licensed Practical Nurse #17 was on a 
cellphone. At 3:18: 34 PM, they wheeled the resident out of the dining room.The 08/23/2025, Change in 
Condition Evaluation documented Resident #1 was found unresponsive in the dining room, cardiopulmonary 
resuscitation and code blue were initiated. Emergency Medical Services was called at 3:19 PM and arrived 
at 3:25 PM. Resident #1 was pronounced deceased at 3:29 PM after Emergency Medical Services called the 
hospital. The 08/29/2025, Police Report documented upon review of the Death Certificate the cause of death 
was asphyxia (lack of oxygen) due to obstruction of the airway with a meatball.During an interview on 
08/28/2025 at 12:48 PM, Certified Nurse Aide #1 stated they knew a resident was on aspiration precautions 
as it was on their meal ticket. Aspiration precautions meant you had to stay with the resident while they ate 
and not leave them alone with their food. During an interview on 08/28/2025 at 1:45 PM, Licensed Practical 
Nurse #2 stated during meals they were responsible for meal tickets and staying in the dining room while the 
residents ate. If a resident was on aspiration risk, it was documented on their meal ticket and on the 
Medication Administration Record. They would make sure the resident had the correct food and liquid 
consistency. On 08/23/2025, they were assigned to supervise lunch in the dining room but were doing a 
treatment with another resident. Their orientee, Licensed Practical Nurse #6, stayed in the dining room and 
told them they supervised the dining room before. When they went into the dining room during lunch, 
Licensed Practical Nurse #6 was there, and Certified Nurse Aide #9 was feeding another resident. At that 
time, they spoke to Resident #1, who was upset about not getting any milk and wanted more food. They 
explained to the resident dietary was done serving lunch. They left the dining room to restock their 
medication cart. Around 1:30 PM, they went back into the dining room to refill their water pitcher and 
Resident #1 was just sitting at the table. They told the resident they would let someone know to come get 
them, as residents were not supposed to be left in the dining room after they ate. At that time the resident 
was awake and breathing but did not respond to them. They went back to their medication cart and told the 
certified nurse aides at the desk to make sure everyone was out of the dining room. During an interview on 
08/29/2025 at 8:30 AM, Speech Language Pathologist #4 stated Resident #1 was admitted late on 
08/20/2025. They were told the resident was on aspiration precautions, and 1:1 supervision with feeding, 
which meant a nurse should be with resident while feeding. On 08/21/2025, they reviewed the resident's 
record from the previous facility and noted they required 1:1 for swallowing cues, small bites and sips, 
alternating solids and liquids. They met with the resident who was alert and oriented. They did an initial 
screen on the resident and scheduled the full swallow evaluation for Monday. From the record, they were 
aware the resident pocketed food. They also observed during the screen the resident had an issue with 
saliva, which was also documented in the previous facility's record. They went to find a staff member to 
educate on the feeding strategies. There was only one certified nurse aide available, so they verbally told 
them about the resident's feeding strategies. Speech Language Pathologist #4 stated they were not able to 
put the strategies in the Eating Task so it would show up on the Kardex, as nursing staff did not initiate the 
task when the resident was admitted . They were previously told they were not able to initiate that task 
themselves. They put the resident's risks and feeding strategies in a progress note then clicked the button 
that would allow the note to be seen by all shifts. The Speech Language Pathologist stated they spoke to 
nursing about what the resident required, and expressed concerns about being able to provide the complex 
care the resident required. They indicated Resident #1 was not an appropriate admission for the facility 
based on the fact the resident required a licensed nurse for 1:1 with eating. During the 08/21/2025 shift, the 
Speech Language Pathologist verbally educated all the certified nurse aides about the resident's feeding 
strategies. They stated the resident was impulsive and should have 1:1 feeding and not be left in the dining 
room while there was food accessible to them. During an interview on 08/29/2025 at 9:50 AM, Housekeeper 
#5 stated they were in the dining room on 08/23/2025 between 1:30 PM - 2:00 PM. Resident #1 was in the 
dining room, and they did not see any nurses or certified nurse aides. There was vomit on the floor next to 
Resident #1 and they cleaned the floor around them but did not really look at the resident. The resident was 
making soft, gurgling sounds, but they did not think anything of it because a lot of residents made noises. 
They did not see the resident wave their arms around at any time. During an interview on 08/29/2025 at 
10:40 AM, Licensed Practical Nurse #6 stated they worked on 08/23/2025 and were orienting with Licensed 
Practical Nurse #2. They were in the dining room for a short period of time and Licensed Practical Nurse #2 
talked to Resident #1, who was upset about not getting milk. Licensed Practical Nurse #2 told the resident 
they could not change their diet and would notify dietary, which calmed the resident down. Licensed Practical 
Nurse #6 stated they did not stay in the dining room after that and was not told by anyone they were 
responsible to stay in the dining room to monitor the residents while they ate. There were certified nurse 
aides in the dining room. During an interview on 8/29/2025 at 11:00 AM, Certified Nurse Aide #7 stated on 
08/23/2025 during the day shift there were four (4) certified nurse aides, and they split the two (2) hallways, 
two (2) assigned to the North side and two (2) to the South side. They were assigned the North side with 
Certified Nurse Aide #9, and they were both assigned to Resident #1. Resident #1 would say all day I want 
food. They toileted Resident #1 around 11:00 AM when they had slipped out of their wheelchair, but did not 
provide any care prior to that. Certified Nurse Aide #7 stated they were in the dining room for lunch, setting 
up trays and checking meal tickets. There were no nursing staff in the dining room for the lunch meal and 
very rarely did a nurse come in during meals. Resident #1 was able to feed themselves. During lunch the 
resident was upset about not being given milk and wanted more food. They gave the resident chopped 
meatballs and chopped noodles. The last time they saw the resident was at 1:45 PM, playing on their phone 
and they did not believe the resident had any food left in front of them. They did not provide the resident any 
care after lunch and took over doing a 1:1 for another resident at 2:00 PM. During an interview on 
08/29/2025 at 11:20 AM, Certified Nurse Aide #8 stated they were in the dining room for lunch on 
08/23/2025. They assisted with passing trays. They did not pass a tray to Resident #1, but knew the resident 
was able to feed themselves and was not assisted with eating. There were no nurses in the dining room. No 
one provided 1:1 supervision to the resident during meals. Nurses were rarely in the dining room during 
meals as they had to pass medications. Earlier that day they assisted with cleaning the resident's chair pad, 
after they had slid out of the wheelchair, as it was soaked in urine. The resident had been in a gown all day 
and did not know why no one got them dressed as they did have clothes. During an interview on 8/29/2025 
at 11:35 AM, Certified Nurse Aide #9 stated they brought Resident #1 into the dining room on 08/23/2025 for 
lunch but food had not been served yet. When Resident #1 got their meal, they did not like what they had, 
and they were given chopped meatballs and noodles. They did not assist the resident with eating their meal. 
Aspiration precautions were on meal tickets, and they were not aware of any special instructions for feeding 
Resident #1. The licensed nurses were in and out of the dining room that day. Licensed Practical Nurse #2 
did come in at one point to explain to Resident #1 why they could not have milk. After that, they were in the 
dining room for another 30 minutes feeding another resident. They left the dining room around 1:20 PM to do 
afternoon care on other residents and Resident #1 was still eating. They were helping other aides and did 
not provide any afternoon care to Resident #1. They usually checked and changed the resident but the last 
time they changed Resident #1 was around 11:45 AM. They left their shift at 2:15 PM. During an interview on 
08/29/2025 at 11:55 AM, the Director of Nursing stated a resident with aspiration precautions needed to be 
out of bed for meals and supervised in the dining room. Before the incident with Resident #1, a licensed 
nurse was not required to be in the dining room, it could be a certified nurse aide. Aspiration precautions 
were written on their meal ticket. The specialized feeding instructions for Resident #1 were not 
communicated as Speech Language Pathologist #4 did not initiate the task so the instructions did not show 
up on the Kardex. They watched the 08/23/2025 lunch video and staff did feed the resident their meal. There 
were multiple staff in and out of the dining room and the resident remained in the dining room until Certified 
Nurse Aide #14 found the resident at 3:15 PM. Dietary Aide #11 admitted to them they knew Resident #1 
was in distress as per the video they looked right at the resident, and they did not report it. Housekeeper #5 
cleaned up vomit around the resident and did not report it. Both staff were suspended. During an interview 
on 08/29/2025 at 1:00 PM, Dietary Aide #11 stated on 08/23/2025, they were in the dining room picking up 
dishes after lunch. Resident #1 remained in the dining room, and they thought the resident was sleeping. 
They did not notify anyone the resident was still in the dining room. There was a certified nurse aide in the 
dining room who saw the resident too. They did see Resident #1 waving their hands around. They assumed 
the resident was just waving their hands around. They did not speak to the resident. They picked up some 
drinks in front of the resident at around 1:00 PM or 2:00 PM but could not remember if there was food or 
plates. During an interview on 08/29/2025 at 1:20 PM, the Medical Director stated they were informed on 
08/25/2025 about Resident #1's passing and was told they did not eat anything prior to the incident. They 
were not aware of all the details, or that the resident was on aspiration precautions. If a resident was on 
aspiration precautions, they were usually followed by the speech language pathologist, and they would follow 
their recommendations. All staff should be aware of aspiration precautions and follow appropriate orders. 
They were unsure of the facility policy for the presence of licensed nursing staff in the dining room during 
meals. They stated without knowing all the facts of the incident they could make no further comments.During 
an interview on 08/29/2025 at 4:00 PM, the Administrator stated they were notified on the evening of 
08/23/2025 of what happened to Resident #1. There was a procedural breakdown with communicating a 
resident's needs for eating. Before the incident, the registered nurse or licensed practical nurse would only 
be in the dining room for meal set up and were not required to be present while residents were eating. They 
had not shared the investigation with the Medical Director yet but did let them know what happened. They 
did not know the resident's cause of death but speculated Resident #1 vomited and had silent aspiration, 
given the resident's previous history of vomiting. They met with Resident #1 and their family member upon 
admission. The family member expressed concerns related to the resident falling so they put the resident on 
a 1:1 to see how they acclimated to the facility. After two (2) days they discontinued the 1:1 because the 
resident seemed to be doing well, and the resident was not sneaking food. Sneaking food was not an 
identified concern mentioned by the family member, just that the resident had a history of getting up in the 
night. During an interview on 09/03/2025 at 5:10 PM, Licensed Practical Nurse #17 stated Resident #1 was 
admitted to the facility on a 1:1 always, as they would go after everyone's food. After a couple of days, the 
1:1 was discontinued. The resident was independently mobile in their wheelchair and required more 
supervision than the facility could provide. The resident was up the night before constantly asking for food. 
-------------------------------------------------------------------------------------------------------------------------------Immediate 
Jeopardy was identified, and the Administrator was notified on 08/29/2025 at 5:00 PM. Prior to survey exit 
the Administrator was notified on 08/30/2025 at 12:30 PM the Immediate Jeopardy was lifted based on the 
following corrective action plans:-All staff were educated on Aspiration Precautions, Dining Supervision, and 
Notification of Change in Condition. The facility attestation documented 87% of staff were educated with a 
plan to educate the remaining staff prior to the beginning of their next work assignment. The educational 
presentation was reviewed by New York State Surveyors and determined to be complete and an acceptable 
plan.-Staff interviews conducted on 08/30/2025 verified understanding and retention of education provided.
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