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F 0805 Ensure each resident receives and the facility provides food prepared in a form designed to meet
individual needs.
Level of Harm - Immediate

jeopardy to resident health or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** THIS

safety DEFICIENCY REPRESENTS AN INCIDENT OF PAST NON-COMPLIANCE THAT WAS SUBSEQUENTLY
CORRECTED PIOR TO THIS SURVEY. Based on closed medical record review, staff interview,

Residents Affected - Few paramedic interview, review of the Emergency Medical Services (EMS) run report, review of the

hospital records and review of the facility policies, the facility failed to ensure residents were served
foods in the physician ordered diet texture to meet individual needs. This resulted in Immediate
Jeopardy and serious life-threatening harm, negative health outcomes and/or death on 05/02/26 for
one (#09) resident when Resident #09, who had a chopped meat diet order, was able to consume a
piece of chicken that was not prepared per their physician prescribed diet order. Subsequently,
Resident #09 choked, became unresponsive and required staff intervention to perform the Heimlich
maneuver (a first-aid method for choking that includes abdominal thrusts), cardiopulmonary
resuscitation (CPR), and EMS response to remove the food from the trachea where it was preventing
airflow to and from the lungs. Consequently, Resident #09 was hospitalized for 27 days, required
gastrostomy tube (G-tube) placement (flexible medical tube inserted through the abdominal wall
directly into the stomach to provide nutrition, fluids, and medication) and entered palliative care
(specialized medical care focused on providing relief from the symptoms, pain, and stress of a serious
illness) services. This affected"one (#09) of three residents reviewed for mechanically altered diets.
The facility”identified"eight (#12, #14, #17, #20, #25, #28, #38, and #40) current residents who"had
physician ordered mechanically altered diets.” The facility census"was"49. On 06/15/26 at 4:24

P.M., the Administrator, the Director of Nursing (DON), and Regional Director of Clinical Operations
(RDCO) #501 were notified Immediate Jeopardy began on 05/02/26 when Resident #09, who was
under the supervision of Certified Nursing Assistant (CNA) #134 during the dinner meal in the dining
room, was able to consume a large piece of chicken that was not prepared per the physician ordered
chopped meat diet texture. At approximately 4:50 P.M., CNA #134 observed Resident #09 choking,
attempted to assist the resident, and called out for staff assistance. The DON, CNA #134, CNA 137,
and CNA #200 attempted the Heimlich maneuver (abdominal thrusts) without success. The resident
was moved away from the dining area, nine-one-one (911) was called, staff attempted to stand him up
to appropriately perform abdominal thrusts, and Resident #09 became unresponsive. The DON initiated
CPR until a faint pulse and agonal breaths (abnormal, involuntary reflex characterized by irregular,
gasping, or snoring sounds; it occurs when the brainstem is deprived of oxygen and is not true
breathing and does not provide enough oxygen to sustain life) were acquired and the resident was
placed in a recovery position on his right side. EMS arrived to transport Resident #09 to the hospital.
While attempting to intubate (insertion of a flexible plastic tube into the windpipe to keep the airway
open) the resident, EMS discovered the resident had an airway blockage and utilized [NAME] forceps
to remove a one-half to one inch by two-inch piece of chicken. Subsequently, Resident #09 was
hospitalized from [DATE] until 05/29/26 and required the placement of a G-tube to maintain
nutritional status. Resident #09 discharged from the hospital on [DATE] to another facility on
palliative care services. Although the Immediate Jeopardy was"removed on"05/04/26, the facility
(continued on next page)
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remained out of compliance at Severity Level 2 (no actual harm with potential for more than minimal
harm that is not Immediate Jeopardy)“until the deficient practice was corrected on 05/29/26 when

the facility implemented the following corrective actions:™ -On 05/02/26, CNA #200 called 911 to
transport Resident #09 who was transferred to the emergency department (ED) for
evaluation/treatment. The resident did not return to the facility. -On 05/02/26, the DON notified
Medical Director (MD) #600 of the choking incident. -On 05/04/26, the DON completed a root cause
analysis and determined it was unknown how Resident #09 received the unaltered chicken during the
dinner meal on 05/02/26. Two possibilities were identified: either the resident was served the
incorrect texture by facility staff, or the resident possibly took the chicken that was served to

another resident while eating in the supervised dining room. -On 05/04/26, the DON completed dietary
assessments for Resident #12, Resident #14, Resident #17, Resident #20, Resident #25, Resident #28,
Resident #38, and Resident #40, identified as at risk due to having a mechanically altered diet. No
concerns were identified. -On 05/04/26, Social Services Director (SSD) #104 interviewed all residents
with a Brief Interview Mental Status (BIMS) score of 13 or higher to ensure there were no concerns
regarding diet consistency/texture. No concerns were identified. -On 05/04/26, the Administrator
reviewed the facility's policies on therapeutic diets and Cardiopulmonary Resuscitation (CPR). No
revisions were needed. -On 05/04/26, the DON, or designee, educated all staff on the facility's
policies for therapeutic diets, including ensuring residents received and consumed foods in the
appropriate form and/or the appropriate nutritive content as prescribed by a physician and/or
assessed by the interdisciplinary team to support the resident's treatment, plan of care, and in
accordance with his or her goals and preferences. The education included the supervision and
monitoring of residents to ensure the correct diet was provided as ordered and supervision to ensure
residents only consumed the ordered diet. -On 05/04/26, the Administrator observed dietary staff to
ensure the diet consistency on the meal ticket matched the food plated and served to the residents,
with no concerns identified. -On 05/04/26, an Ad Hoc Quality Assessment and Performance
Improvement (QAPI) meeting was held to review the incident and corrective action. In attendance
included the Administrator, DON, MD #600, RDCO #501, SSD #104, Business Office Manager (BOM)
#100, Human Resources (HR) #103, Dietary Manager (DM) #101, Unit Manager/ Licensed Practical
Nurse (UM/LPN) #105, and UM/LPN #107. -Beginning 05/04/26, the DON, or designee, audited meals
three times weekly for four weeks to ensure meal tickets reflected the correct diet texture and

dietary staff plated the ordered diet. No concerns were identified. ~ -Beginning 05/04/26, the DON, or
designee, audited meals three times weekly for four weeks to ensure the correct diet texture was
delivered/served/consumed by the residents. No concerns were identified. -Beginning on 05/04/26,
the DON, or designee, audited the clinical documentation for three residents a week for four weeks to
ensure diet orders matched dietary meal tickets. No concerns were identified. -Interviews on
06/16/26 with Registered Nurse (RN) #200, LPN #126, CNA #136, CNA #138, [NAME] #111, and
Dietary Aide (DA) #116 confirmed the facility provided education regarding diet textures, ensuring the
appropriate textures were served and consumed, and supervision during mealtimes to ensure
residents did not consume diet textures outside of their ordered diet. -Observations on 06/15/26 and
06/16/26 of the lunch meals confirmed the facility verified and served the correct diet textures to

each resident. -Review of two (#12 and #14) additional open resident records for physician ordered
diet textures revealed no additional concerns. -Review of the facility's corrective action verified

audits were completed beginning on 05/04/26 through 05/29/26 to ensure the correct diet texture
was delivered/served/consumed by the residents, therapeutic diets matched the meal tickets and the
meal tickets matched the plated foods with no new areas of concern identified, and staff education
was completed. Findings include: Review of the closed medical record revealed Resident #09 was
admitted to the facility on [DATE]. Diagnoses included Parkinson's disease without dyskinesia with
fluctuations, Type Il diabetes mellitus with other skin complication, acute on chronic diastolic heart
failure, chronic kidney disease stage Ill, major depressive disorder, unspecified dementia, impulse
(continued on next page)
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disorder, schizoaffective disorder, and dysphagia oropharyngeal phase. Resident #09 was discharged
from the facility to the hospital on [DATE]. Review of the Minimum Data Set (MDS) assessment,
dated 04/30/26, revealed Resident #09 had a BIMS score of 11, indicating the resident was
moderately cognitively impaired. Resident #09 required supervision/touching assistance with eating
and received a mechanically altered and therapeutic diet. Review of the Nutritional Assessment, dated
02/18/26, revealed Resident #09 received a mechanically altered and therapeutic diet. Resident #09
ate in the dining room. The ordered diet included a carbohydrate-controlled diet (CCD), chopped meat,
thin liquids, and no caffeine. Resident #09 could have toast and grilled cheese. Review of the therapy
Diet Communication form, dated 02/19/26, revealed Resident #09 was prescribed a regular texture
diet with chopped meats, CCD, and no caffeine. Review of the care plan, dated 09/09/25, revealed
Resident #09 had an Activities of Daily Living (ADLs) self-performance deficit due to
deconditioning/weakness, impaired mobility, cognitive status, and tremors. Interventions included
supervision or touching assistance with eating. Additionally, Resident #09 was identified to be at risk
for malnutrition/alteration in nutritional status/dehydration. Interventions included adaptive

equipment as ordered: food in separate bowls, weighted silverware, two handled mugs, and a Dycem
under bowls. Resident #09 was to be assisted with meals as needed. Review of the daily menu, dated
05/02/26, revealed the lunch meal included barbeque chicken, pasta salad, corn on the cob, and
homemade strawberry shortcake. The dinner meal included homestyle sloppy joe on a bun, baked
tater tots, broccoli salad, and fresh watermelon. This was the menu served to all residents, altered

for texture as needed, unless the resident chose an alternative. Review of Resident #09's dinner meal
ticket, dated 05/02/26, revealed the resident received a CCD and chopped meat only diet. The meal
ticket did not identify the resident's dinner meal selection or what meal was served to the resident.
Review of the nursing progress note dated 05/02/26 at 4:50 P.M. revealed the nurse (DON) was
notified Resident #09 was choking in the dining room. Staff responded and attempted the Heimlich
maneuver but were unsuccessful. Resident #09 became unresponsive and was moved to the front
hall. Staff called 911. Review of the nursing progress note dated 05/02/26 at 5:05 P.M. revealed the
writer (DON) initiated chest compressions on the resident. CNA #200 stepped in to assist and took
over compressions and was able to regain respirations and a pulse. Review of the nursing progress
note dated 05/02/26 at 5:05 P.M. revealed staff were unable to obtain vital signs and CPR was
continued. Broccoli was removed from the resident's mouth. The police arrived for assistance. Oxygen
was applied at five liters per minute (LPM). Resident #09 regained respirations and a pulse prior to
EMS arrival. Vitals were taken and blood pressure (BP) was 210/123 millimeters of mercury (mmHg)
[hypertensive crisis], and pulse was 112 beats per minute (elevated heart rate). Review of the

nursing progress note dated 05/02/26 at 5:07 P.M. revealed EMS arrived on scene. All appropriate
paperwork was sent, including the Medication Administration Record (MAR). Review of the nursing
progress note dated 05/02/26 at 9:38 P.M. revealed the facility called the hospital for an update on
Resident #09's condition. The resident was intubated in the Intensive Care Unit (ICU). Review of the
communication progress note dated 05/04/26 at 9:31 A.M. revealed a telephone update was provided
by Resident #09's family. It was reported Resident #09's lungs had improved and they were
discussing palliative care. Review of the nursing progress note dated 05/04/26 at 1:54 P.M. revealed,
prior to the incident that occurred in the dining room (on 05/02/26), the DON was caring for the
resident. Blood glucose was obtained prior to the resident eating dinner. Resident #09 had been sitting
in the recliner listing to music and a conversation occurred as to what was playing on the radio, with
the resident responding appropriately. Resident #09 did not appear to be in any respiratory distress at
the time and was cooperative with the writer. Review of DA #115's witness statement, dated

05/04/26 for the incident on 05/02/26, revealed DA #115 served the dinner trays, including the

altered diet plates. DA #115 could not recall what Resident #09 had for dinner. DA #115 did not recall
if there was any chicken left over from lunch and recalled serving sloppy joe and broccoli salad or
potato salad. Review of Assistant Dietary Supervisor (ADS) #108's witness statement, dated
(continued on next page)
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05/04/26 for the incident on 05/02/26, revealed Resident #09 was served a cut up sloppy joe
sandwich and broccoli salad for dinner. ADS #108 denied there was any chicken left over from lunch.
Review of CNA #200's undated witness statement for the incident on 05/02/26 revealed CNA #134
stated Resident #09 was choking. CNA #200, along with CNA #134, the DON, agency LPN #201, CNA
#137, and CNA #138, attempted the Heimlich maneuver and began back thrusts. Due to the resident
being in a high back wheelchair, they attempted to stand him up and the resident became
unresponsive. CNA #200 called 911. Staff took Resident #09 out of his wheelchair and the DON
initiated CPR. After a few minutes, CNA #200 took over the CPR while the DON secured an oxygen
tank. CNA #200 reported she removed broccoli from Resident #09's mouth. Resident #09 was
breathing with a pulse and respirations by the time EMS arrived, but the resident was not talking.
Review of the EMS report dated 05/02/26 at 4:55 P.M. revealed a call was received for an
unresponsive and not breathing male with CPR in progress. At 5:03 P.M., EMS was on the scene. At
5:10 P.M., Paramedic #300 obtained vital signs, with a heart rate of 102 beats per minute (bpm) and
oxygen saturation of 83 percent (%). At 5:16 P.M., Resident #09 was enroute to the hospital. While
enroute, it was determined the resident's airway reflex was compromised and the decision was made
to utilize an invasive airway (intubation). Further review revealed (facility) staff had reported

Resident #09 was eating and began choking. The Heimlich maneuver was initiated, and the
obstructing item became dislodged. Resident #09 became unresponsive. Upon arrival, Resident #09
was found in a right (side) recovery position with snoring respirations. Staff had placed a nasal
cannula at six LPM (oxygen) prior to arrival. Resident #09 was noted to have snoring respirations and
the cardiac monitor revealed supraventricular tachycardia (abnormally fast heartbeat) with oxygen
saturation in the 70s (normal, healthy oxygen levels range from 95% to 100%) with ventilation
assistance. Following a failed intubation attempt, airway visualization with a King Vision (portable
laryngoscope) revealed a large mass of chicken in the trachea. Chicken was removed from the
trachea using [NAME] forceps (angled instruments primarily used for removing foreign bodies from
the airway) on one attempt and intubation attempt was made and the laryngeal tube was placed to aid
in ventilation support. EMS transferred care to the hospital at 5:44 P.M. Review of the Emergency
Department (ED) physician note dated 05/02/26 revealed Resident #09 presented to the ED via EMS
after an episode of choking. EMS reported that at approximately 4:55 P.M., the resident began choking
and the facility attempted the Heimlich maneuver, which was unsuccessful. Resident #09 was taken
to the hallway where the facility initiated CPR and reported the resident was given approximately
three minutes of chest compressions before the patient came back. EMS stated Resident #09 was
unresponsive when they arrived. Resident #09 had agonal breathing and was initially supraventricular
tachycardia on the monitor and was initially placed on five liters of oxygen via nasal cannula before
deciding to intubate with low oxygen saturation. EMS reported when initially intubating the resident, a
large mass of chicken was found and removed. EMS reported they also noticed blood and some vomit
in the airway. EMS successfully intubated the resident on the second try with no problems. EMS
reported Resident #09's oxygen saturation before intubation was in the 50's, which they were able to
get up to 84% within 15 breaths after intubation. EMS administered 20 milligrams (mg) of etomidate
(short-acting general anesthetic and sedative) and five mg of Versed (benzodiazepine used to help
patients relax) before intubation and another 2.5 mg of Versed after intubation. EMS reported the
resident never became responsive. Upon physical examination, Resident #09 had diminished breath
sounds, tachypnea (abnormally rapid, shallow breathing), and respirations were with controlled
ventilation (mechanical ventilator that assumes total control over a patient's respiratory cycle).
Resident #09 was unresponsive to painful stimuli and had a Glasgow Coma Score of three (the lowest
possible score, indicating a state of complete, unresponsive unconsciousness, representing a deep
coma). Resident #09 was admitted to the hospital in critical condition with diagnoses of choking
episode, hypoxemia (abnormally low levels of oxygen in the blood), and unresponsiveness. Review of
the hospital chest X-ray results dated 05/02/26 revealed Resident #09 had diffused bilateral airspace
(continued on next page)
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disease. A follow-up chest X-ray dated 05/02/26, revealed extensive parenchymal opacity (areas that
appear white where it should normally look dark) throughout the lungs, which could reflect acute
respiratory distress syndrome (life-threatening medical emergency where severe, widespread
inflammation causes fluid to leak directly into the alveoli [air sacs in the lungs responsible for oxygen
exchange]), edema, or pneumonia. The X-rays showed no concerning intubation results. Review of a
hospital speech therapy evaluation dated 05/13/26 revealed the mechanical ventilator was extubated
on 05/12/26. After evaluation, speech therapy recommended Resident #09 remain NPO (nothing by
mouth). Review of a hospital speech therapy evaluation, dated 05/18/26, revealed a speech modified
barium swallow study was completed with recommendations for Resident #09 to remain NPO.
Resident #09 presented with pharyngeal dysphagia. Review of a case management note dated
05/26/26 revealed on 05/22/26, a new skilled nursing facility/nursing facility (SNF/NF) referral was
sent, and palliative care was set up for the new facility. discharge date to the new SNF/NF was
planned for 05/29/26. Review of the hospital surgical note, dated 05/26/26, revealed Resident #09
had a laparoscopic assisted G-tube placement performed. An interview on 06/15/26 at 8:53 A.M. with
CNA #134 revealed she was providing resident supervision in the dining room during the dinner meal
on 05/02/26 when Resident #09 began choking. CNA #134 stated she was sitting approximately four
to five feet from the resident. CNA #134 stated, at first, the resident was coughing and she grabbed a
glove and encouraged him to spit it out. CNA #134 stated Resident #09 was a larger male, in a
customized wheelchair, and she was unable to get her arms around him, so she gave him back blows
and called out for help. The DON came and they tried to perform the Heimlich maneuver with no
success. CNA #134 stated they moved the resident out of the dining room and attempted to stand him
up when he became blue and unresponsive. CNA #134 stated they laid him on the ground and CPR was
initiated. CNA #134 stated there was some broccoli in his mouth that came out. CNA #134 verified the
resident should have had cut up meats and breads due to not having natural teeth or dentures. CNA
#134 stated she did not know what Resident #09 had for dinner on 05/02/26. An interview on
06/15/26 at 10:38 A.M. with the DON revealed at the time of the incident, she was in the nurses'
station with the other nurse. The DON verified all staff responded to the incident. Due to the

resident's high back wheelchair, the staff were unable to perform the Heimlich maneuver and when
they attempted to stand Resident #09, he went unresponsive. The DON stated they checked for a
pulse and breaths, and he had none, so she initiated CPR and an aide called 911. The DON stated she
was doing chest compressions and then CNA #200 took over. Resident #09 achieved a faint pulse and
agonal breaths. The DON stated Resident #09 was placed in recovery position on his side and EMS
arrived shortly after and took over care of the resident. An interview on 06/15/16 at 10:56 A.M. with
Director of Rehabilitation (DOR) #550 verified Resident #09 was on a regular texture diet with chopped
meats. A telephone interview on 06/15/26 at 11:33 A.M. with Paramedic #500 revealed that upon
entering the facility, Resident #09 was on his right side in the recovery position with snoring
respirations and was receiving oxygen through a nasal cannula at six LPM. Paramedic #500 stated
that if the facility did everything they had reported on scene, then they did everything that they could
have done for Resident #09 related to the choking incident. Paramedic #500 stated while enroute to
the hospital, Resident #09 continued to have difficulty breathing and he quickly assessed the resident
and determined he needed to intubate. Paramedic #500 stated after opening up his airway, he
immediately noted there was a large object obstructing his airway and used [NAME] forceps to pull
out a piece of chicken that was approximately one half inch to one inch wide by two inches long.
Paramedic #500 stated the resident may have attempted to chew the chicken, but it definitely was

not chopped into small cubes or pieces, adding that it was a fairly decent size piece of chicken that
was lodged between the resident's vocal cords and his trachea. Paramedic #500 verified there was no
evidence Resident #09 had consumed sloppy joe or broccoli, as indicated on the menu for the dinner
meal. An interview on 06/15/26 at 11:55 A.M. with CNA #137 revealed Resident #09 was eating at the
table just outside the dining room during the first dinner meal tray pass, explaining there were two
(continued on next page)
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meal passes. She was assisting another resident and not in the dining room at that time. CNA #137
stated that near the time when the second dinner meal trays were delivered, CNA #134 announced
that Resident #09 was choking and to get the nurses. CNA #137 verified the Heimlich maneuver was
attempted but unsuccessful and she called out to CNA #200 to call 911. Resident #09 became
unresponsive, so they put him on the floor and initiated CPR. CNA #137 stated broccoli came out of
his mouth. CNA #137 stated after the incident she checked Resident #09's meal tray and observed a
whole piece of chicken with approximately two bites taken out of it. CNA #137 stated she reported to
the DON that Resident #09 had a whole piece of chicken on his tray. A follow-up interview on
06/15/26 at 12:34 P.M. with the DON verified staff reported to her that Resident #09 had a whole (not
chopped) piece of chicken on his meal tray after the incident. An interview on 06/15/26 at 12:39 P.M.
with Regional Dietary Director (RDD) #499 verified Resident #09 had an order for chopped meat, which
could have been altered mechanically or chopped by hand with pieces no larger than one-half of an
inch. An interview on 06/15/26 at 12:59 P.M. with DM #101 verified on 05/02/26, chicken was served
as an alternate menu item for the dinner meal. An interview on 06/15/26 at 1:06 P.M. with ADS #108
verified Resident #09 received chopped chicken for the dinner meal on 05/02/26. ADS #108 stated
Resident #09 may have requested a second piece of chicken, which was not unusual, but could not
confirm this or, if the resident received another piece of chicken, if it was chopped. A telephone
interview on 06/15/26 at 2:43 P.M. with CNA #138 revealed she worked on 05/02/26 and checked
Resident #09's dinner tray following the choking incident. CNA #138 verified there was a whole piece
of chicken on his meal tray, adding Resident #09 should have had chopped meat and sometimes took
food off of other resident's meal trays. An interview on 06/16/26 at 7:15 A.M. with RDCO #501
revealed the facility was unable to identify who Resident #09's tablemates were on the day of the
choking incident to determine if they had chicken the resident could have possibly taken. RDCO #501
explained they did not have assigned tables and residents sat wherever they chose to. Review of the
facility policy titled, Therapeutic Diets, dated August 2023, revealed the policy was to assure
residents received and consumed foods in the appropriate form and/or the nutritive content as
prescribed by a physician, and/or assessed by the interdisciplinary team to support the resident's
treatment, plan of care, in accordance with his or her goals and preferences. Review of the facility
policy titled, Supporting Activities of Daily Living, reviewed 04/28/25, revealed appropriate care and
services would be provided for residents who were unable to carry out ADLs independently with the
consent of the resident and in accordance with the care plan, including appropriate support and
assistance with dining. A resident's ability to perform ADLs would be measured using clinical tools
including the MDS. The MDS definition of supervision included oversight, encouragement, or cueing.
This deficiency represents non-compliance investigated under Complaint Number 3031000.
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