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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, for 1 of 3 sampled residents, the facility failed to ensure each resident received 
food prepared in a form designed to meet individual needs. Specifically, a resident had a diet order for soft 
and bite-sized texture and was served a sandwich for a snack which resulted in the resident choking and 
passing away. Resident identifier: 1.It was determined the provider's non-compliance with the requirements 
of participation had caused harm. The harm was related to the State Operations Manual, Appendix PP, S483.
60(d)(3) Food prepared in a form designed to meet individual needs, F805, at a scope and severity of G. 
However, based on the facility's corrective actions and a review of its current compliance in this regulatory 
area, the deficiency was determined to be past noncompliance.The facility developed and implemented a 
corrective action plan before the survey start date. The facility's corrective action plan, which was developed 
and implemented by 10/16/25 included the following measures: The facility implemented staff education, 
limited access to sandwiches in the memory care unit, and increased locations to access resident diet orders 
and education for staff. The survey team verified that all these interventions were completed before the 
survey start date.Findings included:Resident 1 was admitted to the facility on [DATE] with diagnoses which 
included pyelonephritis, vascular dementia, hypertension, atrial fibrillation, cerebral infarction, chronic cough, 
dysphagia oropharyngeal phase, age-related cognitive decline, cognitive communication deficit, and adult 
failure to thrive.The facility reported to the State Survey Agency on 10/16/25 at 4:55 PM that resident 1 had 
passed away. The report revealed on 10/16/25 at 12:50 AM, resident 1 was provided a snack which he 
started to consume and then started to cough. It further indicated staff administered the Heimlich maneuver 
in response to his coughing and that chest compressions were provided when he became unresponsive.An 
Investigation Checklist packet dated 10/16/25 indicated, Unexpected death.Summary of Event or Allegation: 
[Resident 1] was provided with a snack which he started to consume while interacting with the RN 
[Registered Nurse] Supervisor next to him. [Resident 1] stood from a chair and walked with assistance to his 
wheelchair then began to cough. Staff worked to help him clear the cough with some success, and he settled 
back into his wheelchair. [Resident 1] appeared to be breathing with some difficulty, and the nurse called 
911. Prior to the arrival, he became non-responsive, and staff assisted him to the floor to continue to provide 
care. A Witness Statement from RN Supervisor indicated, .[RN 2] gave half a sandwich, a ham and cheese 
sandwich, He ate several bites of the sandwich and appeared to be eating with no concerns. He almost 
completed the sandwich and he started to cough. A Witness Statement from RN 2 indicated, .I offered both 
residents a snack and provided [resident 1] a half of a ham and cheese sandwich. [Resident 1] sat in a 
common area eating the snack. He took multiple bites with no distress noted. He then began to cough. He 
was able to clear some food while coughing and [RN Supervisor] put on a glove and swept his mouth. 
[Resident 1] stood up and was showing some unsteadiness (his baseline is unsteady) and was assisted back 
to a sitting position. He had more coughing noted, and I provided the Heimlich maneuver with three 
abdominal thrusts. At this time, [resident 1] was breathing but did show some signs of decline. [RN 
Supervisor] called 911 and [staff name omitted] came with oxygen as requested and after it was placed, I 
went to get the crash cart. RN Supervisor and CNA [Certified Nursing Assistant] continued to monitor and 
provide care for [resident 1]. When I returned to the common room area, the CNA was providing CPR 
[Cardiopulmonary Resuscitation], and the RN supervisor was on the phone with EMS [Emergency Medical 
Services]. When EMS arrived, they assessed [resident 1] with the AED [Automated External Defibrillator], 
and no heart rate could be found. EMS called time of death at 12:50am. It further indicated that on 10/16/25 
at 2:00 AM, [RN 2] was educated by [DON] and [Administrator] on the level six soft and bite-sized diet 
texture. It further indicated, [RN 2] was educated that level six soft and bite-sized foods are soft tender and 
moist, but with no thin liquid leaking/dripping from the food. Residents must have the ability to chew 
‘bite-sized' pieces so that they are safe to swallow. Bite-sized pieces are no bigger than 1.5cm [centimeters] 
x 1.5cm in size. Food can be mashed/broken down with pressure from a fork; a knife is not required to cut 
this food. No regular dry breads are allowed.Resident 1's medical record was reviewed on 11/12/25.A 
Physician's Order dated 7/16/25 at 12:35 PM indicated, ‘Regular Diet diet Soft & Bite-Sized SB6 texture, 
Thin consistency.A Nursing Note dated 7/16/25 at 1:48 PM indicated, .He ate breakfast with supervision and 
assistance eating. He was coughing with eating. His wife was stating that he coughs when he eats too fast or 
takes bites that are too big. Able to cough and clear food.A Nursing Note dated 7/17/25 at 8:00 AM indicated, 
.He eats a soft bite size diet and coughs with food. He is supervision/touch assist in the common dining area.
A Skilled Nursing Note dated 7/26/25 at 4:30 PM indicated, .He is on a soft and bite size diet. Speech 
therapy has recommended that staff sit by him to encourage small bites and slow down when eating. He will 
listen to prompts and is able to feed himself with set up assistance. Fluids are encouraged at meals and in 
between meals.A Speech-Language Pathologist (SLP) Evaluation and Plan of Treatment dated 8/14/25 
indicated a diet recommendation of a Mechanical Soft/Ground textures (IDDSI (International Dysphagia Diet 
Standardization Initiative)-6) with close supervision, small bites, slow rate, and to take drinks frequently 
during the meal.A Quarterly Minimum Data Set (MDS) assessment dated [DATE] indicated resident 1 had a 
Brief Interview for Mental Status (BIMS) score of 00 which indicated severe cognitive impairment. It further 
indicated he coughed or choked during meals or when swallowing medications and required a mechanically 
altered diet.A Nursing Note dated 10/6/25 at 5:29 PM indicated, .[Resident 1] has a soft and bite size diet. He 
has a good appetite. Staff sit by resident to encourage small bites and to eat slowly as per speech therapy. 
No difficulty swallowing if speech therapy recommendations are followed.A Nursing Note dated 10/16/25 at 
1:53 AM indicated, .After a few minutes he had stated he was hungry and wanted something to eat. He had 
refused pudding a few minutes earlier and refused a chocolate cookie from me. [RN 2] offered him a 
sandwich and he agreed. After [resident 1] had taken a few bites of sandwich and had started to cough. I 
took his sandwich and asked him to spit out what he had in his mouth. he spit some out but took a huge 
breathe [sic] and started to cough. His breathing changed, then stopped so the Heimlich was tried for 3 
thrusts. a small amount was dislodged. He was then placed on the floor, chest compressions started, 911 
was called. The call did not go through, a call was then placed on facility phone. Information was given, the 
911 person then asked to call on my cell phone to speak to person giving chest compressions. Chest 
compressions continued then switched to another person. First responders arrived and took over the 
situation. First responders could not dislodge item and called his time of death.A Nursing Note dated 
10/16/25 at 9:51 AM indicated, .Resident passed away on 10/15/2025 [sic] at 0050 [12:50 AM].A Care Plan 
Report dated 10/16/25 indicated a Focus of, [Resident 1] has a swallowing problem; he is noted to cough 
and take too big bites and sips of drinks. He is at risk for aspiration or choking.; and Interventions/Tasks 
which included, Monitor/document/report PRN [as needed] any s/sx [signs or symptoms] of dysphagia: 
Pocketing, Choking, Coughing, Drooling, Holding food in mouth, Several attempts at swallowing, Refusing to 
eat, Appears concerned during meals. A Care Plan Report dated 10/16/25 indicated a Focus of, [Resident 1] 
has an ADL [activities of daily living] self-care performance deficit related to his cognition and mobility; his 
walk is unsteady and unsafe. He relies on staff to assist him with all his self-cares and mobility using a w/c 
[wheelchair]. D; and Interventions/Tasks which included, Eating: [Resident 1] requires supervision/touch to 
partial/moderate assistance of (1) staff for eating.On 11/12/25 at 11:46 AM, an interview was conducted with 
the Assistant Dietary Manager (ADM). The ADM stated residents on a Soft & Bite-Sized diet could not have 
any bread or sliced sandwich meat because it could cause choking. The ADM stated resident 1 was on a 
Soft & Bite-Sized diet. The ADM stated sandwiches were no longer stocked in the snack refrigerator in the 
memory care unit. The ADM stated there were two residents in the memory care unit that requested 
sandwiches and if a sandwich was sent down it would be labeled with the resident's name. The ADM stated 
that after the choking incident, they ordered more soft snacks than they previously had and stocked items 
like canned tomato soup, canned diced fruits, yogurts, and applesauce so they were available for residents 
on modified diets. The ADM stated at least once a week and as needed, he and the DON updated a list that 
included all residents who were on a modified textured diet which was available in all of the nursing stations 
and that nurses were expected to reference that list before providing snacks to residents.On 11/12/25 at 
11:58 PM, an interview was conducted with CNA 2. CNA 2 stated she served meals to residents and 
checked the meal card to ensure they received the correct ordered diets and textures. CNA 2 stated if she 
was unsure what diet a resident had ordered she asked a nurse or supervisor before providing food to the 
resident. On 11/12/25 at 12:17 PM, an interview was conducted with the Speech-Language Pathologist 
(SLP). The SLP stated resident 1 had inefficient chewing, difficulty breaking down food, and was on the 
recommended Soft and Bite-Sized diet. The SLP stated that they provided some recommendations after 
resident 1's choking incident and that they implemented the diet information packets that were now found in 
the memory care unit.On 11/12/25 at 12:26 PM, an interview was conducted with RN 1. RN 1 stated that 
resident 1's family was very involved with his care and would be present during meals. RN 1 stated that 
when family was not present during meals, staff would supervise and sometimes he would be okay on his 
own. RN 1 stated there were sandwiches available in the snack refrigerator, but after the choking incident, a 
new protocol was put into place where a resident had to ask for something, like a sandwich, and then it was 
sent down from the kitchen labeled with their name. RN 1 stated if the intended resident did not eat the 
labeled food, it had to be thrown away. RN 1 stated they had received a lot of education after the incident.On 
11/12/25 at 12:35 PM, a telephone interview was conducted with CNA 1. CNA 1 stated that she had seen 
resident 1 eat sandwiches before the incident. CNA 1 stated she was not involved with resident 1's care on 
10/15/25 but she was there and after the incident the Administrator and DON investigated what happened. 
CNA 1 stated there was a binder at the nurses station and on the electronic medical record where staff could 
find out what diet and texture a resident was on. CNA 1 stated staff received education the following day that 
included information on different types of diet textures and what to do if a resident choked. CNA 1 was 
unable to describe what a Soft and Bite-Sized diet was but stated that if she had questions she asked the 
nurse or looked at a binder that was available on the snack refrigerators.On 11/12/25 at 1:36 PM, a 
telephone interview was conducted with the Registered Dietician (RD). The RD stated that she, the speech 
therapist, and the dietary manager reviewed what new snacks would be provided after the choking incident.
On 11/12/25 at 1:59 PM, an interview was conducted with the DON. The DON stated she received a phone 
call the night of the incident and was told that resident 1 had expired. The DON stated anytime there was an 
unexpected death, she and the Administrator (ADMIN) would go in, so they went to the facility that night. The 
DON stated that when they got there the paramedics were on their way out. The DON stated they went 
through the steps of what happened with the nurses that were there and then they went home. The DON 
stated that they had a morning trigger call with corporate to discuss what happened. The DON stated two 
4-step action plans were put into place. The DON stated staff were provided education on diets, altered 
diets, and what that entails. The DON stated in-person or video conference call education was provided to all 
staff members by 10/24/25. The DON stated binders were made available to staff that contained names of 
residents on altered texture diets in the front along with recommendations and education on diet textures. 
The DON stated sandwiches were not made available in the memory care unit anymore unless they have a 
name labeled on it so it will not be given to a resident who should not have it. The DON stated they looked at 
all of their processes in the building which included changing the accessibility of snacks during activities to 
ensure residents received the correct ordered diets. The DON stated more CPR with simulation training had 
been implemented. The DON stated the SLP had done a lot of training with staff. The DON stated any 
change in diet orders went through her office and dietary and then it was updated in the electronic medical 
record, staff were informed of changes verbally,on the communication board, and it was updated in all of the 
binders. The DON stated staff were expected to check the communication board when they started their shift.
On 11/12/25 at 2:19 PM, an interview was conducted with the ADMIN. The ADMIN stated she was alerted by 
the RN supervisor the night of the choking incident that resident 1 had passed away and that she went to the 
facility. The ADMIN stated she talked to the paramedics, law enforcement, resident 1's family, and debriefed 
with the team that provided the Heimlich maneuver and CPR. The ADMIN stated the next morning they had 
a QAPI (Quality Assurance and Performance Improvement) meeting and talked about diet textures to make 
sure staff knew where to find that information and education was implemented for all staff that covered IDDSI 
diets, where diets were located, and the expectation of knowing what food was provided to residents that 
lived there. The ADMIN stated diet orders were updated and were available in the binders and the electronic 
medical record. The ADMIN stated previous education on diets was done through a program but they 
implemented a new orientation with staff and they would speak with the Director of Rehabilitation, who was a 
Speech Therapist, and the Dietary Manager. The ADMIN stated prior to the incident there was no other diet 
information than what was available in the medical record and in the care plan. The ADMIN stated the 
binders were located on the snack refrigerators and they provided at-a-glance information and some other 
tools to help identify appropriate foods for certain diets. The ADMIN stated this information was also 
available in the nursing communication book. The ADMIN stated everyone was involved in creating the 
education, including the staff developer, SLP, nursing supervisors, the corporate nursing consultant, and the 
DON. The ADMIN stated they started providing different sandwiches that were softer to chew for the 
residents who could have sandwiches and that they would not be available to everyone. The ADMIN stated 
proper diet compliance was reviewed in QAPI and that education would continue to be provided to all new 
staff with remote options.On 11/13/25 at 8:38 AM, an email was received from the ADMIN that indicated: 1. 
An All Staff Meeting was held on 10/16/25 and education on diet textures was provided. All resident diet 
textures could be found in the medical record and diets were also printed on meal tickets. 2. A new process 
was introduced for alternative diet textures on 10/16/25: A printed list of residents who had orders for texture 
modified diets were placed in the nurse report books. 3. IDDSI diet information sheets were placed in the 
dining coordinator communication binder and in the nurse report books for quick reference. 4. As of 
10/16/25, changes in diet textures were communicated to staff on PCC's communication board and lists 
were updated, printed and distributed. 5. Diet texture compliance was a facility initiative and the focus was 
shared in break rooms and would be discussed at All Staff again on 11/13/25. New staff members would be 
educated on diet textures during orientation.

22465150

02/05/2026


