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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to provide adequate monitoring and supervision 
and implement preventative measures to prevent unsafe feeding for one (Resident 1) of three residents 
reviewed for accidents. Failure to identify known risks, implement individualized, resident-centered 
interventions, including adequate supervision, communicating interventions to all relevant staff, provide 
training as needed to reduce those risks and ensure interventions were put into action, placed the resident at 
risk of being force fed, choked, developing aspiration pneumonia, and psychosocial harm.Findings included.
Review of clinical census showed Resident 1 resided in the facility from [DATE] until 05/15/2025. Review of a 
facility incident investigation showed that on 05/11/2025, at approximately 1:30 PM, staff witnessed an 
apparent altercation involving Resident 1 and their son during a routine visit. Resident 1 was refusing to take 
their prescribed medications and had been resisting eating lunch when their son became increasingly 
frustrated. About 10 minutes of him attempting to encourage her to eat, he was observed yelling at the 
resident in Russian and then placed his hands on her throat in an apparent attempt to force her to swallow 
the medication and food. The facility implemented supervised visits and the care plan was revised, 
Resident's son not to be left alone in the room with her. Visits to occur in common areas. The resident was 
discharged to an Adult Family Home (AFH) as planned on 05/15/2025. Review of clinical census showed 
Resident 1 readmitted to the facility 06/25/2025.During an interview on 07/30/2025 at 1:46 PM, Staff H, 
Licensed Practical Nurse (LPN) stated prior to Resident 1's discharge to the AFH the restrictions were still in 
place. Resident 1's son wasn't supposed to be in the room with her alone, when he was there, they had staff 
with them at all times.During an interview on 07/30/2025 at 12:38 PM, Staff E, Social Services Director, 
during Resident 1's prior stay there was an incident where Resident 1's son was feeding Resident 1 and it 
appeared he was choking her. Staff E stated they discussed Resident 1's readmission, that Resident 1's son 
would have to be supervised with her during visits and Resident 1 would be up in the dining room for meals 
and during feedings.During an interview on 07/30/2025 at 11:46 AM, Staff C, LPN, Unit Manager, stated they 
were not aware of the incident that occurred previously as the resident was on the other side of the facility 
during that stay. Staff C stated at re-admission the son was allowed to visit and feed Resident 1 as they were 
not aware they were not allowed unsupervised visits.During an interview on 07/30/2025 at 1:09 PM, Staff F, 
Speech-language pathologist (SLP), Stated their student CC3 and themselves did an evaluation on 
06/30/2025. An aide fed the resident who did fine on pureed diet and thin liquids. They tried different textures 
but Resident 1 wouldn't open their mouth, so they were done. Resident 1's son arrived at the end of the 
evaluation and they discussed that he only feeds her soft foods, soup, would give Resident 1 breaks and 
was aware they pocketed foods. Staff F confirmed there were no restrictions in place at that time regarding 
Resident 1's son feeding the resident.During an interview on 07/30/2025 at 12:30 PM, when asked why they 
did not implement the precautions previously in place, prior to readmission, Staff A, Administrator, stated 
before Resident 1 discharged to the AFH Staff G, SLP, did training with Resident 1's son and cleared him to 
feed Resident 1 independently. When asked if that was done prior to discharge, Staff A stated yes, that was 
their understanding.During an interview on 07/30/2025 at 1:29 PM, Staff G stated they had last treated 
Resident 1 on 04/02/2025. Staff G stated they tried to teach Resident 1's son how to encourage Resident 1 
to eat, he understood but said he did not have five hours to get her to eat. Staff G stated they were making 
progress, then the insurance cut off and Resident 1 discharged . Staff G stated they were not aware of the 
05/11/2025 incident and did not clear them prior to discharge.Review of a 06/25/2025 admission Note 
showed Resident 1 re-admitted to facility for Long Term Care (LTC) following prior discharge to AFH and 
subsequent prolonged hospitalization.Review of a facility reported incident showed on 07/25/2025 Resident 
2 informed the Nursing Assistant instructor that they believed Resident 1's son was abusing Resident 1 and 
causing Resident 1 to yell out and make unusual sounds. Resident 2 could not see what occurred during the 
son's visits due to the curtain being drawn, but stated it sounded like the resident was gurgling and choking. 
Actions to prevent recurrence included notification to Resident 1's son that they were prohibited to be 
unsupervised with Resident 1, notified staff and placed a sign on room door stating to check with nurse 
before entering. Resident's son disallowed to visit unsupervised by staff. Son informed that he was no longer 
permitted to assist with feeding resident.During an interview on 07/30/2025 at 11:13 AM, Resident 2 stated 
that they and their son, Collateral Contact 1 (CC1) had heard Resident 1 choking, like they were gasping for 
air. Resident 2 stated Resident 1's son was force feeding Resident 1. Resident 2 stated since then the facility 
had Resident 1 go to the dining room.During an interview on 07/30/2025 at 11:24 AM, CC1 stated Resident 
1's son was was choking her or force feeding her to eat. We heard it. CC1 stated they went and talked to the 
nurse who went in the room and checked on Resident 1, but their son had already left. CC1 said the next 
day Resident 2 stated it happened again. CC1 said the facility then put on sign on the door to check with 
nurse prior to entering, which they were told was directed at Resident 1's son. CC1 said that on the third day, 
there was a one-on-one staff supervising Resident 1's son's visit.On 07/30/2025 at 12:02 PM Resident 1 was 
observed in the dining room for the lunch meal. The tray card for Resident 1 indicated the resident was on a 
pureed with gravy diet, ate in their room, and required feeding assistance.On 07/30/2025 at 12:05 PM, Staff 
I, Nursing Assistant Certified (NAC), was observed to sit down next to Resident 1. Staff I attempted to feed 
the resident. Resident 1 would not open their mouth when Staff I put the spoon to their mouth. Staff I stated 
Resident 1 had been like that and noted that the day before three different staff tried to feed them but 
Resident 1 would not eat. Staff I stated Resident 1 usually would drink some of their fluids, as they assisted 
the resident to drink. Resident 1 was observed to spit out what was in their mouth and wipe their face with a 
napkin. Staff I stated they were spitting out their medications, which may be why Resident 1 would not eat. 
Resident 1 took one bite of applesauce and turned away.During an interview on 07/30/2025 at 12:56 PM, 
Collateral Contact 2 (CC2), Clinical Instructor stated on 07/25/2025 another instructor and a nursing 
assistant student were assisting Resident 1 to eat when Resident 2 told them they thought Resident 1's son 
was abusing Resident 1 because they heard Resident 1 make sounds they did not make when their son was 
not there. CC2 stated they reported to the nurse on the floor, wrote a signed statement and gave it to the 
Unit Manager.During an interview on 07/30/2025 at 11:46 AM, Staff C, LPN, Unit Manager, stated Resident 
1's son frequently visited and liked to feed Resident 1. Staff C stated they observed Resident 1's son feeding 
Resident 1 the week prior but had not seen him forcing Resident 1 to eat. Staff C stated Resident 2 reported 
concerns to CC2, who wrote a statement and provided it to Staff C. Staff C said after notifying administrative 
staff they put a sign to have family members see the nurse before going into the room. Staff C stated when 
Resident 1's son visited they needed to monitor him, and open the room curtains. They did not want him to 
feed Resident 1 until they got approved by Speech-language pathologist (SLP).Review of the care plan 
showed a 07/25/2025 revision for SAFETY: the Resident needs supervision while resident's son is feeding 
her. Interventions listed included son has agreed to not feed his mother unsupervised until SLP can confirm 
caregiver training.During an interview on 07/30/2025 at 12:13 PM, Staff D, LPN, stated Resident 1's son had 
to be supervised in the room because there was a complaint. Staff D stated there was a note on the door so 
when Resident 1's son comes to ask and then staff watch them.In an interview on 07/30/2025 at 11:18 AM, 
Staff I stated there was a sign posted to see the nurse before going into the room. Staff I stated they 
supervised Resident 1's son's visitation twice. When asked if they received training, Staff I said, no, they told 
me I had to sit in here and watch, but did not specify what they were watching for.On 07/30/2025 at 11:18 
AM there was no sign observed on Resident 1's door directing visitors to check with a nurse. On 07/30/2025 
at 12:15 PM Staff C went to the door with the investigator and verified there was no such sign posted. Staff C 
stated, Yesterday I swear there was a note on the door.it was right here.maybe they removed it. During an 
interview on 07/30/2025 at 12:18 PM, Staff B, Director of Nursing, stated they were having staff keep an 
extra eye on Resident 1's son while he was visiting. Staff B stated they did not specifically order a 
one-on-one to watch them, sometimes staff sat in a chair in the room and other times they could just look in 
the room and check in on them. Staff B stated they removed the sign the previous night because it was no 
longer needed. When asked how they made the decision to remove the sign, Staff B stated the issue they 
were having was related to the son's feeding technique of his mother and an allegation it sounded like he 
was hurting her. Staff B stated they interviewed Resident 1's son who said when Resident 1 would not 
swallow for an extended period of time and held food in their mouth they would pull down on Resident 1's 
chin to open their mouth to do finger sweeps. Staff B stated they had to protect Resident 1 and told Resident 
1's son not to feed Resident 1 until they could have SLP worked with them for caregiver training, and they 
agreed. Staff B stated the SLP visit was scheduled for 07/30/2025 at 2:00 PM.Further record review showed 
a 07/25/2025 Speech Therapy Referral was made for caregiver education needed with son for feeding; son 
requires training to assist with feeding. According to the form the therapy evaluation was completed on 
07/31/2025. During an interview on 07/30/2025 at 1:09 PM, when asked what risks were associated with 
force feeding residents, Staff F state they could choke, aspirate and/or it could cause damage inside their 
mouth.According to the 07/25/2025 facility report, Resident 1 was placed on alert to monitor for latent injury 
or signs of psychosocial harm. Review of the progress notes showed the incident was not documented in 
Resident 1's record and there was no documented monitoring. During an interview on 07/30/2025 at 11:46 
AM, when asked if they had placed Resident 1 on alert to monitor for aspiration pneumonia or for 
psychosocial harm, Staff C stated no, because they had not considered it.On 07/30/2025 at 2:43 PM Staff F, 
CC3 were in Resident 1's room with Resident 1's son and the investigator. During an interview on 
07/30/2025 at 2:43 PM, Resident 1's son stated they were upset that others thought he was purposely 
abusing his mom, and explained he was doing it to make her live, I'm trying to feed her against her will, but 
nobody sees that. I don't care what they believe, it is the only mom I have. Resident 1's son stated, If you 
can find me another way to feed her, a button to push, tell me. Resident 1's son stated that when the staff try 
to feed her and she doesn't open her mouth, they can't do anything. Staff F confirmed that was true. At 3:33 
PM Resident 1's son stated that sometimes Resident 1 just looked glassy eyed. When asked if he feeds her 
then, he stated yes, sometimes she'll open her mouth, she needs to eat. Resident 1's son confirmed they get 
frustrated if Resident 1 doesn't eat, and commented if they don't eat, they will die.On 07/30/2025 at 2:43 PM 
Resident 1's son said when food gets stuck in Resident 1's mouth they couldn't see anyway to remove it from 
their mouth except to open forcefully. Staff F suggested telling Resident 1 to open their mouth, or putting 
spoon up to their mouth and Resident 1's son stated they had been told to try those methods before, but they 
did not work.On 07/30/2025 at 2:35 PM Resident 1's son stated they had brought food that was considered 
dangerous for his mom to eat, which he would feed her depending on her condition. When Resident 1 was 
awake they were more agreeable than when sleepy. At 2:52 PM when asked what they brought that was 
considered dangerous, Resident 1's son stated, soup with carrots, meat, dumplings and peaches. Resident 
1's son was observed to feed Resident 1 the soup. When Resident 1 coughed, their son stated, it happens 
sometimes. Resident 1 was observed to use their tongue to scan the inside of their mouth and then remove 
a slice of vegetable from their mouth. At 3:00 PM Resident 1's son explained that more natural (non-pureed) 
foods look familiar, more accurate, like they are supposed to, when everything is mashed up, you cannot 
even see what it is. At 3:33 PM Staff F explained that Resident 1's diet could not be upgraded from pureed 
without additional treatment sessions and told the resident's son they should not be giving foods that were 
not pureed. Resident 1's son stated that the staff had not told them that previously.During an interview on 
07/30/2025 at 3:33 PM, Resident 1's son acknowledged that during their previous stay at the facility their 
visits were supervised, when I fed her. Resident 1's son stated it was inconvenient for him, but he did not 
mind if they watched.On 07/30/2025 at 3:47 PM Staff F met with Staff A, and Staff B. Staff F stated Resident 
1's son wanted to bring foods into feed Resident 1 and the facility needed to be sure it was safe. Staff F 
stated they would continue to see Resident 1 during the son's visitation and continue to work with them. The 
investigator's concerns were shared including the facility's failure to implement the prior restrictions at 
readmission, the incident occurred again when it was preventable, and staff failed have documented 
monitoring after the incident.Review of the facility incident investigation and summary sent 08/01/2025 
showed the son had poor comprehension of why forcing Resident 1's mouth open to let it empty could cause 
harm, yet they documented there was no willful action or inaction that inflicts injury. The summary did show 
the son was disregarding the resident's right to refuse food and drink and may ultimately lead to aspiration, 
physical or mental harm.REFERENCE: WAC 388-97-1060(3)(g)
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