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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 liquids consistent with the residents' 
needs for 2 of 3 (Resident #1 and Resident #2) residents reviewed for liquid inconsistency. 1. The facility 
failed to ensure LVN A checked the lunch tray appropriately for Resident #1, who required nectar-thick 
liquids on 11/10/25. 2.The facility failed to ensure Resident #1, and Resident #2 did not have thin liquids at 
their bedside on 11/11/25. These failures could affect residents by placing them at risk for aspiration and not 
receiving appropriate interventions to meet their current needs.Findings included: 1. Record review of 
Resident #1' face sheet dated 11/12/25, indicated a [AGE] year-old male who admitted to the facility on 
[DATE] with diagnoses which included Parkinson's (a progressive brain disorder that affects movement, 
primarily caused by the death of brain cells that produce dopamine), and dysphagia (difficulty swallowing, 
where food or liquids cannot move easily from the mouth to the stomach). Record review of Resident #1's 
quarterly MDS assessment dated [DATE], indicated Resident #1 understood and was understood by others. 
Resident #1's BIMS score was 06, which indicated he was severely cognitively impaired. The MDS indicated 
Resident #1 was independent with eating. The MDS assessment indicated Resident #1 required a 
mechanically altered diet (change in texture of food or liquids, such as pureed food or thickened liquids). 
Record review of Resident #1's comprehensive care plan, revised on 05/07/25, indicated Resident #1 was at 
risk for choking/aspiration and dehydration related to his diagnosis of dysphagia. The care plan interventions 
were for staff to offer additional fluids within diet parameters and serve the diet as ordered. Record review of 
Resident #1's comprehensive care plan dated 10/27/25, indicated Resident #1's diet consisted of minced 
and moist ground texture, nectar-thickened liquids, no rice, gravy on all meats, related to his diagnosis of 
dysphagia for thickened fluids. The care plan intervention was for staff to serve the diet as ordered. Record 
review of Resident #1's order summary report dated 11/12/25, indicated Resident #1 had the following 
orders:*Regular diet with minced and moist ground texture, nectar-thickened liquids, no rice, gravy on all 
meats, with an order start date of 10/24/25. During an observation on 11/10/25 at 12:15 p.m., Resident #1 
had a glass of water placed in front of him and was observed drinking twice from the glass. His meal ticket 
for lunch had a diet order for minced and moist ground texture and nectar-thickened liquids. During an 
observation and interview on 11/10/25 at 12:21 p.m., CNA B said she did not notice Resident #1's water was 
not nectar consistency. She said the nurse checked the trays, and she assumed it was correct. She said she 
thought Resident #1 was supposed to have nectar-thick liquids but went to ask the nurse to clarify it. CNA B 
came back and said Resident #1 should have had nectar-thick fluids. CNA B took Resident #1's thin liquid 
and replaced it with nectar-thick liquids. She said that since Resident #1 had thin liquids, it placed him at risk 
of choking. During an interview on 11/10/25 at 12:42 p.m., RN A said she was the nurse responsible for 
checking the trays in the dining room. She said she thought Resident #1 was on honey-thick liquids. She 
said she put the water on his lunch tray. She said she did not read the card correctly and it was an overcite. 
She said Resident #1 was at risk for aspiration because he received thin liquids. During an observation and 
interview on 11/11/25 at 9:47 a.m., Resident #1 had a bottle of water at bedside within reach. Resident #1 
said, Yeah, I have been drinking it. It is almost empty. Resident #1 said he did not know who gave him the 
bottle of water or how he got it. During an observation and interview on 11/11/12 at 10:00 a.m., CNA C came 
into Resident #1's room and verified he had a bottle of water which contained thin liquids at his bedside. She 
said she was not aware how he received the bottle of water. She asked Resident #1 if he had been drinking 
the water, and he shook his head Yes. He said, He drank from the bottle yesterday and last night. She said 
Resident #1 was at risk of choking since he had drunk the thin liquids. She removed the water bottle from his 
bedside. During an observation and interview on 11/11/12 at 10:10 a.m., RN A said she was Resident #1's 
nurse. She said she had been in Resident #1's room this morning (11/11/25) but had not seen the water 
bottle on his bedside table. She said it was everyone's responsibility to ensure he did not have any thin 
liquids. She said Resident #1 was at risk for aspiration. 2. Record review of a face sheet dated 11/12/25 
indicated Resident #2 was a [AGE] year-old male admitted to the facility on [DATE] with diagnoses which 
included dementia (deterioration of memory, language, and other thinking abilities), diabetes, and 
Schizoaffective (mental health condition that combines symptoms of schizophrenia (such as hallucinations 
and delusions) with mood disorder symptoms like depression or mania). Record review of the 
Comprehensive MDS assessment dated [DATE] indicated Resident #2 understood and was understood by 
others. Resident #2's BIMS score was 06, which indicated he was severely cognitively impaired. The MDS 
indicated Resident #2 required assistance with eating. The MDS assessment indicated Resident #2 required 
a mechanically altered diet (change in texture of food or liquids such as pureed food or thickened liquids). 
Record review of Resident #44's care plan, revised 10/08/25, indicated he was at risk for dehydration (occurs 
when you don't have enough fluid in your body) related nectar thick liquids . The interventions were for staff 
to offer the fluids ordered. Record review of the Order Summary Report dated 11/12/25 indicated Resident 
#2 had an order for a Regular diet, Minced &Moist- Ground texture, Nectar consistency with a start date of 
11/07/25. During an observation on 11/11/25 at 9:45 a.m., Resident #2 had thin liquid in a metal cup sitting 
on his dresser next to his bedside. During an interview on 11/11/25 at 10:17 a.m., Resident #2 said he drank 
from the metal cup every time he took his medication. During an interview on 11/11/25 at 1:10 p.m., the 
speech therapist said Resident #1 and Resident #2 were on nectar-thick liquids. She said both had been on 
the speech therapy case load. During an interview on 11/12/25 at 8:40 a.m., CNA C said that yesterday 
(11/11/25), after being questioned by the state surveyor, she went into Resident #2's room and looked in his 
metal cup and saw he had thin liquids in his cup. She said she poured it out and removed the cup. She said 
she was aware he had the metal cup but had never looked inside the cup. She said Resident #2 should have 
nectar-thick liquids and not thin liquids. She said he was at risk of choking if he swallowed thin liquids. During 
an interview on 11/12/25 at 12:16 p.m., the DON said she expected staff to follow the diet ordered. She said 
whoever served the tray should have ensured they were serving the correct liquid consistency. She said she 
randomly checked the dining rooms and rooms for the correct diets and liquid consistency. She said all staff 
were responsible for ensuring residents had the correct liquid consistency, and if they were not aware, they 
needed to ask. She said if the residents were served the incorrect fluid consistency, it could place them at 
risk of aspiration. During an interview on 11/15/24 at 12:40 p.m., the Administrator said he expected the staff 
to follow the diets and the signs for honey and nectar-thick liquids. He said the nurse was responsible for 
checking the tray cards and ensuring staff were following the prescribed diet for the residents while in the 
dining room. He said if the staff does not follow or serve the correct liquid consistency, we could place the 
residents at risk of choking. Review of the facility's policy titled, Thickened Liquids, revised January 2025, 
indicated, Purpose: to provide thickened liquids per physician's order. Procedure: 1. Speech therapy to 
screen and evaluate, then screen routinely for advancement 2. Obtain an M.D. order for treatment 
recommended and with appropriate terminology: nectar-like, honey-like, or pudding thick consistency. 3. 
Notify family and/or resident of any new liquid consistency or regimen. 4. Notify nursing staff and dietary. 5. 
Add to dietary list and tray cards. #11 Residents will not be provided with liquids with a thinner consistency 
than prescribed by the physician.
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