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A complaint survey was conducted by Healthcare
Licensing and Surveys from 4/18/18 to 4/20/18.
The survey was prompted by complaint intake
WY0Q0002504,
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§483.80(d) Food and drink
Each resldent recelves and the facilty provides-

§483.60(d)(3) Food prepared in a form designed
to meet individual needs.

This REQUIREMENT s not met as avidenced
by:
Based on observation, medical record raview, Past noncompliance: no plan of
staff Interview, and review of facifity pollcles, the correction required.

tacillty falled to ensure the physician-ordered diet
taxtura was provided for 1 of 7 sample residents
(#1) reviewed for diets. This fallure resulted in
past non-complience at actual harm to resldent
#1 who choked on food provided by the facility
that was not the appropriate texture. The rasident
subsequently died, Corrective meaasures were
implemented by the facllity prior to the aurvey and
compliance was determined to ba met on
4/17/18. The findings were:

1. Review of physicien orders dated 1/31/17
showed the diet arder for resldent #1 was
“mechanical soft taxture...no bread per family
request.” Review of a 2/27/18 speech therapy
avaluation showed the resldent was assessed for
a possible increase in diet texture, However, the
assessment revealed the resident was not able to
tolerate a ragular texture dist. The assessment
documentad the resident had decreased oral
sensatlon, oral disorganization leading to food
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pocketing, and the resldent was not ahle to
sufficiantly clear the oral cavity. The speech
therapist concluded the resident neaded to
ramaln on the mechanical soft diet. The following
concerns were identified: .

a, Review of a nursing note dated 4/8/18
showad the resident attended a socla! activity and
consumed & hot dog. The resldent left the dining
room and fell forward to the ground. Nursing staff
inltisted the Heimlich maneuver, the resident's
dentures and excess food was removed from the
oral cavity, and 911 was called. The resldent left
the facllity vie ambulance. Review of a nursing
nots dated 4/10/18 showed the resident had
expired,

b. Review of the facliity’s dist manual
"Healthcare Services Group, Diet Manual, Third
Edition" {2011, but reviewed by the faclity's
ragisterad diefitian on 4/9/18) showed the
dysphagla diet lavel 2, mechanically altered,
shauld include meat that did not exceed 1/4 inch
cubes; meat should be served moistened,
ground, or flaked.

¢. During an Interview on 4/20/18 at 8:47 AM,
speach theraplat #1 stated she was the theraplst
wha evaluated tha reskdent on 2/27/18. She
stated the resldent required a mechanical soft
dlet, and a regular hot dog on a bun was not
appropriate for that diet. She stated the resident
should have recelved no bread, and a ground hot
dog in a bowl with mustard and ketchup.

d. During an intarview on 4/16/18 at 6:31 PM
the adminlstrator stated he was present for the
Incident on 4/9/18. He stated he observed activity
staff provide the residént a second hot dog (a
ragular hot dog ot a bun). He stated the rasident
should not have recelved a regular hot dog
because s/hae was on a mechanical soft diet. He
confirmed the resident choked on the hot doy and
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subsequantly died.

2. Review of the facllity's "Abatement Plan" and
interview with the administrator and director of
nureing (DON) on 4/20/18 at 8:10 AM revesaled
the facliity reported the incident to the survey
agency on 4/8/18 and implemented corrective
actlona to prevent re-occurrence. The actions
taken by the facllity included;

3. Identifled any other residents at the activity
on 4/6/18 that potentially could have received
food not In accordance with their diet. Resldents
were assessad for 72 hours (Iung assessments
and vital signe) and their physiclans notified.

b. All residents' diets were reviewed by the
dletttian, distary manager and speech therapist,
and dlat slips were reviewed to ensure thay
matched,

c. An updated list of dlet orders was to be
provided to activity staff before any food-related
event.

d. Education was provided to all staff (verified
by review of sign-in sheets; any remalning PRN
staff ware not allowed to work until they recalve
education).

e. Audite campleted at all activity events that
sarve food to ensura diets are followed (verified
by reviewlng audlt sheets).

f. Ad-hoc QAP{ meeting on 4/10/18 and a
second QAP| meeting on 4/17/18,

2. No food-ralated activities were hald during the
survey, but observations of 2 of 2 meals showed
regldents racaived food in acoordance with their
diets.
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