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The following reflects the findings of the Department 

of Public Health during a Complaint Investigation 

visit: 


Preparation and execution of this Plan of 
CLASS AA CITATION - ACCIDENTS Correction does not constitute admission or 
02-1 917-0009728-F agreement by the provider of the truth of the 
Complaint(s): CAO031 8813 

facts alleged or conclusions set forth on the 
Statement of Deficiencies. This Plan of Representing the Department of Public Health: 


Surveyor ID # 22554, HFEN 
 Correction is prepared and/or executed solely 
because it is required by the provisions of the 

The inspection was limited to the speci fic facility Heal th and Safety Code Section 1280 and 42 
event investigated and does not represent the 

CFR 405 .1 S/J.~.\ .,~~'/findings of a full inspection of the facility. 

Admi nistrator In itia ls / 
F323 - The facility must ensure that the resident 

environment remains as free of accident hazards as 
 _ F323 / F3 23 _ 
is possible; and each resident receives adequate' I It is the policy of this fac il ity to ensure 
supervision and assistance devices to prevent that the resident er1Yironment remains as 
accidents. 

free of accident hazards as is Possible. an,. 
each resident receives adequate The facility failed to foll OW the aforementioned 
supervision and assistance devices to regulation when it failed to provide one (1) of three 


sampled residents. the therapeutic diet ordered by 
 prevent accidents. \\ 
the phYSician to ensure that Resident 1 was not 

given a food that was unsafe to eat. Resident 1 had 

a history of choking on foods. Certified Nursing 

Assistant (CNA) 1 and Activities Assistant (AA) 
 I Resident 1 is no longer in this facility. 
accompanied Residents 1, 2, and 3 to a baseball 

game. The facility failed to assure that CNA 1 and 


I All residef1ts who have difficulty 
AA knew that Resident 1 was to have a mechanical 

swallowing have a potential to be affectec soft (soft chopped, blended or ground food, I by the issue cited in the Statement ofmechanically altered to make it easier to chew and 

swallow) diel During the ball game, the staff bought 
 I Deficiency. 
the three residents hot dogs for lunch. While 

Resident 1 was eating his hot dog on a bun, he 
L..-__--'-__________.......;.._______-'-___________ ~_ 
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began to choke. Facility and ball park staff 
attempted to clear the hot dog from Resident 1 's 
airway. The resident lost consciousness was taken 
to a hospital, where he died. The failure to provide 
Resident 1 with his prescribed diet resulted in his 

incident and  

Findings: 

Review of the clinical record on 12 at 9:30 
a.m., showed that Resident 1 was a year old 
male, admitted to the facility on /12 with 
diagno ses including  , (  

) and . 

Record review on /12, of the Minimum data Set 
(MDS) dated /12, showed that Resident 1 
required assistance in setting up his meals. 

The Physician Admission Orders, dated /12, 
included an order for a pureed, (blended to a 
smooth consistency) 2000 calorie, diabetic diet. 

A Physician order, dated /12 showed, "Change 
diet to NCS (no concentrated sweets) Puree thin 
liquids secondary to poor mastication (chewing) of 
food. 

The Services team of the Quality 
Improvement Committee developed and 
implemented an outing protocol that 
includes but not limited to providing the 
activity department a Resident Care 
Information sheet that is taken by the 
Activity staff with them on the outing. 
Please refer to the enclosed detailed 
Outing Po licy and Resident Care 
Information sheet. 
The facility staff received an in-service IU-I 'L 

from the Corporate Clinical Services 
Coordinator on the faci lity Outing Policy 
and completion of the Resident Care 
Information sheet for all residents 
participating in the outing. 
The Dietary department will prepare meal 7 -/-.(Y{'L 

bags for all residents participating in the I 
outing unless res ident' s physician gives 

an order that res ident can veer from l' 
prescribed diet. , 


The Administrator and/or his/her designe II-D -/?., 


will conduct random checks of the outingI 

supplies and equipment prior to each - , 


A Physician order dated /12 changed the diet 
to Mechanical soft, ground meat with extra gravy, 
no crust on breads; thin liquids (NCS). 

The "Therapy Progress Documentation" form, dated 
/12 reflected that Resident 1 reported a 

 incident that occurred on /12, while 

outing. N egative findings will be reported 
to the Activity Director and/or Dietary 
Supervisor for immediate follow-up. 

The Activity Director is responsible for 
ongo ing com pIi ance. 

I I 
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eating a sandwich with crust for dinner. The 
therapist documented that he, "Tolerated a small 
amount of his mechanical soft lunch tray today with 
lengthy mastication but no overt signs or 
symptoms of aspiration (accidental inhalation of 
food or liquids into bronchi or lungs) noted. Patient 
able to (I) detail his swallow precautions. Changing 
diet to Mechanical Soft, ground meat with thin 
liquid - No crust " 

A physici an order, dated /12 , reflected that 
Resident 1 could go out of the facility on outings 
with his responsible party, and on facility outings 

Care plans dated 1/28/12, and 5/1112 for, "Potential 
for Constipation", showed Resident 1 was identified 
wi th "  ." Care Plans for 
"Nutritional Status" dated 2/9/12 , and 5/21112 
reflected that Resident 1 had  problems. 

Review of "Interdisciplinary Team Conference 
Notes" dated 5/1/12 included Physician's orders, 
Diagnosis, Care Plan, MDS/Assessments. The 
Summary portion of the Interdisciplinary Team 
Conference Notes, Dietary section indicated, 
"Resident is on mechanical soft NCS diet with 
ground meat" 

Physician's Orders for 7/1/20 12 to 7/31/2012 
continued the Mechanical soft, NCS, Ground Meat 
with extra gravy, no crust on breads, thin liquids 
diet, and directed staff to check Resident 1's tray 
for accuracy, each Saturday. 

A nurses note, dated 7/18/12 , reflected that 
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Resident 1 was excited about going to a ball game 
that day. The /12 nurses note for 4 p.m., 
reflected that the assistant activities director called 
the faci lity at 3:30 p.m., to report that Resident 1 
was  and losing consciousness. An entry 
at  p,m ., reflected that Resident 1 was 
admitted to the hospital. 

In an interview on /12, at 
Administrator stated that Resident 
hospital intensive care unit, on 
(mechanical breathing machine). 

 p.m., the 
1 was in the 

a ventilator 

During an interview on 9/2111 2, at 930 a.m., the 
Administrator stated that when residents went out 
on pass, no medical information was sent with 
them, He stated that the facili ty sent, "Contact info" 
with residents who went out of the facility for 
outings. The Administrator further stated, "We have 
taken measures so this won't happen again." 

In an interview on 9/21/12, at 13:30 p.m ., the 
Director of Nursing stated that the staff should have 
been aware of Resident 1's current diet, but, 
"Obviously they did not, or they wouldn't have given 
him a hot dog." The DON also stated that the staff 
did not have any records with them on the outing, 
except, "Contact info." 

During an interview with AA, on 10/4/12 at 10 am, 
she stated she did not know if Resident 1 had a 
history of . When asked if she knew what 
type of diet Resident 1 was on at the time of the 

/12  incident, she stated that she did 
not kn ow. When asked if she knew whether an 
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uncut hot dog on a bun was allowed according to 
Resident 1's diet order, she stated she did not 
kn ow. AA stated that she and CNA 1 tried the 
Heimlich maneuver, and a man tried, but nothing 
came out. 

During an interview with Certified Nursing Assistant 
(CNA) ion 10/4/12 at 10:30 a.m., she stated that 
she did not have information about the residents' 
diets, medications, or special precautions when 
she took Residents 1, 2, and 3 to the ball game. 
She stated she did not know if Resident 1 had a 
history of  . When asked if she knew what 
type of diet Resident 1 was on at the time of the 

/12  incident, she stated that she did 
not know. When asked if she knew if eating an 
uncut hot dog on a bun was allowed according to 
Resident 1's diet order, she stated she did not 
kn ow. 

In an interview with the DON (Director of Nurses), 
on 10/11/12, at 10 a.m., she stated that Resident 
1's daughter called the facility to report that he  
at the hospital on 112 . DON stated that prior to 
Resident 1's  incident, the facility did not 
have a policy or procedure for residents going out of 
the facility. She stated that the practice was to 
notify the responsible parties that their resident was 
going on an outing. The DON stated that, as a 
result of Resident 1's incident, the facility developed 
an information form, to be Filled in when a resident 
goes on an outing. 

Review on /12, of the , Coroner Investigator's 
Report, dated 112 at  p.m ., showed , 
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"Preliminary Summary -  of a 
year old at San Leandro Hospital. On /12, 
the t  on a hot dog at a baseball 
game. Paramedics responded, partially removed a 
food bolus and transported to the ER (Emergency 
Room). Additional food bolus was removed in the 
emergency (room) and he was transferred to the 
ICU . His condition deteriorated (  injury 
due to )(   ) and  was 
pronounced.. Cause of  A-    

)  y, B-  of Food 

MateriaL" 

The coroner's Medical Summary reflected , 
"According to (The Hospital) medical records, 
(ReSident 1) was admitted to the hospital for 

 t secondary to food aspiration with 
an   injury on , 2012. He was at 
a baseball game when he started  on a hot 
dog. A bolus was removed by paramedics, he was 
transported to the hospital, and more of the bolus 
was removed by doctors in the emergency room ." 

The coroner's, "Description of the  
Scene" reflected, "The decedent  as an 
in-patient at San Leandro Hospital - ICU. The 
decedent  on a hot dog at the Oakland 
Coliseum during a baseball game." 

Event ID:L8HA11 2/4/2013 2:24:30PM 

LABORATORY DIRECTOR'S 0 IER REPRESENTATIVE'S SIGNATURE TITLE 

(. \, 

Any deficiency statement ending 'with an asterisk (') denotes a deficiency which the institution may be excused from correcting providing it is determined 

that other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 90 days fOllowing the date 

of survey whether or not a plan of correction s provided. For nursing homes, the above findings and plansof correction are disclosable 14 days fo llowing 
the date these documents are made available to the facility . If deficiencies are cited , an approved plan of correction is requisite to continued program 

participation . 

State-2567 6 of 6 




