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145986 05/08/2024

Lake Forest Place 1100 Pembridge Drive
Lake Forest, IL 60045

F 0811

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that residents are assessed for appropriateness for a feeding assistant program, receive services as 
per their plan of care, and feeding assistants are trained and supervised.

35178

Based on observation, interview, and record review the facility failed to ensure a resident with a complicated 
feeding problem was assisted to eat by a qualified staff member for 1 of 3 residents (R3) reviewed for safe 
dining in the sample of 3.

The findings include:

On 05/08/24 at 11:35AM, V6 Resident Assistant was providing R3 bites of pureed food with a spoon. 

On 05/08/24 at 11:35AM, V6 said, this is R3. I am an Activity Specialist; I am not a CNA-Certified Nursing 
Assistant. I am trained to feed residents as a Resident Assistant. 

On 5/08/24 at 1:13PM, V7 Speech Therapist said, R3 has a treatment diagnosis of dysphagia related to age, 
Alzheimer's (disease), and dementia. Because of his Alzheimer's (disease) he is at risk for choking if he is 
not fed appropriately. The problem I was treating R3 for is an oropharyngeal dysphagia (difficulty moving 
food in the mouth in preparation to be swallowed and moving the food safely past the trachea without 
aspiration into the lungs). 

R3's current Physicians Orders dated May 2024 shows, multiple diagnoses including dysphagia. Diet Orders: 
Pureed Diet, Nectar thick liquids. Clear mouth before each bite/sip: watch neck for swallow. 

R3's Speech Therapy Evaluation dated 01/24/24-02/19/24 shows, Diagnoses: Dysphagia, oropharyngeal 
phase. Reason for Referral: resident with decreased mobility with a decline in function as well as decline in 
swallowing ability with recent diet downgrade to puree consistency. 

The facility's Resident Attendants policy dated 05/01/24 did not show, Feeding Assistants/Resident 
Attendants should not provide dining assistance to residents with complicated feeding problems. 
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