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I. Objective: To proactively identify service recipients who are at risk for choking/aspiration
and to provide staff with appropriate interventions to manage safe eating practices.

II. Policy:

Service recipients are assessed of their risk for aspiration and choking; management of

the environment to prevent aspiration and choking; provision and implementation of

appropriate safety supports for those who are Moderate to High Risk for aspiration and

choking.

III. Application:

• All service recipients receiving Residential Habilitation services from the Division

of Developmental Disabilities Services(DDDS).

• All service recipients receiving Day and Employment services authorized by
DDDS.

• DDDS Community Services staff and contracted Targeted Case Management
staff.

• Authorized Residential Habilitation, Day Services, and Nurse Consultation
Providers.

IV. Definitions:

A. Aspiration: The inhaling of foods, liquids or foreign objects into the lungs.

B. Choking: The blocking of the airway by food, liquids or foreign objects.

C. Dysphagia: Trouble with chewing and swallowing. Food and saliva may go into

the lungs instead of the stomach.

V. Standards:

A. An Aspiration/Choking Risk Screening  be completed by the Consultative Nurse when a

service recipient initially enters into Residential Habilitation Services. (Exhibit A)
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B. Re-assessment shall be completed at least annually in conjunction with the service 
recipient's Person Centered Plan (PCP) date and any time there is a change in health 
status or any risk factor is identified. (See Exhibit B). The exhibit is intended as a list 
of examples/references and not an all-inclusive list of risk factors.

C. The results (score) of the Aspiration/Choking Risk Screening Tool shall be documented 
by the Consultative Nurse in the electronic client data management system in the 
Aspiration Risk Assessment section of the Electronic Comprehensive Health 
Assessment Tool (ECHAT). If the assessment determines that the service recipient is 
in the "Moderate" or "High Risk" categories, the Risk Screening Tool must be 
attached to the RISK section of the PCP document by the Consultative Nurse. If the 
service recipient is determined to be in the "Low Risk" category, the Risk Screening 
Tool must be attached to the bottom of the PCP as an external attachment by the 
Consultative Nurse.

D. Service recipients identified as "High Risk," who do not have an existing intervention 
plan for Aspiration/Choking Risk established in their Significant Medical Conditions 
document, must have immediate precautions taken to ensure their safety is maintained, 
until an intervention plan is developed or modified (See Section IV below.) If an 
existing intervention plan is in place, that is effective for the service recipient, no 
further action is needed. If the existing intervention plan does not sufficiently address 
the current support needs of the service recipient, the intervention plan shall be 
amended and changes to the plan documented in a T-log in the electronic client data 
management system.

E. The Nurse Consultation provider agency nursing director and agency director must be 
immediately notified through a T-log in the electronic client data management system and 
email when a service recipient is newly assessed at "Moderate" or "High Risk." The 
agency nursing director and agency director must ensure proper safety measures are 
implemented immediately (See Section IV below).

F. Each provider agency will maintain a current policy and ensure staff are educated and 
trained on aspiration/choking risk and safety measures.

G. The outcome of the Aspiration Risk Assessment shall be discussed with the service 
recipient's support team members and for service recipients assessed as "Moderate" to 
"High Risk," an appropriate Significant Medical Conditions intervention plan 
developed within 30 days of the completed assessment and updated at least annually 
in conjunction with the annual PCP meeting or whenever a change in the risk
assessment is identified.

H. A Significant Medical Condition intervention plan shall consist of necessary Safety 
Supports, interventions and education outlined for staff to follow.

I. A modified diet and/or liquid consistency as outlined in the healthcare provider's

order must be provided for the service recipient for all oral intake.

IV. Recommended Assessments and Follow-up Based onResultsoftheAssessment:

A. Low Risk(Score 1-3)

• No action warranted
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8. Moderate Risk (Score4-6)

• Request for speech therapy  consultation to determine   if dietary 
modification and/or the use of adaptive feeding equipment is required.

• Team assessment of environmental or behavioral issues related to eating 
and aspiration/choking risk.

• During evaluation period, request for additional staff observation
during mealtimes.

• The above is to be completed if an intervention plan is not already in place 
or is not sufficiently addressing support needs.

C.  High Risk (Score 7 & Above) For those newly assessed at this level or having an 
increase in score with noted difficulties:   

• All of Section B and

• Immediately contact healthcare provider for further guidance and 

document notification in a T-log.

V. Staff Education and Training:

A. All newly hired staff shall complete the "An Overview of Safe Eating and Drinking 
Module" on Relias within the first 90 days of hire.

B. If a service recipient, following the completion of the Aspiration/Choking Risk 
Screening Tool, is identified at a 'Moderate" or "High Risk,"the  nurse must provide 
education and training to the residential habilitation and day services staff within 2 
weeks of the completed assessment. Verification of training (i.e., sign in sheet to 
include date and time of training) must be scanned into a T-log in the service recipient's 
electronic client data management system record.

C. The attached seven Exhibits(B through H) are for additional education purposes. The 
exhibits are intended as a list of examples/references and not an all-inclusive list of 
possible diet/liquid consistencies.

VI. Service Recipients Requiring Conscious Sedation:

A. Service recipient must have appropriate preparation prior to procedure (i.e.,
nothing by mouth at least 8 hours before; medications dependent on instructions
from practitioner).

B. Following the procedure, staff must monitor the service recipient in the practitioner's 
office until alert and responsive to voice and touch. The service recipient should be 
able to remain in an upright position  without   assistance   before     transporting home.

C. Two staff must be available to transport the service recipient home from procedure when 
conscious sedation is used, one staff to drive and one staff to monitor the service recipient 
for potential changes in consciousness or ability to breathe.

D. At home following the procedure, the service recipient should be allowed to rest, but 
monitored one-on-one (in eyesight) at all times until the service recipient is alert, 
responsive and back to baseline. Once the service recipient is back to baseline, they 
should be monitored for changes every 15 minutes for the next eight hours.
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E. Staff must ensure the service recipient can remain upright and is back to baseline before 
offering medications, fluids, or food.

F. Staff may slowly introduce food and drinks, starting with sips of clear liquids
( thickened if a service recipient's diet requires).

G. Should the service recipient vomit, staff should hold food and drink for 2 hours then 

slowly introduce food and drinks, starting with clear liquids (thickened if a service 

recipient's diet requires). If vomiting continues, seek medical attention.

H. If no further vomiting, progress to ordered diet.

I. If a service recipient's condition declines (i.e., becomes lethargic, difficult to 
arouse or demonstrates symptoms of respiratory distress,) 91 lemergency response 
should be contacted immediately.
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VIII. Exhibits

A. Aspiration/Choking Risk Screening Tool
B. Choking and Aspiration Information
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Exhibit A 
Division of Developmental Disabilities Services 

Community Services 
Aspiration/Choking Risk Screening Tool 

Site: Name: _____________ _ 
--------------

Date of Birth: _________ _ MC I:-----------
Prepared by: __________ _ Date of Screening: _______ _ 

Risk Catel(ories Scale Score 

Developme11tal Disabilitv Diaf!llOSis 

Mild Developmental Disabilities 0 

Moderate Develoomental Disabilities I 

Severe Developmental Disabilities I 

Profound Develoomental Disabilities 2 

Medical Diagnosis 

Cerebral Palsv I 

History of Gastric Reflux I 

Previous eoisodes of aspiration/asoiration pneumonia 3 
Tonf.;ue thrust I 

CVA 2 

Def.;enerative Neurolo!,!Jc Disease 2 

Parkinson 's/Huntinf(ton 's Diseases 2 

Other Movement Disorders I 

Seizure Disorder I 

Dementia 1 
PICA 2 

SleepApnea 1 
Other Concern {Must Describe) I 

Physical Conditions 

Difficultv Chewin1.; I 

Absence of Chewinf.! 2 

Edentulous 1 
Difficulty Swa/lowin1< I 

Gar!fzin!! or chockin1.; on food and/or liauid 1 
Positive (abnormal) swallowin� study 1 
Modified barium swallow oositive for aspiration 2 

Other Condition (Muse Describe) I 

Eatinf! Habits 

Feeds self indeoendenllv 0 
Needs assistance to eat I 

Feeds self too fast (packs mouth with food) 1 
Tota/iv deoendent for eat/112 2 

Any modified consistency and/or liquids 3 
Other Concern (Musi Describe) 1 
Seatillf! Position 

Sits at table in reflular chair 0 
Wheelchair: Uprif.;ht 1 

Semi-recline 2 

Poor Posilionin� 2 

Other Concern {Must Describe) 1 
Medications 

Anv medication that causes sedation 1 
Any psychotropic medication 1 
Other Concern (Must Describe) 1 
Risk Score: 1-3 Low Risk 4-6 Moderate Risk 7 and Above Hieh Risk TOTAL SCORE

See Aspiratio11/Choki11g Guidelines/or Required Asse.ssmellfs and Follow-up Based 011 Risk Category 

6   effective 3.1.23 








































































	Protocol #4 part 1.pdf
	Protocol #4 part 2.pdf



