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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
records reviewed, interviews, and observations for one of three sampled residents, (Resident #1) who had a 
known food allergy to onions, the Facility failed to ensure his/her diet was free from allergens, when on 
09/15/25, Resident #1 was served a meal that contained onions, Resident #1 consumed some of the meal, 
developed signs and symptoms of an allergic reaction, and was transferred to the Hospital Emergency 
Department (ED) for evaluation of anaphylaxis (a severe, potentially life-threatening allergic reaction) where 
he/she was admitted for further treatment.Findings include:Review of the Facility's Policy titled Food Allergies 
and Intolerances, dated as revised August 2017, indicated the following:- Food allergies are immune system 
responses to allergens (foods).- Residents are assessed for a history of food allergies and intolerances upon 
admission and as part of the comprehensive assessment.- Severe food allergies are noted on the face of the 
chart (in the form of a sticker or permanent marking indicating Severe Food Allergy: (name of food) and 
communicated in writing directly to the dietitian and the director of food and nutrition services.- Meals for 
residents with severe food allergies are specially prepared so that cross-contamination with allergens does 
not occur.- Residents with food intolerances and allergies are offered appropriate substitutions for foods that 
they cannot eat.Review of the Facility's Policy titled Tray Identification, dated as revised April 2007, indicated 
the following:- Appropriate identification/coding will be used to identify various diets.- To assist in setting up 
and serving the correct food trays/diets to residents, the food services department will use appropriate 
identification (e.g. color coded or computer-generated diet cards) to identify various diets.- Nursing staff shall 
check each food tray for the correct diet before serving the residents.- If there is an error, the nurse 
supervisor will notify the dietary department immediately by phone so the appropriate tray can be served.
Resident #1 was admitted to the Facility in August 2024, diagnoses included COPD (chronic obstructive 
pulmonary disease, a lung condition characterized by ongoing inflammation and narrowing of the airways, 
leading to difficulty breathing), Anxiety, and a history of Anaphylactic Shock.Review of Resident #1's Allergy 
Report, dated 08/30/24, indicated he/she had the following allergies: bee pollen, royal jelly (moderate 
severity) and onions (severe, with anaphylactic reaction, including airborne exposure).Review of Resident 
#1's Annual Minimum Data Set (MDS) Assessment, dated 08/26/25, indicated he/she was cognitively intact 
with a score of 15 out of 15 on the Brief Interview for Mental Status (BIMS, scores indicate: 0-7 severe 
cognitive impairment, 8-12 moderate cognitive impairment, and 13-15 cognitively intact).Review of Resident 
#1's current Physician's Orders indicated he/she had an allergy to bee pollen, royal jelly and onions.Review 
of Resident #1's weekly menu selection as provided by the Facility's Administrator indicated that on 
09/15/25, the main dinner meal consisted of Beef Taco Salad, Salsa and Cantina Corn, and the alternate 
meal consisted of Grilled Chicken Salad with Dressing and Chef's Breadbasket.Further review of Resident 
#1's weekly menu selection indicated that for the dinner time meal on 9/15/25, he/she circled that he/she 
wanted the alternate meal of Grilled Chicken Salad and that he/she crossed out the with Dressing line 
indicating he/she did not want the dressing added to the salad.Review of Resident #1's dinner Meal Ticket 
(form used to notify kitchen staff and nursing staff the residents' meal choices, preferences, special devices 
needed, dislikes, and allergies), dated 09/15/25, indicated he/she was to be served the alternate meal with 
no dressing, that he/she has an onion allergy (indicated under the allergy section of the ticket) and under the 
notes section. The Ticket indicated that Resident #1 had an allergy to all onion products, including anything 
with a hint of onion, as well as including instructions not to serve mustard, mayonnaise, relish, barbeque 
sauce, salad dressings, ketchup, teriyaki and Worcestershire sauce to him/her.Review of the Report 
submitted by the Facility via the Health Care Facility Reporting System (HCFRS), dated 09/16/25, indicated 
that on 09/15/25, at approximately 6:00 P.M., staff responded to Resident #1's call bell and observed him/her 
to be sitting on the edge of his/her bed with his/her meal tray in front of him/her.The Report indicated 
Resident #1 was experiencing shortness of breath, that he/she pointed to his/her dinner tray, and that upon 
nursing assessment he/she was tachycardic (higher than normal heart rate) with low oxygen saturation, 
altered mental status and appeared to have symptoms of anaphylaxis, requiring Nursing to administer an 
EpiPen (Epinephrine, a hormone medication used for emergency treatment of life-threatening allergic 
reactions) and that he/she was transferred to the Hospital ED for evaluation. The Report further indicated 
that Resident #1 was inadvertently served taco salad, which contained small, diced onions that were within 
the ready-made salsa that was mixed in with the ground beef.Review of Resident #1's Hospital Discharge 
summary, dated [DATE], indicated that Resident #1 presented (on 09/15/25) to the Hospital with anaphylaxis 
following accidental ingestion of onions (severe onion allergy), required two doses of Epinephrine, 
supplemental oxygen, was given intravenous (administered through the veins) Dexamethasone and will be 
discharged back to the facility on Prednisone (both Dexamethasone and Prednisone are steroid medications 
that work on the immune system to help treat allergic reactions).During an interview on 10/22/25 at 10:55 A.
M., Resident #1 said he/she was severely allergic to onions and that he/she cannot eat or have them 
anywhere near him/her, nor could he/she ingest onion powder which is in many dressings, condiments, spice 
mixes, and sauces. Resident #1 said the Facility staff know very well that he/she has a severe onion allergy 
because he/she had an anaphylactic reaction requiring hospitalization approximately a year ago, and that 
his/her allergy was documented in his/her chart, care plan and on his/her meal ticket.Resident #1 said that 
on 09/15/25, a Certified Nurse Aide (CNA) brought dinner to his/her room and removed the lid from the plate. 
Resident #1 said the plate contained a deconstructed taco salad, which included seasoned ground beef, 
lettuce, and tomato on a dish in separate piles. Resident #1 said when he/she looked at the meal, he/she did 
not think there was salsa mixed in with the meat. Resident #1 said that he/she took a forkful of lettuce and 
beef then immediately noticed that his/her tongue felt funny and he/she began to have difficulty breathing.
Resident #1 said he/she pressed his/her call bell, that a CNA came to his/her room, noticed he/she was 
having difficulty breathing and immediately summoned the nurse, who arrived and wheeled him/her into the 
hallway in his/her wheelchair. Resident #1 said the last thing he/she remembered was that he/she began to 
slide out of his/her wheelchair, and that the nurse gave him/her Epinephrine in the form of an EpiPen. 
Resident #1 said when he/she began to rouse, the Paramedics arrived to bring him/her to the Hospital where 
he/she received a second dose of Epinephrine.During an interview on 10/22/25 at 3:34 P.M., with CNA #1 
and CNA #2, CNA #1 said she responded to Resident #1's call bell on 09/15/25 during dinnertime. CNA #1 
said when she arrived at Resident #1's room, he/she was having difficulty breathing and that he/she pointed 
to his/her food tray, which contained taco salad. CNA #1 said she immediately called out for a nurse to come 
to help Resident #1.CNA #1 and CNA #2 both said they were aware of Resident #1's severe allergy to 
onions, that it was documented in his/her care plan. CNA #2 said Resident #1's allergy is so severe that 
he/she cannot even be near onions. CNA #1 and CNA #2 said they had not delivered Resident #1's dinner 
tray to him/her that night and did not know who had.During an interview on 10/22/25 at 1:53 P.M., Dietary 
Aide #1 said there is a process Dietary staff have to follow when preparing residents' meal trays. Dietary 
Aide #1 said the first person in the tray line is supposed to call out each resident's meal ticket information, 
which includes their meal preferences and any special instructions, including allergies. Dietary Aide #1 said 
this practice continues throughout the line where Kitchen staff are supposed to double check the meal tickets 
multiple times during the food plating process. Dietary Aide #1 said the final check is at the end of the line 
just prior to placing the residents' trays inside the meal cart for transport up to the units. Dietary Aide #1 said 
Resident #1 should not have received a meal containing onions because his/her allergy was clearly listed on 
his/her ticket. During an interview on 10/22/25 at 12:50 P.M., [NAME] #1 said she functions as the Kitchen 
Night Supervisor and Cook, comes in at 12:30 P.M., and covers the dinner service. [NAME] #1 said she was 
cooking the evening of 09/15/25 when Resident #1 received the incorrect meal, resulting in him/her 
consuming onions that caused him/her to experience an allergic reaction. [NAME] #1 said that afternoon 
upon arrival, she checked the menu to see what she needed to prepare for dinner, that the main meal was 
taco salad, the alternate meal was listed as grilled chicken salad, however they did not have the ingredients 
needed for the chicken salad, therefore the alternate would have been cheeseburgers, which was something 
Resident #1 was able to eat, and had chosen to order in the past. [NAME] #1 said when she prepared the 
taco salad, she placed unseasoned ground beef into a pan, cooked it in the oven, and when it was finished, 
she asked the Food Service Director (FSD) for assistance in finishing the preparation of the taco salad.Cook 
#1 said the FSD told her the ground beef needed to be seasoned, and that the FSD proceeded to add taco 
seasoning, garlic powder, chili powder and cumin to the meat. [NAME] #1 said she added salsa [which 
contained onions] to the ground beef mixture per the direction of the FSD. [NAME] #1 said there was 
supposed to be a process in place where each resident's meal ticket is called out at the beginning of the tray 
line prior to meals being plated (to include the meal preference, allergies, and any other pertinent 
information), then the P.M. [NAME] Assistant (PCA), who works alongside the [NAME] plating the food, will 
call out the ticket again, and a third and final person check the meal tickets before the residents' trays are 
placed in the meal cart and transported to the Nursing Units.Cook #1 said from where she was standing on 
the line, she was unable to visualize Resident #1's meal ticket. [NAME] #1 said both she and the PCA were 
plating the meals, and said if she had heard Resident #1's name called out, she would have known not to put 
taco salad on his/her tray because she knew Resident #1 was allergic to onions and onion products and the 
taco salad contained onions. [NAME] #1 said she had no explanation as to why he/she received this meal. 
During an interview on 10/22/25 at 8:15 A.M., the Food Service Director Assistant (FSDA) said everybody in 
the Dietary department was aware of Resident #1's severe onion allergies and that the allergies, along with 
other foods he/she is unable to eat are all listed on his/her food ticket.During a follow up interview on 
10/22/25 at 4:21 P.M., the FSDA said there is a process that Dietary staff are supposed to adhere to that 
included Dietary Aides actually reading/calling the residents' meal tickets out loud, and that the meal tickets 
are supposed to be checked repeatedly by multiple Dietary staff members while serving the food, with a final 
check just prior to the meal tray being placed on the meal cart for delivery.The FSDA said on 09/15/25, 
Resident #1's meal ticket indicated he/she requested the alternate meal, that he/she received taco salad in 
error, and that multiple staff members failed to ensure the correct meal was delivered to him/her.During a 
telephone interview on 10/23/25 at 4:45 P.M., the Food Service Director (FSD) said she helped [NAME] #1 
prepare the main meal of taco salad on 09/15/25, left the Facility at 4:30 P.M., and was not present when the 
Dietary staff accidentally sent taco salad, which contained onions, to Resident #1.The FSD said Resident #1 
was well-known to the Dietary department because of his/her severe onion allergy and that his/her allergy 
was well documented in both his/her medical record as well as within the Dietary department. The FSD said 
Resident #1's meal ticket clearly indicates that he/she has an onion allergy and indicated specific foods that 
contain onion that he/she was unable to eat.The FSD said the meal times service was set up in such a way 
that the residents' meal tickets are reviewed at least three separate times [in the kitchen] at the beginning of 
the tray line before food is plated, during the tray line when the food is actually being plated, and at the end 
of the tray line prior to the tray being placed into the meal cart for delivery to the nursing units. The FSD said 
that Nursing staff serves as the final safeguard, and they are also supposed to check the trays prior to the 
CNAs delivering the trays to the residents.The FSD said Resident #1's dinner meal ticket on 09/15/25 
indicated he/she chose the alternate meal, which was listed as the grilled chicken salad, and that he/she 
should never have received taco salad.During an interview on 10/22/25 at 5:05 P.M., the Administrator said 
Resident #1 had a severe onion allergy and he/she cannot ingest them in any form, nor can they be in 
his/her presence. The Administrator said Resident #1's onion allergy is well documented in his/her medical 
record and within the Dietary department and is documented on his/her meal tickets.The Administrator said 
Resident #1 chose the alternate meal of grilled chicken salad without dressing for dinner on 09/15/25, that 
his/her meal ticket indicated he/she requested the alternate meal for dinner, that he/she erroneously received 
the main meal of taco salad, which contained onions, causing him/her to develop an allergic reaction 
necessitating emergency intervention and transfer to the Hospital. The Administrator said Resident #1 should 
never have received taco salad and that multiple systems failed on 09/15/25.On 10/22/25, the Facility was 
found to be in Past Non-Compliance with an effective date of 09/20/25, and presented the surveyor with a 
plan of correction that addressed the area(s) of concern as evidenced by:A) On 09/15/25, Resident #1 
received emergency treatment while at the Facility and sent to the Hospital for evaluation.B) On 09/16/25, 
the Administrator conducted a Facility-wide audit to determine whether any residents have food allergies, 
and for those who were identified to have food allergies to ensure the allergies were documented in the 
Medical Record and on the Meal Ticket.C) On 09/16/25 (and ongoing) the Administrator educated the 
Dietary, Nursing, CNAs, and Rehabilitation departments outlining a new procedure that all residents with 
documented food allergens should be receiving a tray card/meal ticket on bright pink paper for visibility.D) 
On 09/16/25 (and ongoing) the Administrator educated the Dietary staff on the topic of Resident Allergy and 
Food Preparation (with policy review), understanding the importance of allergen awareness and checking 
trays to ensure residents with allergies are receiving the appropriate meal, and preparing food specific for 
residents with allergies are to be prepared and stored separately than other food, labeled accordingly, 
ensure tray tickets are checked for allergens and that the appropriate food is taken from appropriately 
labeled containers.E) On 09/16/25 (and ongoing) the Administrator educated the Dietary staff on the topic of 
identifying preferred meal choice to include meal selections are to provided weekly to residents every 
Monday by the Food Service Director or Designee, meal selection sheets will be picked up weekly every 
Wednesday by the Food Service Director or Designee, meal choice will be written on the meal ticket of a 
resident is ordering a meal other than the main meal, and meal choice will be highlighted by the Food 
Service Director or Designee on meal ticket with highlighting marker.F) On 09/16/25 (and ongoing), the 
Administrator or Designee began conducting daily audits to ensure allergen food was prepared and stored 
separately, labeled appropriately and plated according to tray ticketG) On 09/16/25 (and ongoing), the 
Administrator or Designee began conducting daily audits that pink meal tickets were utilized for residents 
with food allergies.H) On 09/17/25 (and ongoing), the Administrator inventoried and compiled a list of 
in-stock food products in the Dietary department that contains onions, this list is updated with every delivery 
and is hanging up in the food preparation area.I) On 09/19/25, an Ad-Hoc Quality Assurance and 
Performance Improvement (QAPI) meeting was conducted, and the Plan of Correction was reviewed and 
approved by the Interdisciplinary Team. J) The Administrator and/or their Designee are responsible for 
overall compliance of this plan of correction.
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