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F 0808 Ensure therapeutic diets are prescribed by the attending physician and may be delegated to a
registered or licensed dietitian, to the extent allowed by State law.
Level of Harm - Minimal harm

or potential for actual harm Based on observations, clinical record review, and resident and staff interviews, it was revealed that
the facility failed to ensure that one of 3 residents reviewed received a therapeutic diet per physician
Residents Affected - Few order (Resident 1).Findings include: Review of facility provided extension sheet revealed residents on

a low sodium diet should receive scrambled eggs in place of ham. Review of Resident 1's clinical
record revealed clinical diagnoses that included cerebral infarction (stroke- blood flow to an area of
the brain is blocked, depriving brain tissue of oxygen and glucose) and hypertension (elevated blood
pressure). Review of Resident 1's current physician orders stated Resident 1 should receive a Low
Sodium Diet, Regular texture, Regular/Thin consistency 2 Gram Sodium related to Essential (Primary)
Hypertension. During an interview with Resident 1 on July 20, 2026, at 11:30 AM, Resident 1 stated
that he received ham at breakfast and no scrambled eggs. Resident 1 stated that he asked where the
scrambled eggs were and that he was told there are no scrambled eggs on Mondays. During an
interview with Resident 2 on July 20, 2026, at 1:10 PM, who also receives a low sodium diet, he was
asked if he received scrambled eggs for breakfast, and he replied no but he was unable to recall if he
received ham. During an interview with Employee 1 (Nurse Aide) she confirmed that Resident 1
received ham for breakfast and remembered cutting the ham for the Resident. Employee 1 said that
she didn't know he shouldn't have received the ham. Employee 1 denied telling Resident 1 the facility
doesn't serve scrambled eggs on Mondays, and said the Resident didn't request scrambled eggs and
was enjoying the ham. During an interview with Employee 2 (Dietary Manager) on July 20, 2026, at
1:00 PM, after Employee 2 reviewed the error in Resident 1's therapeutic diet, she stated that the
person who calls out the diet during tray line meal preparation made the mistake in Resident 1's diet.
Employee 1 added that scrambled eggs are available every morning. During an interview with Resident
1 on July 20, 2026, Resident 1 stated that he received ham at breakfast and no scrambled eggs.
During an interview with the Director of Nursing (DON) on July 20, 2026, at 3:00 PM, the DON agreed
that residents should receive the diet prescribed by the physician. 28 Pa. Code 201.18(b)(2)
Management.28 Pa. Code 211.6(a) Dietary Services.
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