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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48140

Residents Affected - Few Based on observations, interviews and record reviews the facility failed to ensure one out of two sampled
residents, Resident 1, was provided a therapeutic diet as ordered by the physician. This failure had the
potential for Resident 1 to experience malnutrition and weight loss.

Findings:

A review of Resident 1's Admission Record indicate Resident 1 was admitted to the facility on [DATE] with
diagnoses which included encephalopathy (a broad term for any brain disease that alters brain function or
structure) and dysphagia (difficulty swallowing).

A review of Resident 1's Order Summary Report (OSR, physician orders) indicated an order for a regular
diet, soft and bite sized texture (foods that are soft, and chopped into bite-sized pieces) with a start date of
2/7/25.

During a concurrent observation and interview on 2/18/25 at 12:05 p.m. in Resident 1's room, with Certified
Nurse Assistant (CNA) 1, Resident 1's lunch and lunch tray card were observed. Resident 1's tray card
indicated mince moist (foods that are soft, moist and minced to size) as the diet. Resident 1's meal included
a green food item that was pureed (a food item that is smooth and free of lumps, holds their shape, without
being too firm or sticky and will not weep). Resident 1 stated, | don't know what this green stuff is, I'm
supposed to be getting a different diet, not this pureed stuff. CNA 1 confirmed Resident 1's lunch included an
unidentified pureed food item and a lunch tray card that indicated Resident 1 should be receiving foods with
a mince moist texture. CNA 1 confirmed Resident 1's lunch tray card and pureed food item on the lunch tray
was incorrect.

During a concurrent observation, interview and record review on 2/18/25 at 12:54 p.m. with Licensed Nurse
(LN) 1, Resident 1's tray card, meal served and OSR were reviewed. LN 1 confirmed Resident 1's diet order
was incorrect and did not match the lunch tray card or the food item that was served.

During a concurrent observation, interview and record review on 2/18/25 at 2:02 p.m. with [NAME] (CK) 1,
Resident 1's tray card, meal served and OSR were reviewed. CK 1 confirmed Resident 1's diet order did not
match the lunch tray card or the food item that was served. CK 1 stated, Those diets [the mince moist and
soft, bite sized] are two different orders.
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F 0808 During a concurrent observation, interview and record review on 2/18/25 at 2:32 p.m. with the Director of
Nursing (DON), Resident 1's tray card, meal served and OSR were reviewed. The DON confirmed Resident

Level of Harm - Minimal harm or 1's diet order did not match the tray card or the food that was provided during lunch. The DON

potential for actual harm acknowledged they should have provided the correct diet that was indicated on the physician's order.

Residents Affected - Few A review of the facility's policy and procedure (P&P) titled, Therapeutic Diets, revised October 2017,

indicated, Therapeutic diets are prescribed by the attending physician to support the resident's treatment and
plan of care and in accordance with his or her goals and preferences .Diet will be determined in accordance
with the resident's informed choices, preferences, treatment goals and wishes .Diet order should match the
terminology used by the food and nutrition services department.
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