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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Ensure menus must meet the nutritional needs of residents, be prepared in advance, be followed, be 
updated, be reviewed by dietician, and meet the needs of the resident.

Based on observation, record review, and interview, and facility policy review, the facility failed to ensure 
meals were prepared and served according to the planned written menu to meet the nutritional needs of the 
residents for 1 of 1 meal observed. 

The findings are: 

1. On 02/25/25, the supper meal menu revealed the residents who received pureed diets were to receive 1/2 
cup of hashbrowns and 2 ounces of country gravy and residents who received regular diets were to receive 2 
sausage patties.

2. On 2/25/25 at 5:03 PM, Dietary [NAME] (DC) #5 served 2 sausage patties to 10 residents who received 
large portion diets and gave one sausage patty to 41 residents who received regular diets, instead of giving 2 
sausage patties to all residents. On 2/26/25 at 2:00 PM, DC #5 was interviewed and was asked which 
residents received 2 sausage patties. DC #5 stated it was the residents on large portion diets. When asked if 
she had reviewed the menu, DC #5 stated she had not. 

3. On 2/25/25 at 5:10 PM, DC #5 used a # 10 scoop (3/8) cup to serve a single portion of pureed hashbrown 
to the residents on pureed diets, instead of 1/2 cup. There was no gravy served to the residents on pureed 
diets. On 2/26/25 at 2:00 PM, DC #5 was interviewed and was asked the reason gravy was not served to the 
residents on pureed diets. DC #5 stated she forgot. 

4. On 2/26/25, the noon meal menu documented the residents who received pureed diets were to receive 
pureed chocolate cake. 

5. On 02/26/25 at 12:35 PM, yellow cake was pureed and served to the residents on pureed diets, instead of 
chocolate cake. At 2:35 PM, during an interview, Dietary Aide (DA) #6 was asked the reason the residents 
on pureed diets were served yellow cake, instead of chocolate. DA #6 stated there was not enough 
chocolate cake to go around. We usually make 1 chocolate bag. When we used 2 bags yesterday it 
overflowed the pan. 

6. A review of facility policy titled, Food and Nutrition Services, initiated 2017, provided by the Administrator 
on 2/27/25 indicated Food and Nutrition Services staff should inspect food trays and make sure the correct 
meal was provided to each resident.
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7. A review of facility policy titled, Food and Nutrition Services Quick Recourse Tool, initiated 9/1/2021, 
provided by the Administrator on 2/27/25 indicated, Menus should be served as written, unless a substitution 
was provided in response to preference.
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