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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review, the facility failed to serve food that accommodates resident allergies, 
intolerances, and preferences for one (#1) of five residents reviewed out of five sample residents.Specifically, 
the facility failed to ensure Resident #1 was not served food the resident was allergic to, causing an allergic 
reaction to Resident #1 which required hospitalization for anaphylactic shock (a severe, potentially 
life-threatening allergic reaction that can cause a range of symptoms affecting multiple body systems, 
including skin, respiratory, and cardiovascular).Resident #1 was admitted on [DATE] for long term care with 
diagnoses of unspecified lack of expected physiological development in childhood, cognitive communication 
deficit, muscle weakness, lack of coordination and history of anaphylaxis (severe allergic reaction). On 
9/24/25 Resident #1 was served tilapia for lunch. Shortly after consuming the fish, Resident #1 developed 
itching and was having difficulties breathing. Resident #1 was transported to the hospital and was admitted 
to the intensive care unit (ICU) and treated for anaphylactic shock. Findings include:Record review, 
observations and interviews confirmed the facility corrected the deficient practice related to Resident #1 
being served food with a known allergen prior to the onsite investigation on 10/9/25 to 10/13/25. The 
deficiency was cited as past non-compliance with a correction date of 10/5/25.I. Incident on 9/24/25The 
nursing home administrator (NHA) provided the facility investigation on 10/9/25 at 1:10 p.m. It revealed in 
pertinent part,The investigation summary documented that on 9/24/25 at approximately 12:30 p.m. Resident 
#1 was served a meal containing fish. The facility monitored the resident's vital signs and provided 
supplemental oxygen. The facility contacted emergency medical services (EMS) and the resident required 
hospitalization. [NAME] (CK) #1 was interviewed and admitted they did not check the diet ticket prior to 
sending the meal. Certified nurse aide (CNA) #1 was interviewed and admitted she did not check the diet 
order ticket prior to serving the resident. The investigation documented the staff members were suspended 
at the start of the investigation and then terminated.The investigation revealed CK #1 received a written 
warning and corrective education on 9/12/25 after serving a different resident a dessert with a known 
allergen. The investigation documented the facility completed immediate education of current staff within 
hours of the event. The investigation documented the facility completed an audit of all residents' allergies. In 
addition, the facility created new signage and education for floor staff to prevent recurrence.II. Facility plan of 
correctionA. Immediate action to correct the deficient practice for Resident #1The progress note, dated 
9/24/25 at 9:25 p.m., revealed the interdisciplinary team (IDT) held an emergency meeting to review 
Resident #1's change in condition. The progress note revealed education was provided to the nursing and 
dietary staff on 9/24/25.The facility provided documentation of staff education completed after the incident 
which included the following:A document titled Food Allergies: Check the ticket inservice, documented an 
in-person education was provided by the NHA on 9/24/25. The document included five dietary aides, two 
cooks, 13 CNAs, one licensed practical nurse (LPN) and four registered nurse (RN) signatures. The 
documentation included education of a five point ticket check for staff to perform prior to serving any food. 
These five checks included: the resident name and second identification (picture or room number), diet 
order, texture, liquids and allergies/special notes. The documentation included education that if the tray did 
not match all five checks, staff were required to perform a stop protocol. The stop protocol directed staff to 
S-seperate the tray, T-tell nursing and dietary staff immediately, O-observe and ensure the resident did not 
eat anything from the incorrect tray, P-proof: document the near miss per facility policy.A document titled 
Food Allergens inservice, documented an in-person education was provided by the NHA on 9/24/25. The 
document included five dietary aides, two cooks, 13 CNAs, four RNs signatures and one LPN signature. The 
document included education on major food allergens, how allergens were listed on product labels, signs of 
an allergic reaction and how to respond at the onset of food allergy symptoms. A document titled ASAP (as 
soon as possible) dietary meeting inservice, documented an in-person education was provided by the 
director of nursing (DON) on 9/26/25. The document included five dietary aides, two cooks and one RN 
signature. The document included education of CMS (Centers for Medicare and Medicaid) standards for 
dietary standards in long term care and food handling safety including education of cross contamination.B. 
Identification of other residentsStarting on 9/29/25 through 10/1/25, the facility completed an audit of all 
residents' food allergies, preferences, and intolerances. One additional resident was identified with a 
previously undocumented allergy to fish and shellfish. The resident reported the allergy to the facility on 
9/29/25 and the facility updated the resident's electronic medical record (EMR) the same day. The allergy 
was not listed in the resident's referral to the facility. The facility completed a quality care network (a program 
that provided cross reference documentation between facilities) audit and found the resident allergy in 
documentation from another facility on 4/14/22, two years prior to the resident's admission to the facility. C. 
Systematic changesThe facility implemented a new process on the week of 10/5/25 to highlight allergies on 
meal tickets to clearly identify allergens for staff delivering meal trays. A new magnet was created to hang on 
the doorway of residents with a food allergy. The purpose of the magnet was to remind staff of a resident's 
food allergies. The magnet included pictures of high risk food allergens including fish, peanuts and dairy 
products. The magnet was implemented the week of 10/5/25.On 10/9/25 at 11:50 a.m. paper education was 
in place on the counter next to the kitchen door and near the meal pick up window. The paper education 
included a picture of the food allergy magnet and a signature sheet dated for the week of 10/5/25. 
Instructions below the picture instructed staff to look for the food allergy magnet in the residents' room door 
way and double check the diet ticket and the food when serving residents.D. MonitoringThe facility provided 
documents of ongoing dietary ticket audits, beginning 10/4/25, completed by the dietary director. The 
documentation revealed audits of dietary staff checking to ensure allergens were highlighted on tickets and 
tickets were checked with each order to ensure food on the tray was correct to the five areas identified in the 
inservice education: the correct resident, diet order, texture, liquid and allergies/special instructions.
Interviews and record review during the investigation revealed corrective actions to identify the resident and 
other residents who had the potential to be affected by the deficient practice, systematic changes to prevent 
its recurrence and monitoring to ensure sustained corrections were in place.IIII. Facility policy and 
procedureThe Food Allergies and Intolerances policy, initiated 2001, was provided by the NHA on 10/9/25 at 
1:39 p.m. It revealed in pertinent part, Residents with food allergies and/or intolerances are identified upon 
admission and offered food substitutions of similar appeal and nutritional value. Steps are taken to prevent 
resident exposure to the allergen(s). 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. Residents with food intolerances and 
allergies are offered appropriate substitutions for foods that they cannot eat. The attending physician will be 
notified of the resident's food allergies and orders for emergency medications (epinephrine, antihistamines) 
and emergency interventions will be documented.IV. Resident #1A. Resident statusResident #1, age greater 
than 65, was admitted on [DATE]. According to the October2025 computerized physician orders (CPO), 
diagnoses included unspecified lack of expected physiological development in childhood, cognitive 
communication deficit, muscle weakness, lack of coordination and history of anaphylaxis.The 9/29/25 
minimum data set (MDS) assessment revealed the resident was cognitively intact with a brief interview for 
mental status (BIMS) score of 13 out of 15. Resident #1 required set up or clean up assistance with eating, 
oral hygiene and dressing. Resident #1 required supervision or cues with toileting and personal hygiene. 
Resident #1 was dependent on staff for bathing. The MDS assessment revealed the resident had allergies to 
sulfa antibiotics, thiazide-type diuretics and fish.B. Resident interviewResident #1 was interviewed on 
10/9/25 at 11:05 a.m. Resident #1 said he was not aware he was served fish until after he ate it. Resident #1 
said he remembered he began to itch, then he began to have difficulty breathing and became scared. 
Resident #1 said he had not been served fish since his return to the facility on 9/29/25.C. Record reviewThe 
change in condition note, dated 9/24/25 at 4:38 p.m., revealed Resident #1 had an altered level of 
consciousness, difficulty breathing and difficulty swallowing. Vital signs documented at the time of 
assessment included blood pressure of 131/117 millimeters of mercury (mmHg), pulse of 80 beats per 
minute (bpm), respiratory rate of 21 breaths per minute and pulse oximetry reading of 80% on 2 liters per 
minute (LPM) of supplemental oxygen. The progress note, dated 9/24/25 at 9:25 p.m., revealed Resident #1 
inadvertently ate fish for lunch. The progress note documented the DON was alerted of the change in 
condition and immediately contacted the medical director and EMS. The progress note documented the IDT 
met after the resident was taken to a local hospital by EMS. The progress note documented the DON, the 
NHA and the social services director (SSD) provided immediate education to staff regarding allergies and 
diet orders.The emergency room physician note, dated 9/24/25 at 6:11 p.m., revealed Resident #1 presented 
to the emergency room in anaphylactic shock due to consuming tilapia. The physician considered alternate 
diagnoses such as angioedema (acute swelling beneath the skin, often affecting the face, lips, tongue, 
hands, or feet) but this was less consistent with the abrupt onset and exposure to a known allergen. The 
physician documented this potentially could have been due to a different allergic trigger, though would not 
change management at that time. In addition to the epinephrine (medication used to treat anaphylactic 
shock), diphenhydramine (medication used to treat allergies) and steroids initiated by EMS, the physician 
continued epinephrine administration via an epinephrine infusion at 0.1 microgram (mcg)/kilogram/minute 
and gave an additional albuterol nebulizer treatment due to wheezing on exam.The intensive care unit (ICU) 
physician note, dated 9/26/25, revealed Resident #1 was admitted to the local area hospital's ICU after 
presenting to the emergency room with anaphylaxis after being fed fish at his care facility. The physician 
documented Resident #1 had facial swelling including eyelids and mouth, the feeling like his throat was 
swelling, stridor (high pitched noisy breathing) or dyspnea (shortness of breath), lightheadedness and 
wheezing. The physician documented Resident #1 had a high probability of sudden, clinically significant 
deterioration, which required the highest level of physician preparedness to intervene urgently. The physician 
documented they managed and supervised life or organ supporting interventions that required frequent 
physician assessment.The progress note, dated 9/29/25 at 5:50 p.m., revealed Resident #1 returned to the 
facility from the local area hospital. The progress note documented Resident #1 was back at baseline health 
condition, denied pain and was glad to be back at the facility.V. Staff interviewsThe DON and the NHA were 
interviewed together on 10/9/25 at 1:10 p.m. The DON said on the day of Resident #1's allergic reaction 
(9/24/25), he did not show signs of allergic reaction immediately, but rather started reporting signs of a 
reaction approximately three hours after eating. The NHA said during the investigation after the event, the 
facility found that Resident #1's diet was recently changed to minced and moist. The NHA said the resident 
might not have recognized the food as fish due to the diet change. The DON said when she was alerted of 
Resident #1's facial and tongue swelling, she grabbed the epinephrine (epi) pen (medication used to treat 
allergic reactions) from the emergency kit while another staff member called EMS and another staff member 
obtained vital signs. The DON said Resident #1 had an oxygen saturation of 78% to 79%, but was still able 
to speak. She said she increased the supplemental oxygen for Resident #1 and his oxygen saturation 
improved. The DON said she did not administer the epi-pen because Resident #1's blood pressure was 
stable, his oxygen improved and the ambulance arrived within six minutes after calling them. The DON said 
she saw EMS start an intravenous (IV) line on the resident and moved him from a nasal cannula to a mask, 
but to her knowledge, EMS did not administer an epi-pen either. The NHA said the facility began their 
investigation of the events the same day (9/24/25). The NHA said during the investigation, the facility found 
the cook had a previous written warning about attempting to serve another resident a desert with an allergen. 
The NHA said the resident did not eat the dessert, but because of the previous warnings and education, the 
facility terminated the cook and CNA #1 after the investigation. The NHA said since the event, the facility had 
completed an audit of allergies for all residents in the facility, process changes were implemented to have 
dietary staff highlight the allergies for all meal tickets to indicate residents with allergies and to have magnets 
made for the doorways of all residents with food allergies. The NHA said the facility also provided education 
about the changes as well as education about food allergies to all staff. The DON said another process 
change was implemented in the kitchen and now the dietary aides read the card and stated out loud to the 
cook what the precautions were, including food allergies. The DON said the cook then read the card back to 
confirm. The NHA said the facility additionally completed observations of staff in the kitchen and when 
delivering food to resident's rooms to ensure the process was implemented effectively.
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