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Submission of this plan
F 000 | INITIAL COMMENTS F 000 mission of this plan of

correction is not a legal admission

An Abbreviated Survey Investigating #KY21203 that a deficiency exists or that this

was conductad on 01/28/14 through 01/30/14 to statement of deficiency was
determine the facility's compliance with Federal correctly cited, and is also not to be
requirements. #KY21203 was substantiated with construed as an admission of
fici cits i ‘ 7 v
?D‘J.‘.e iciency cited at a scope and severity of & interest against the facility, the -
F 281 | 483.20(k)(3)() SERVICES PROVIDED MEET F 251| Administrator or any employees,
55=0 | PROFESSIONAL STANDARDS agents, or other individuals who

draft or may be discussed in this
response of this plan of correction
does not constitute an admission ox
agreement of any kind by the

This REQUIREMENT |5 not met as evidenced facility of the truth of any facts

The services provided or arranged by the facility
must meet professional standardz of quality.

by:

Byaeed on observation, interview, record review alleged or E':CG the correctness of
and review of a physician order, meal card and any allegation by the survey

the facility's "Therapeutic Diet" policy, it was agency. Accordingly, the facility
datermined the faClhty falled to follow the has plepared &nd Sublnitted thjs

physician's order for a "No Added Salt" (NAS) diet

for one (1) of four (4) sampled resldents plau of correction prial to the

(Resldent #3). Resldent #3 asked for salt during resolution of any appeal which may
the noon meal and tha Registered Nurse (RN) be filed solely because of the
gave the resident the salt without providing requixements under state and

education she was on a NAS diet and/or offering

a salt substitute, federal law that mandate

submission of a plan of correction
The findings include: within ten (10) days of the survey
as a condition to participate in Title

Review of the facility policy titled, "Therapautic .
£l . 18 and Title 19 programs. The

Dlets", (no date), revealed mechanlcally altered

dlets, as well as dlots modifled for medical or submission of the plan of
nutritional needs, will be considered "therapeutlc correction within this time frame
dlets", A therapeutic diet must be prescribed by should in no way be construe d ot

the resident's Attanding Physician. The I il
physician's diet order should match the considered as an agreement with

terminology used by Food Services, The Food the allegations of noncompliance or

LABQRATORY DI R'S OR PROVIDER/S PLIER REP 5'7“\@ |GNATURE %méu 16) DAT]
2% /Q “ wa dér 127
| pl’

Any deficiency s(a‘amayﬁg with an asterlak (’)?;noTEE a deficlency which the instifution ma;ba axcused from comecling providing It ia determined thal /

other aafaguards provide gufficlent protsction to the patients . (See Instructions.) Excapt for huralng homes, the findings stated above ara disclosable 0 days /
following the date of sunfey whether of hot a plan of correction is provided. For nuraing homes, the above findings and plans of correction are dlaclosable 14

daye following the dale thess documents are made avaliable {o the faclltyy. If defiglencias are cliad, an appraved plan of corraction s requisite 1 continued

program participation.
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Services Manager will establish and use a tray
identification system to ensure that each resident
recelves his or her diet as ordered. Rasidents on
therapeutic diets wlll not receive extra or reduced
pertions or modifications that are not part of the
diet, unless approved by the Attending Physician
in conjunctlon with the Clinfcal Dietitian.

Racord review revealed the facility admitted
Rasident #3 on 1(0/03/12 with diagnosis which
included Congestive Heart Failure, Atrial
Fibrilation and Hypertension, Review of the
quarterly Minimum Data Set (MDS) asaessmeant,
dated 12/14/13, revealed the facility assessed
Rosident #3 as cognitively intact with a Brief
interview for Mental Status (BIMS) score of
fourteen (14},

Review of the January 2014 Physician's orders
revealed the resident should recsive a Consistent
Carbohydrate (CCHO), No Added Salt (NAS),
Mechanical Soft Diat,

Observation of the lunch meal in the dining room,
on 01729114 at 12:25 PM, revealed Resideni # 3
received his/her meal tray. A roview of the meal
card revealed the resident's diet was a
mechanical soft CCHQO with NAS. Further
observalicn revealed Resident #3 asked for sait
and papper, and Ragistered Nurse (RN) #1
srossed the room fo obtain the shakers for the
resident as requested. Tha shakets were given
to the residant who used them ot his/her food.
The RN did not provide education o the resident
related to the NAS diet or offer the resident a salt
subsiitute.

interview with RN #1, on 01729714 a1 12:30 PM,
revealed she should have checked the residents

of cotrection constitutes a written
allegation of submission of
substantial compliance with
Federal Medicare Requirements.
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. admission by the facility. This plan
F 281 | Gontinued From page 1 F 281 by ty. Thisp

On 2/17/14 the Dietary
Sexvices Manager reviewed
the meal served to resident
# 3 and noted that the
physicians prescribed diet
was offered, R#3 was
educated by Dietary
Manager and SSD on the
NAS diet and must follow
diet. MD notified on
1/29/14 and does not want
R #3 to have a salt
substitute. RN in dining
room on 1/29 has been
reeducated on giving
resident diet ordered by
physician and to educate
resident on correct diet.
On 2/17/14 the Dietary
Manager and Director of
Nursing, RN observed all
residents meal service and
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noted that the physicians

f 281 | Continued From page 2 ' F 281 . .
o . prescribed diet was served.
meal card prior to giving the resident the Alldi aff
requested salt as the resident was on a NAS diet. 3) 1 C!letafy st : and all
musing staff licensed and
Intesview with the Dletary Managar, on 01/29/14 certified mursing assistants

at 2:12 PM, revealed NAS means no added zalt

and tha residents with this distary restiiction will be re-educated by the

should not recelve additional salt. Dietary Service Manager,
' Director of Nursing or

Interview with the Reglstered Dietician, on Assistant Director of
01/29/14 at 2:34 PM , revealad the diet menus : ‘
are specific to each resident and their diet typs NUISII}g b,y 2/19114 ‘related
and are o be followed by the dietary department to validating the resident’s
as to thosa restrictions, diet by use of the tray card

o . or physician order to assure
Interview with the Administrator, on 4/30/14 at that th followine th
11:51 AM, revealed when the meal trays are a . t?)’ are iollowing ; ©
distriputed the staff should check for cofrectness physician’s orders for diet
before delivery to the resident. when offering substitutions

ot salt. This training will be
completed by 3/7/14 with
no staff working after
3/7/14 without having
received this education.

4) The Dietary Manager will
observe ten (10) resident
meals per week for twelve
(12) weeks to assure that all
the physician orders for diet
is followed. These
observations will be
reviewed with the Quality
Assurance Committee
monthly for at least (3)
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months. If at any time the
concems are identified, the
facility will convene a
Quality Assurance
Committee meeting to
review for further
recommendations as
needed. The Quality
Assurance Cominittee will
consist of at a minimum the
Director of Nursing, the
Assistant Director of
Nursing, the Social Service
Director, the Dietary
Manager and the
Administrator with the
Medical Director attending
at least quarterly.

5) Comection date is 3/8/14




