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The preparation and execution of this plan does
F 000 | INITIAL COMMENTS F 000 not constitute admission or agreement by the
provider of truth of the facts alleged or
An abbreviated standard survey (KY20621, conclusions set forth in the statement for
KY20643) was initiated on 09/04/13 and deficiency. The plan of correction is prepared
conclglded on Odgl 05}’1' 13. KY2:3821 was and executed solely because it is required by the
unsubstantiated with no regulatory violations Federal and State |
identified. KY20843 was substantiated with eceral and State aw.
deficient practice identified at "D" level. F 365
F 365 483.35(d)(3) FOOD IN FORM TO MEET F 385
58=n | INDIVIDUAL NEEDS 1. Resident #1 was immediately assessed
. ) _ _ for any ill effects of having received
Each resident receives and the facility provides the wrong diet, Resident #1 was then
fooFi .prepared in a form designed to meet provided a tray with the correct diet,
individual needs. verified by the physician’s order and
tray tag. Dietary personnel were
. ] ) immediately re-educated and the cook
This REQUIREMENT is not met as evidenced that was in charge of verifying the tray
by: o ) . tag to the actual meal was counseled
Based on observation, inferview, record review, and terminated. After further
and a review of the facility policy it was investigation, other issues leading to
determined the facility failed to ensure each this breakdown in process were
resident received food prepared in a form discovered leading to the termination
designed to meet individual needs for one of four of the Dietary Director. (See Exhibit
sampled residents (Resident#1}. Resident#1's #1-Tabitha Thomas c;mnse“ng
physician had ordered for Resident #1 to be form). (See Exhibit #2: Dietary
served chopped meats. However, during the Direc’;or Counselin. F.orm)
supper meal an 08/04/13 and the lunch meal on £
09/05/13, facility staff was observed to serve 9 Once‘i dentified the Director of Nursing
Resident #1 whole portions of meat. immedistely and personally reviewed
The findings include: and compared all resident meal orders
INAINgs Include. to what was actually being served. It
. - o . det ined that th i
A review of the facility policy titled Assisting the g:e ;fg;légeb ﬂ?e r;goie;;;zag:;lts
Resident with In-room Meals, revised April 2011, . S Y e s Nursi
revealed staff was required to check the t practice, (See Exhibit #3- Nursing
quired fo chieck te fray Tray Accuracy Audit)
before serving it to the resident to be sure that y Y i
food consistency was appropriate to the
resident's ability to chew and swallow. Continued
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A review of the medical record for Resident #1
revealed the resident was admitted to the facility
on 05/02/13 with diagnoses including Adult
Failure fo Thrive and Dysphagia. Additional
review of the medical record revealed Resident
#1's physician had ordered "chopped” meats for
the resident.

Observations of the meal service on 08/04/13 at
5:50 PM revealed the facility served a whole
portian of country-fried steak to Resident #1.
During the meal on 09/05/13 at 12:30 PM the
facility served Resident #1 a whole hamburger

patty.

Certified Nurse Aide (CNA) #1 was observed to

serve the meal tray to Resident #1 on 09/04/13 at

5:50 PM and on 09/05/13 at 12:30 PM. An

interview conducted on 09/05/13 at 12:35 PM with

CNA#1 revealed the CNA did not normally check
the resident's tray card to ensure the diet served
was accurate.

An interview was conducted on 09/05/13 at 12:30

PM with Resident #1's private sitter. According fo

the private sitter, the facility served Resident #1
meats that were whole, not chopped, and she
would routinely cut the meat for the resident.
Resident #1's private sitter stated the resident did
not eat "very much"” of the meats served.

An inferview with the facility Cook conducted on
09/05/13 at 12:40 PM revealed the cook was
required to cut up meats for residents who were
on a diet that included chopped meats.
According to the facility Cook, she had
overlooked the note on Resident #1's meal tray
card for chopped meats and had failed to chop
the meat served to the resident.

Dietary Services and initiated
immediately on 09/65/2013. |
(See Exhibit # 4: Dietary Action |
Plan). The Director of Dietary started |
auditing each individual trav for |
accuracy to physicians order before the
tray was allowed to leave the kitchen;
(See Exhibit #5- Dietary Tray
Accuracy Audit). This is to be done
for each meal for two wecks, then
weekly for random meal times for two
weeks then monthly until 100%
compliance is achieved, longer if 100%
compliance is not achieved. The policy:
“Assisting the Resident with In-Room
Meals” was reviewed on 09/05/2013)
All Tlicensed and non licensed staff, as
well as, Dietary staff, were re-educated
through in-servicing by The Director of]
Nursing, this was completed on
Monday night 09/23/2013 (See Exhibit
#6 In-Service Policy: Assisting the
Resident with In-Room Meals). An
audit of all tray passes by SRNA’s
(State - Registered Nursing Assistant)
was performed to ensure that SRNA’s
were verifying the meal that the
resident  received  matched  the
physician order. (See Exhibit #3:
Nursing Tray Audit form). SRNA
tray audit is to be performed for every
tray and meal for the two weeks or
until  100% compliance has been|
achieved.
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4. Cuality Assurance Committee for
review and input The Director of
Dictary shall randomiy gudit a
minimum 0%, of trays momhly for
accuracy and report findings to The
The Charge Nutse on the floor shall
randomly auwdit 10-13%, of ways once
monthly for accuracy and report
findings to the Director of Nursing for
immediate correction and review. Any -
grrors will be reported w Admindsirator
i writing and submitied to QA for
review and further action, This will be -
performed for three months, Hany
discrepancies are found the audits will
he performed for every meal service

(il 100% compliance is achieved and.
maintained.
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