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> 1. Resident 126 dischatged from the facility on 3/26/12.

Menus must meet the nutrillonal needs of
residents in accordance with the recommended
dietary allowances of the Food and Nutrition
Board of the National Research Council, National
Academy of Sclences; be prepared in advance;
and be followed.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, and
facillty and medical record reviews the facility
falled to follow menu requirements for a renal diet
for one (1) of one (1) sampled residents.
(Resident #126).

The findings are:

A review of the facllity diet manual dated 07/04/04
revealed a renal dlet consisted of no added sait
and milk was limited to four {4) ounces (oz.) dally
at breakfast.

The facility renal diet menu designated for the
week of 03/19/12 through 03/23/12 was reviewed.
The menu specified four (4) oz. of milk for
breakfast and a salt substitute for all meals.

-

Resident #126 was admitted to the facility with
diagnoses including dlabetes and end stage renal

2. All tray cards have been re-done by Certified Dietary
Manager (CDM) so that more testrictions can be

written in.

3. Dietary Aides have been educated by CDM

on process for loading trays and reading restrictions

from tray cards,  ~ °

4. Therapeutic diets audit shall be completed wﬁeekly ,
x 2 weeks and then monthly for three months by CDM to,
ensure that corrections are maintained.

5. The QA team shall review the audit at the

May meeting and then monthly for 3 months

to ensure the process has been corrected and

corrections maintained. :

Preparation and/or execution of this plan of
correction does not constitute admissions or
agreement by the provider that the truth of
the facts alleged or conclusions set forth in
ihe statement of deficiencies. The Plan of
Correction is prepared in/or executed solely
because the provision of the Federal and |
State Law require it.
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disease.
A review of a care plan dated 02/24/12 noted RECEIVED |
s aostspoiiod e resent would MAY 10 2012
have adequate nutritional intake within the renal BY:
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diet. Care plan interventions included diet as
ordered by the physician.

A review of Resident #126's medical record
revealed a physician's diet order dated 02/25/12.
The order specified in part a renal diet was to be
uiilized for this resident.

A Minimum Data Set dated 03/02/12 indicated
Resident #126 had severe cognitive impairment
and required assistance from staff for activities of
daily fiving including eating.

A note dated 03/05/12 written by a Registered
Dietician {RD) specified Resident #126 required a
renal diet that consisted of no added salt and
limited milk intake to four (4) oz. per day.

An observation on 03/23/12 at 8:05 AM of
Resident #126's breakfast tray revealed an
opened eight (8) oz. carton of mitk. Two opened
containers of cereal soaked with milk were
observed. Approximately 75% of the cereal
remained in the containers. An unopened packet
of iodized salt was observed on the meal fray. An
observation at this time of the meal tray card
revealed no mention of a salt substitute for
seasoning and Iimiting milk to four (4) oz.

An interview with Nursing Assistant (NA) #3 on
03/23M12 at 8:10 AM revealed nursing assistants
ulilize the tray cards fo ensure residents' dietary
needs were correct. During the interview, NA #3
observed Resident #126's tray card and breakfast
fray. She stated the resident had received the
correct menu.

An observation on 03/23/12 at 11:59 AM of
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Resident #126's lunch tray revealed an unopened
packet of indized salt on the tray.

An interview with the Dietary Manager {DM) on
03/23M2 at 1:22 PM revealed she expected the
dietary staff to review menus for therapeutic diets
before preparing meal frays. She added she
expected the dietary staff to know a renal diet
required a salt substitute instead of a salt packet
for all meals and a four (4) oz. container of milk
for breakfast. The DM was unaware NAs utifized
the tray cards io ensure residents were served
the correct menus,

An interview with Dietary Aide (DA} #1 on
03/23/12 at 1:31 PM revealed she knew a renal
dist required a salt substitute instead of iodized
salt. She stated she placed seasonings on the
breakfast and lunch trays today. DA #1 added
she missed the renal diet notation on Resident
#126's tray cards and placed a salt packet on the
breakfast and lunch irays.

An interview wilh DA #2 on 03/23/12 at 1:37 PM
revealed she knew a renal diet required a four {(4)
oz. container of milk for breakfast. She stated
she placed fluids on the breakfast trays today.
DA #2 added she missed the renal diet notation
on Resident #126's tray card and placed an eight
(8) oz. container of milk on the breakfast tray.
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