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T l Address how corrective aclions will be
F36 accomplished for those residents found to

F 364 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
SS=E : : PALATABLE/PREFER TEMP

. Each resident receives and the facilily provides
lood prepared by methods thal conserve nulritive
value, flavor, and appearance; and food lhat is
palatable, atlraclive, and at the proper

: temperalure.

This REQUIREMENT is not mel as evidenced
by:

Based on resident interviews, slaff interviews,
record reviews and abservations of food served
the facility failed to serve palalable foods to four
(4) of four {4) sampted interviewable residents
(Residenls #4, #5, #9 and #11)

The findings are:

{ 1. Review of Resident #4's Annual Minimum Data
; Set (MDS) of 08/02/11 revealed this resident had
" the abilily to understand olhers, was able lo make
. sell understood and had no problems with

! cognilive patterns. Resident #4 was included on
the facilily's 08/23/11 listing ol interviewable
residenls,

: During an interview with Resident #4 on 08/23/11
i al 9:30 am. the resident voiced concerns that
 foods served at the lunch and evening meals did
. not lasle goad. The resident specified thal foods
: tacked flavor, were not seasoned, were

" overcooked and dry {including chicken). The

. resident furlher slaled that she was often served
- meals that were unappetizing and did not feet the
| dielary stafl were following recipes when

i preparing foods,
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have been affected by the deficient practice:

Residents #4, i5, #9 and #11 had one or one
interviews conducted by the Registered
Dietician {RD) or Administrator to determine
what types of foods they prefer to have
served, including likes and dislikes of current
meny items and Lo discuss any concerns they
had regarding food palatability. Residents #4,
IS, 19 and H11 tray cards were updaled lo
address concerns voiced dusing these
individual interviews to improve the food
palatability for each of these residents. 9.20-11
Address how corrective actions will he
accomplished for those residents having the
potential to be affected by the deficient

practice:

An audit of ail resident medical records
conductad by the Administrator and the
facility’s new Cerlified Dietary Manager
{CDIM) revealed all residents had the potential
to be affected by this alleged deficient
practice.

On 08-29-11 the Administrator and CDM had
a meeting wilh the facility’s consultant RD to
discuss changes in menus, recipes and food
palatability concerns.

On 08-30-11 The CDM and other staff met
with the resident council to discuss ways to
improve food palatability, menu choices and

favorite resident foods and recipes.
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i 2. Review of Resident #5's Annual Minimum Dala
i Set (MDS) of 08/19/11 revealed this resident had
! the ability 1o understand others, was able lo make
: sell understood and had no problems wilh

! cognitive patlerns. Restdent #5 was included on

¢ Ihe facility's 08723711 lisling of interviewable

: residenls

! During an inlerview with Resident #5 on 08/23/11
‘ al 11:40 a.m_ the residenl voiced concems that !
. foods served at meals were not seasoned

. properly, lacked taste, vegetables were

: overcooked and meats {including chicken) were
” loo dry. The resident stated thal she felt the
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i facility's dietary stalf were not following recipes or
: jusl did nol know how to cook foods properly.

. 3. Review of Resideni #9's Quarierly Minimum

: Dala Set {MDS) of 08/05/11 revealed this

; resident had the abilily to understand others, was
! able to make selfl understood and had no

; problems wilh cognitive palierns.

! During an inlerview wilh Resident #9 on 08/23/11

: al 11:50 a.m. Ihe resident staled that he food

erved at the facility was "awful®. The resident

pecified lhal leods (including chicken) were

: tough and dry and were nol seasoned properly.
The resident further stated thal he did not believe

. Ihe facilily's dietary slalf were following recipes

[ because the same menu item would tasle enlirely

. different each time il was prepared.

! 4. Review of Resident #11's Quarterly Minimum
. Dala Set (MDS) of 07417111 revealed lhis
I resident had the ability to undersiand olhers, was
. able to make self understood and had no

t problems with cognitive pallerns. Resident #11

request for favorite meals/recipes was sent (o

resident respansible parties, requesting ideas

for improving the-menus, recipes, and laste of

the food.

On 09-12-11 the facility’s new CDM, began

working at the facilily.

On 09-13-11 tha CDM met with the resident’s

council to discuss food palatability and other

food relate.t concerns.

On 09-19-11 a meeting was held to introduce

the COM and Consultant RD met with the

residents and families to field any questions

and concerns related to the dietary services

department.

09-20-11 the facility will begin using the new 4

week cycle menu that was developed by the

: facility's consultant RD. These menus

| incorporaled some of the meal idea & recipes

received [rom the residents and their famities.
9-20-11

Address what measures wlll be put into place

or systemic changes made to ensure that the

deficient practice will not recur:

The lacility's COM will educale the dielary
staff on following the menus and recipes. A
posttest will be given to ensure
understanding. All new dietary staff will be
provided this in-service and postiest. Anyone
! not following recipes will be disciplined.
Dietary staff will be directed by the CDRM that
they are required to sample all entrees and
side iterns prior to serving them to residents

—
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. A monitoring Lool will be utilized COM &
F 364 Con(.lnued From page 2. . - F 364; Dietary Supervisary to validate that recipes
; was u‘mluded on the facility's 08/23/11 lisling of i are being followed. The monitoring lool will
: inlerviewable residenls. i b -
| e utilized at every meal x 1 week, then
 During an interview vilh Resident #11 on breakfast, lunch , and dinner x 2 day's a week
08/23/11 at 11:30 am. lhe resident V(jJ?Ced. x dweeks, then at 1 breakfast, 1 lunch and 1
. concerns that f({ods served al the facilily did nol dinner meal each week x 6 months, then
. laste good. Resident #11 specified thal [oods weekly ongoin
- were not seasoned, lacked flavor and were I BOINg.
overcooked. The residenl further specified Lhal Supervisory dietary staff will conduct test
meats, including chicl_<en. were often overcooked trays to monitor the palatability of foods and
and very dry. The resident slated thal she wished , od to residents, Test
* the facility would serve belter food al meals. beverages being servecto 4
trays will be monitored daily for 7 days an
[ 5. 0n 0B/23/11 at 1:25 p.m. foods served on a then weekly ongoing. The COM will compv'lle
recLuested testiray \:e:]e Tonlitorecé)lor palatabilily the resulls of the test trays. The results will be
and appearance wilh the [acilily's Dielary " it rance
acility's quality assu
; Manager (DM) present. The Honey mustard presented st the f /9
. chicken served on this tesl Iray appeared lo be meeting monthly. ) ) .
very dry with a sauce baked on ils top. When Lhe ! Resident food satisfaction
chicken was lasted it was found lo laste i surveys, administered by a facility manager,
exiremely dry and lacked flavor. ' will be implemented by polling 20 residents at
! he completion of each breakfast, lunch and
| Inlerview wilh the DM on 08/23/11 at 1:30 p.m. , (hecomp b
{ confirmed that the chicken served on Ihe iest tray - dinner for 7 days. Then surveys will be
: appeared dry. The DM specified thal the chicken . completed for each breakfast, lunch and
did not appear to be ccoked or marinaled in dinner 2 times a week for 8 weeks, by polling
| honey mustard sauce, but staff may have jusl : © 20 residents. Then sueveys will be completed
-4 brushed-the sauce on lop of the chicken when i h breakfast. luach and dinner twice
baked. The DM staled thal recipes were available or cach brea -as i unc‘ 5
for all menu items served and thal slaff had been . weekly by polling 12 residents through the
directed lo follow recipes when they prepared end of February 2012.
meals. f The results of the satisfaclion surveys
On 08/23/11 at 1:45 p.m. the dietary staff, who received from residents au_'\d family members
prepared the foods for the 08/23/11 lunch meat, will be provided to the Administrator, COM or
were inlerviewed, Dietary slaff stated that when Dietary Supervisor on a weekly basis, The
 they prepared the Honey muslard chicken it was food committee will analyze the satisfaction
i cooked in a steamer until it reached a L .
survey resulls to determine if corrective
FORM GMS-2557(02-951 Previnus Varsions Qbsolate Event 1 3VRF11 Faei actions need to be implemented. age Jofd
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temperature of 165 degrees Fahrenhsit {F.), then
a portion of honey muslard sauce was placed on

lap of each piece of chicken and the chicken was
then baked in an oven prior to being served. Stafl
confirmed that they did no! follow the recipe when
preparing the Honey muslard chicken.

Review of lhe facilily's recipe for Honey mustard
chicken specified; honey mustard dressing was to
be poured over the chicken and it was lo be
baked at 350 degrees F. for 45 minutes until ils
internal temperalure reached 165 degrees F. and
a one ounce porlion of honey mustard sauce was
to be spooned over each portion of chicken when
served.

Interview with the DM on 08/23/11 al 1:50 p.m.
confirmed that staff did not follow the recips when
preparing the Honey mustard chicken for the
Nunch meal of 08/23/11. The DM stated thai he

! had previously instiucled dietary staff lo follow
recipes to ensure consistency of the menu items
prepared in the Kitchen.
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i Customer surveys regarding food satisfaction
F 364 i H : . . .
Continued From page 3 364 will be seat to the responsibte party's bi-

annually and also given to current, in-house
restdents bi-annually. Survey resulis will be
compiled by the Cerlilied Dietary Manager
and/or Dietary Supervisor. The resuits will be
reviewed and discussed at the next scheduled
food committee meeting to determine if any
corrective action is needed.

9-20-11

Address how the facility will monltor its
corrective actions to ensure that the
deficient practice is being corrected and will
not recur:

The results of resident and family
food/dietary service satisfaction surveys and
implemented corrective actions will be
reporied at the monthly Quality Assurance
Committee on an ongoing basis. -

The results of dietary stalf’s compliance in
using the menus and recipes and of test tray
results will be compiled by the COM. These
resulis and corrective actions will be
_presented at the monthiy Quality Assurance

meeting on an ongoing basis.
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