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The resident has the right to choose aclivities, ——{ Plan of correction Is nol an admisslon thal a
schedules, and heaith care conslstent with his or deficlency exists or that one was ciled
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interact with members of the community both Federal Law.
inside and outslde the facility; and make chcices
about aspecls of his or her life In the facillty ihat
are significant to the resident.
This REQUIREMENT Is not met as evidenced
by:
Based on observations, resldent Interview, staff
interviews and record reviews the facilily failed to
honor food preferences for one (1) of four (4)
sampled residents. (Resldent #5)
The findings are:
Review of Resdient #5's medical record revealed Food preferences for resident #5 were 9/14/2011
that she was admitted to the facility on 03/09/11. reviewed and updaled. Dietary meal tray slip
A dietary historyfiood preference list that was | ocumently reflects the resident’s food
completed for Resident #5 on 03/08/41 specified preferences and dislikes.
that she did not like the following foods; pork,
bacon, sausage, roast pork, pork chops, frutt
cocktail and camots. Review of Resident #5's
Minimum Data Set (MDS) of 06/13/11 assessed
her as being able to make herself understood,
being able to understand others and having no
problems with cogniiive paiterns. Resident #5
was included on the facillty’s 09/13/11 listing of
interviewable resldents.
Review of Resident #5's current plan of care, Resident #5 care plan was reviewed and 10/711
which was reviewed by faclllty siaff on 06/09/41, updaled with prererences_
specified that she was at nutritional risk related o
her many food dislikes and intolerances. The plan
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On 09/13/11 at 12:10 p.m. Resideni #5 was
interviewed. During ihis interview Resident #5
voiced a concem that her food preferences were
not always honored. Resident #5 stated that she
was frequently served foods at meals that she
had previously informed staff that she did noi like
and would not eat including; pork, any feods
seasoned with pork, fruit cockiail and carrots. The
restdent specified that her meal tray slip specified
that she did nof like these foods, but dietary
conlinued to serve them Yo har at meals. The
resident stated that she did not know what was
planned to be served duiing the lunch meal of
09/13/11, bui believad that she would be served
pork if it was on the menu desplte telling staff on
a number of occasions that she did like any kind
of pork.

Observalions on 09/13/11 at 12:28 p.m. revaated
that Nursing Assistant (NA) #1 served Resideni
#5 her lunch meal in her room. Observations of
the foods served on the resident’s meal tray
revealed that she was served barbecue ribs,
cabbage and black eyed peas. Before eating her
meal Resident #5 asked NA #1 if the ribs on her
tray were pork ribs and if the cabbage was
seasoned with any type of pork. NA #1 told
Resident #5 that she would check with the dietary
staff and confirmed that she was aware that
Resldent #5 did not like pork. Review of the
Resident #5's tray slip, that was served with this
meal, specified in bold letters that pork and ham
were disliked foods and that she also disllked
carrots and frulf cocktail, The resident stated that

to ensure all food preferences and dislikes

are accurate and listed on the meal tray slips
this was completed on Sept 16th by the Dietary
Manager.

In-service education for Dietary and
Nursing staff regarding reviewing meal tray
slips prior to delivery of meal tray o ensure
food preferences are honored was initialed gn
Sept 16th by the Dietary Manager, this
informaticn has also been incorporated in
the new employee orientation for dietary andg
nursing staff.
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of care contained the following approaches;
determine Resident #5's individual food llkes and
dislikes and to offer preferred foods.
An audit of resident meal tray slips were done  9/16/2011

10/11/2011
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it was frustrating to continue o receive foods on
her meal frays that she had told dietary and
nursing staff that she did not like to eat. The
resldent stated, "They Just do not listen to me.”

Observalions of the kiichen's iray iine on
09/13/11 at 12:40 p.m. revealed barhecue ribs,
cabbage and black eyed peas were served to
residents from the fray line. Observations of the
cabbage served from the tray line revealed that it
was seascned with bacon.

On 091311 at 12:40 p.m. Dietary staff #1, who
served the 09/13/11 lunch tray line, was
interviewed. This staff member stafed that during
the lunch meal of 09/13/11 the ribs served to
resldents were pork ribs and the cabbage was
seasoned with bacon.

On 09/13/11 at 12:45 p.m, the facility's Dietary
Manager (DM} was interviewed. The DM
confirmed that Resldent #5 had previously made
staff aware of her dislike of certaln foods which
included; pork, fruit cocktall and carrois. The DM
further stated that the resldent's meal iray slip
spedified that the resldent did not like these foods
and that they should not be served to her
especially any type of pork.

Dietary Manger/Director of Nursing/Nurse
manager and Weekend Manager will audit
meal tray accuracy, 3 days per week at rando
meal times for a total of 20 trays per week,
for a period of four weeks. Afterthe four
weeks, meal tray audits will be donie weekly
at random.

Results of the audit will ba reviewed weekly
by Ihe administrative team in moming
meeting: paries invoived in this meeting
include the Administrator, Dletary Manager,
Staff Development Goordinator, Director of
Nursing and Social Worker.

Resuits of the atrdits are reviewsd monthly
in the Quality Assurance meetings. Analyzing
for patternsftrends and report In QA&A meetin

The QA8A Commiltee will evaluate the
effectiveness of the above plan and will
adjust the plan based on outcomes/trends

identified.

The Dietary Manager/Director of Nurses wifl
be resonsible for monitoring compliance.

weekly for 4 weeks and then monthly theraftef.
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