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483.35 PROVIDED DIET MEETS NEEDS OF 

EACH RESIDENT

The facility must provide each resident with a 

nourishing, palatable, well-balanced diet that 

meets the daily nutritional and special dietary 

needs of each resident.

This REQUIREMENT  is not met as evidenced 

by:

F 360 10/30/15

 Based on record review and staff interviews, the 

facility failed to provide a nutritional supplement 

as ordered for 1 of 4 sampled residents reviewed 

for nutrition (Resident #1).

Findings included:

Record review indicated Resident #1 was 

admitted to the facility on 9/29/15 following a 

hospital stay for abnormal weight loss, alcohol 

abuse, cachexia, dehydration and failure to thrive.  

The resident ' s admission diagnoses to the 

facility included cachexia, dehydration, adult 

failure to thrive and abnormal weight loss.  

Record review indicated Resident #1's hospital 

discharge orders on 9/29/2015 to the facility  was 

a diabetic diet with a chocolate nutritional 

shake(Glucerna) at each meal.  Further review of 

the record indicated the resident did not receive a 

nutritional supplement while in the facility. 

A review of the Minimum Data Set (MDS) dated 

10/4/15 revealed the resident was independent 

after set-up in regards to eating, had no problems 

with his swallowing and was on a therapeutic diet.

The resident 's record also indicated he was 

discharged from the facility on 10/4/2015.

On 10/19/15 at 4:15 p.m., Staff Nurse #1 was 

interviewed and reported Glucerna was not on the 

facility ' s nutritional formulary at the time of 

admission, and she had intentions of clarifying 

 Resident number 1 was sent to the 

hospital on 10-4-15.  

A 100 % audit was completed for missed 

orders, to included supplements,  on all 

admissions and readmissions for the last 

3 months by the Director of Nursing, 

Assistant Director of Nursing, and the 

Wound Nurse on 10-19-15.  A 100 % of 

MAR audits was completed by the 

Director of Nursing, Assistant Director of 

Nursing, and the hall nurses from 

10-29-15 to 10-30-15 for missed orders to 

include supplements.  All identified 

concerns were corrected when they were 

identified by the Director of Nursing, 

Assistant Director of Nursing and the hall 

nurses.  

A 100% in - service was completed with 

the nurses by the Director of Nursing and 

the Assistant Director of Nursing on 

transcribing orders correctly, to include 

supplements on 10-19-15.  All new nurses 

will be in - service during their orientation 

period.  

Nursing will monitor admissions and 

readmissions for omitted orders at the 

daily clinical meeting for 4 weeks utilizing 

a QI tool and monthly for 2 months. The 
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the order with the facility physician to obtain 

orders for a nutritional supplement which was on 

the facility formulary.  Staff Nurse #1 stated she 

failed to get the clarification order on admission.

On 10/19/15 at 4:30 p.m., in an interview with the 

Director of Nursing (DON), the DON stated the 

expectation of the nursing staff was they follow 

physician orders as prescribed.

QI tool will be turned into the Director of 

Nursing  or the Assistant Director of 

Nursing for review daily for 4 weeks and 

monthly for 2 months. The Director of 

Nursing and Assistant Director of Nursing 

will monitor MARS through the monthly 

change over for omitted orders. 

 The QI Committee will review the audit 

tools for areas of concerns weekly for 4 

weeks and monthly for 2 months.  The 

Executive Committee will review the 

results of the QI minutes monthly for 3 

months for the continued need and 

frequency of monitoring.
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