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W 340 NURSING SERVICES
CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with 
other members of the interdisciplinary team, 
appropriate protective and preventive health 
measures that include, but are not limited to 
training clients and staff as needed in appropriate 
health and hygiene methods.

This STANDARD  is not met as evidenced by:

W 340

 Based on observation, record review and 
interview, nursing services failed to sufficiently 
train other members of the interdisciplinary team 
in appropriate protective and preventive health 
measures with regard to diet consistency for 1 of 
3 sampled clients (#5) living in Pinewood home.  
The finding is:

Observations on 11/8/18 at 4:35 PM revealed 
staff #1 to add thickener straight from the 
container to a nosey cup (approximately 16 oz) 
eyeing the level in the bottom of the cup, then set 
the cup aside.  Observation at 4:40 PM revealed 
the nosey cup was taken to client #5's place at 
the dining table along with his dining items to 
include a regular cup (approx. 6 oz), plate and 
spoon.  Further observation during the meal at 
4:45 PM revealed staff #2 added thickener to the 
regular cup pouring straight from the container 
checking the level prior to adding water. Once the 
fluids were added to the nosey cup and regular 
cup, the consistency appeared to be nectar thick 
and client #5 drank the fluids without any 
difficulty.  Observation on 11/9/18 at 7:20 AM 
revealed staff #3 add thickener with the container 
scoop looking at the level in the nosey cup.  
During breakfast the beverage appeared to be 
nectar thick and client #5 drank fluid without 
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difficulty.

Interviews on 11/9/18 at 7:00 AM with staff #1 
indicated she pours thickener directly into the cup 
and checks the level prior to adding fluid.  Further 
interviews with staff #2 indicated she pours 
thickener into the cup without measuring then 
checks level in cup and staff #3 uses scoop to 
add thickener to cup indicating directions on the 
container.   

Review on 11/8/18 of client #5's person centered 
plan (PCP) dated 10/9/18 revealed he is on a 
mechanical soft diet with nectar thick liquids.  

Interview on 11/9/18 with the facility nurse 
revealed staff have been trained to thicken client 
#5's liquids following the printed directions on the 
product container.  Further interview with the 
facility nurse confirmed staff require additional 
training to consistently prepare client #5's diet 
consistency.

FORM CMS-2567(02-99) Previous Versions Obsolete UYZS11Event ID: Facility ID: 944283 If continuation sheet Page  2 of 2


