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483.25(i)(2) NUTRITION

Based on a resident's comprehensive 

assessment, the facility must ensure that a 

resident receives a therapeutic diet when there is 

a nutritional problem.

This REQUIREMENT  is not met as evidenced 

by:

F 326

N

Based on medical record review, during the 

survey process from January 9-11, 2006, it is 

determined that facility staff fail to consistently 

record/monitor the supplement intake for two out 

of eight sampled residents.  (Resident #10, #12).  

The census at the time of the survey is fourteen 

(14) residents.

The sample size is eight residents, including one 

closed record.

Examples include the following:

1.

Resident #10, is admitted to the facility on 

12/23/05 with diagnosis including failure to thrive 

and status-post left hip fracture.  

The patient's weight on admission is 184lbs.  On 

12/30/05 the patient's bed scale weight is 

documented at 182.7lbs.  On 1/9/05 the patient's 

bed scale weight is documented as 166.4lbs.  On 

1/10/06 the bed scale weight is 165.8lbs.  On 

1/11/06 the patient's weight on a stand up scale is 

156.1lbs.

  

The nutritional assessment in the medical record 

dated 12/24/05 states the patient receives a 

mechanical soft diet with a renal shake in the 

evening. 
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Documentation in the medical record state the 

patient is eating 25% - 76% for most meals.

There is no documentation regarding the amount 

of intake of the renal shake on 12/25/05, 

12/26/05, 12/27/05, 12/28/05, 12/29/05, 12/30/05, 

12/31/05, 1/1/05, 1/4/05, 1/6/05, and 1/8/05.

2.

Resident #12 is admitted to the facility on 

12/30/05 with diagnosis including weakness, 

failure to thrive and small cell lung cancer.

Dietary notes and documentation of meal intake 

state the resident's meal intake is between 25%

-75%.

  

The patient's weight on admission is 184lbs, and 

on 1/10/06 is 181.4lbs.

     

A physician order on 1/3/06 states, "May increase 

fluid restriction to 2,000cc to accommodate milk 

shakes between meals as recommended".

Review of documentation of supplements reveals 

there is no documentation of supplements on 

1/3/06, no documentation of the pm and HS 

(bedtime) supplement on 1/6/06, no pm 

supplement recorded on 1/7/06, no pm 

supplement recorded on 1/8/06, and no pm 

supplement recorded on 1/9/06.
Y

F 442 Continued From page 1 F 442 N

F 442

SS=D

483.65(b)(1) PREVENTING SPREAD OF 

INFECTION

When the infection control program determines 

that a resident needs isolation to prevent the 

F 442
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resident.

This REQUIREMENT  is not met as evidenced 

by:
N

Based on observation, medical record review, 

interviews and facility policy review during the 

survey process from January 9-11, 2006, it is 

determined that facility staff failed to clean 

equipment prior to removing from an isolation 

room and failed to follow facility policy for one out 

of one patient on contact isolation.  The census at 

the time of the survey is fourteen (14) residents.  

(Resident #10).

The sample size is eight residents, including one 

closed record.

During a tour of the facility on 1/9/06, surveyor 

observed a contact isolation sign outside 

Resident #10's room.  The patient's medical 

record and staff interviews during the survey 

process reveal the patient is placed on contact 

isolation due to clostridium difficile (C-diff) 

infection.  

On 1/10/05 at 8:45am surveyor observed Staff A 

pushing the patient's bed into the hallway.  Staff A 

stated the bed is not working correctly and she is 

replacing it.  She states she had not cleaned the 

bed prior to placing it in the hallway.  

At 9:35am surveyor observed housekeeping staff 

cleaning the bed in the hallway.

  

The facility protocol entitled Contact Precautions 

Protocol and revised on 11/02 states under 

equipment, number 35, "Prior to removing other 

unneeded equipment from the patient's room:  

Wipe down the equipment with a 

hospital-provided disinfectant".
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