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5003 Initial Comments

survey, ACTS reference number 101823, was
conducted at this residence on 01/0812026 f0.

S 280, Organization And Management 2.4.14.A

Management Of Services

2.4.14 (A) Management of Services

A. Each residence shafl provide services with
and in accordance with applicable state faw.
Further, the residence shall assure that all
services are rendered in a safe and effective

manner and congistent with the requirements

services to all residents in accordance with the
prevailing community standard of care.

This Requirement is not met as evidenced by:
residence failed to provide servicesin
accordance with the prevailing community
standard of care for five of eighteen residents
#s1,2, 3, 4,and 5.

Findings are as foltows:

Record review of Mosby's 4th Edition,

physician is responsible for directing medical
freatment. Nurses are obligated to follow

Ar unannounced complaint/incident investigation

defermine compliance with state regulations. A
deficiency was identified as a result of the survey.

adequale professional and ancillary employees

herein. The residence shall provide all care and

‘Based on record review and. staff interviews, the |

reviewed for physician ordered diets, Resident 1D

Fundamentals of Nursing, page 314 states, "The
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physician's orders unless they believe the orders f“} “ r——@
ate in error or would harm the clients.® <ol

1. Resident ID #1 was admitted to the residence .
in May of 2024 with a diagnosis that includes, but
is not limited to, diabetes.

Record review of the physician's orders revealed
a diabetic {controlled portions, imiting processed
foods and added sugars), NAS (No Added Salt)
diet.

2. Resident ID #2 was admitted fo the residence
in June of 2018 with a diagnosis that includes, but
is not limited to, "renal failure under dialysis."

Record review of the physician's orders revealed
a diet order for a renal {resticted protein,
potassium, and phosphorous), low sodium diet;
fimit sait to no moreé than 2000 mg (milligrams) a
day.

3. Resident ID #3 was admitted to the residence
in January of 2024 with a diagnosis that includes,
hut is not limited to, diabetes.

... | Record review of the physician's orders revealed

“a diet order-for CCHO {controlied carbohydrate -

diet) and a 2-liter per day fluid restriction.

4 Resident ID #4 was admitted to the residence
in Aprit of 2022 with a diagnosis that includes, but
is not limited to, diabetes.

Record review of the physician's orders revealed
a diet order for a diabstic diet.

5. Resident ID #5 was admitted to the residence
in Septerriber of 2025 with a diagnosis that
includes, but is not limited to, diabetes,
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a diet order fora CCHO diet.

During a surveyor interview on 1/8/2026 at

serve for residents requiring @ CCHO, renal,
diabetic, and low sodium/NAS diets.

Record review of the physician's orders ravealed

approximately 1:30 PM with the Director of Food
Service, he revealed he was unaware of the fiuid
restriction for Resident 1D #3 and that he did not
have any information on foods to prepare and
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