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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
175286 B. Wing 06/26/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Wheatland Nursing & Rehabilitation Center 320 S Lincoln St
Russell, KS 67665

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0801 Employ sufficient staff with the appropriate competencies and skills sets to carry out the functions of the food
and nutrition service, including a qualified dietician.
Level of Harm - Minimal harm

or potential for actual harm The facility had a census of 39 residents. The sample included 13 residents. Based on observation, record
review, and interview, the facility failed to employ a full-time Certified Dietary Manager for 38 residents who
Residents Affected - Some reside in the facility and receive their meals from the kitchen. This placed the residents at risk of not receiving

adequate nutrition.
Findings included:

- During the initial tour of the kitchen on 06/24/25 at 07:45 AM, Dietary Staff (DS) BB stated she was not
certified but started the course in February.

On 06/26/25 at 10:50 AM, Administrative Staff A stated the dietary manager was not certified but was in
classes for certification.

The facility's Dietary Service-Staffing policy, dated 01/05/24, documented the facility employs sufficient staff
with the appropriate competencies and skill sets to carry out the functions of the Food and Nutrition Services,
taking into consideration resident assessments, individual plans of care and the number, acuity and
diagnoses of the facility's resident population in accordance with the facility assessment. In states that have
established standards of food service managers or dietary managers meet the State requirement for food
service managers or dietary managers.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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