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Based on observation, interview and record review, the facility failed to provide a dietary supplement as
ordered and failed to increase the dietary supplement as recommended by the dietitian for one of three
sampled residents (Resident #1) with weight loss. The census was 74.Review of the facility's policy on
Weight Management Program, updated February 2025, showed the following:-Policy: It is the policy of Helia
Healthcare to manage resident weight through prevention, assessment and implementation and evaluation
of interventions;-Procedure: #12. The Minimum Data Set (MDS)/charge nurse will notify the physician of the
resident's current condition and registered dietitian's recommendations, document the physician's order on
the physician order sheet and the 24-hour report sheet. #13. The MDS/charge nurse will initiate a Diet Order
and Communication form to the Dietary Manager who will chart the change in the dietary progress note and
to the MDS Coordinator to update the care plan. Review of Resident #1's care plan, updated 8/5/25, showed
the following:-Problem: Nutritional Deficit related to risk of dehydration as evidenced by poor oral intake and
weight loss;-Goal: Resident will receive diet and supplements per orders and encouraged to consume 75%
of meals through next review date. Review of the resident's progress note, completed by the dietitian, dated
9/11/25, showed the following:-Resident followed due to insidious (gradual, unintentional) weight
loss;-Current weight: 101.6, a 1.4 pound in one month, 5.4 pound loss in three months and 10 pound loss in
6 months;-Diet: Regular pureed with nectar thickened liquids. Super cereal (a high-calorie, nutritious, fortified
cereal) provided at breakfast, fortified potatoes at lunch. House Shake and Majic cup (a fortified nutritional
supplement used to provide extra calories;-Recommend increase Health Shake to three times a day with all
meals. Review of the resident's Medication Administration Record (MAR), dated 9/2025, showed the
following:-House supplement twice a day with meals;-Staff documented the resident received the
supplements on 9/1 through 9/30/25 at 9:00 A.M. and 5:00 P.M. Review of the resident's quarterly MDS, a
federally mandated assessment instrument completed by facility staff, dated 9/28/25, showed the
following:-Weight: 102 pounds;-Loss of 5% or more in the last 30 days: No;-Mechanically altered diet: Yes.
Review of the resident's Physician Order Sheet (POS), dated 10/25, showed the following:-Diagnoses of
cerebral palsy (a brain disorder that appears in infancy or early childhood and permanently affects body
movement and muscle coordination), severe cognitive impairment, severe protein-calorie malnutrition and
developmental disorder of speech and language;-House Shake twice a day;-Majic Cup with lunch and
dinner. Review of the resident's MAR, dated 10/2025, showed the following:-House supplement twice a day
with meals;-Staff documented the resident received the supplements on 10/1 through 10/8/25 at 9:00 A.M.
and 10/1 through 10/7/25 at 5:00 P.M. Observation on 10/8/25 at 1:00 P.M., showed the resident sat in
his/her geri-chair (large, padded wheelchair) in the feeding assistance area of the dining room. Certified
Nurse Aide (CNA) B sat down to feed the resident a lunch of pureed meat, mashed potatoes, vegetables and
a thickened glass of juice. No Majic cup or house supplement was on the resident's tray. CNA B said he/she
doesn't know the resident well because he/she was new to the facility. Review of the resident's dietary slip
on the resident's lunch tray on 10/8/25 at 1:30 P.M., showed the following:-Required oversight with all meals
due to diet texture;-Power potatoes;-Majic cup;-lce cream;-No documentation regarding the house
supplement. During an interview on 10/8/25 at 1:38 P.M., Licensed Practical Nurse A said he/she was
unaware the resident hadn't received his/her supplements. He/She reviewed the resident's POS at this time
which showed the resident was to receive a Majic cup and house supplement with his/her meal. Nurse A
said the resident should have received the supplements with his/her meal. He/She was unaware of the
dietitian's recommendation to increase the house supplement from twice a day to three times a day with
meals. When the dietitian writes a recommendation, it is given to the Assistant Director of Nursing (ADON)
who then gives it to the nurses to complete. During an interview on 10/8/25 at 2:30 P.M., the ADON said the
dietitian will verbally tell staff of his/her recommendations and email the recommendations to her. The nurse
will notify the physician, update the orders and fill out a change in dietary slip to be given to dietary. During
an interview on 10/8/25 at 2:35 P.M., the Administrator said she expected staff to complete dietary
recommendations. In addition, she expected the resident to receive supplements as ordered. 2628921
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