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Based on medical record review, staff interviews and policy review, the facility failed to ensure 
documentation was completed regarding a resident's meal/dietary intake. This affected one (#45) out of 
three residents reviewed for meal service. The facility census was 43. 

Findings include:

Medical record review for Resident #45 revealed an admission on 04/16/24 and a discharge on 04/18/24. 
Diagnoses include acute kidney failure, asthma, and cerebral infarction without deficits. 

Review of the admission Minimum Data Set (MDS) assessment dated [DATE] for Resident #45 was not 
completed due to discharge from the facility. 

Review of the baseline plan of care dated 04/16/24 for Resident #45 revealed the resident was on a regular 
diet, mechanical soft with thin liquids. 

Review of the active physicians' orders for Resident #45 revealed an order dated 04/16/24 stating regular 
diet, mechanical soft with thin liquids. 

Review of the electronic health record for Resident #45 for dietary intake revealed there was no 
documentation the resident consumed any meals during her stay at the facility.

Interview on 05/28/24 at 2:10 P.M. with the Director of Nursing (DON) verified the facility did not have any 
documentation for Resident #45's meal intake during the resident's stay. DON stated the staff should be 
documenting the percentage of food consumed at each meal in the electronic health record. 

Review of the facility policy titled Meal Service, dated 01/2024 revealed if an individual is not accepting of 
their food an appropriate an alternate is offered and the staff will assist the individual as needed. 

This deficiency represents non-compliance investigated under Complaint Number OH00153301. 
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