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. residents and their ability to consume
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This Statute is not met as evidenced by: retrained on the Hea aftety and

Based on observation, record review and

interview embers, the facility failed to
ensure 1 of 3 clients in the active
sample food was served in a form consistent with

the developmental needs of the client.
TR os:

To ensure no other clients were affected

by this issue, all staff’s correct
implementation of the Health & Safety’$
and Diet Orders for all clients in the Day
Program were observed and reviewed
and no other issues were identified.

A systematic approach to prevent
recurrence is the development of a new
Diet Order Card that will now be placed
permanently on the food cart at Day
Program. The cart is used for purposes
of bringing food from the kitchen into
the Day Program dining area during
snack and meal times and will ensure
the clients’ individual Diet Orders with
the corresponding client initials (for
confidentiality) are readily available to
review during meal service. Although
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menu binder, the newly developed Diei
Order Card will assist staff to correctly
implement the Diet Orders to ensure the
safety of all clients.

To monitor this corrective action, the
Day Program Manager will observe and
document on a monitoring calendar,
developed by the Program Supervisor,
three (3) times weekly for two (2)
months, staff’s correct implementation
of the Health & Safety and Diet Order

he monitoring calendar

ocumentation will be reviewed

monthly by the Program Supervisor anc
located in the Quality Assurance (QA)
binder.
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