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 S 000 INITIAL COMMENTS  S 000

The following citations represent the findings of a 

Health Licensure Resurvey and Complaint 

Investigation #169800.

The 2567 was electronically sent to the facility on 

03/24/22.

 

 S 600

SS=E
28-39-158(a) DIETARY SERVICES

Dietary services.  The nursing  facility shall 

provide each resident with nourishing, palatable, 

attractive, non-contaminated foods that meet the 

daily nutritional and special dietary needs of each 

resident.  A facility that has a contract with an 

outside food management company shall be 

found to be in compliance with this regulation if 

the company meets the requirements of these 

regulations.  

(a)  Staffing.  

(1)  Overall supervisory responsibility for the 

dietetic services shall be the assigned 

responsibility of a full-time employee who is a 

licensed dietitian or a dietetic services supervisor 

who receives regularly scheduled onsite 

supervision from a licensed dietitian.  The nursing 

facility shall provide sufficient support staff to 

assure adequate time for planning and 

supervision.  

(2)  The nursing facility shall implement written 

policies and procedures for all functions of the 

dietetic services department.  The policies and 

procedures shall be available for use in the 

department.

Note:  The dietetic services supervisor shall meet 

the requirements as stated in K.A.R. 28-39-144(r)

 S 600
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 S 600Continued From page 1 S 600

(1) through (4)

This REQUIREMENT  is not met as evidenced 

by:

The facility had a census of 77 residents. The 

sample included 18 residents. Based on 

observation, record review, and interview, the 

facility failed to provide the services of a full time 

certified dietary manager for the 77 residents who 

resided in the facility and received their meals 

from one of two facility kitchens. 

Findings:

- On 03/15/22 at 11:00 AM, observation revealed 

the noon meal included pork roast, mashed 

potatoes and gravy, spinach, bread, and 

butterscotch cookie bar. The residents could 

choose from an alternate menu. 

On 03/15/22 at 11:10 AM, Dietary Staff  BB 

verified she started working at the facility kitchen 

for one year, and was presently not enrolled in a 

dietary manager course. Dietary Staff  BB verified 

three residents received pureed diets.  

On 03/17/22 at 10:30 AM, Administrative Nurse E 

verified Dietary Staff BB was not certified and was 

not enrolled in a dietary manager course. 

Upon request no certified dietary manager policy 

was provided by the facility. 

The facility failed to employee a full time certified 

dietary manager to evaluate residents' nutritional 
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 S 600Continued From page 2 S 600

concerns and oversee the ordering, preparing, 

and storage of food for the 77 residents who 

resided in the facility and  received their meals 

from one of two facility kitchens. This placed the 

residents at risk for inadequate nutrition.
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