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SECTION:

Diet Office - Nutritional Care of Resident

SUBJECT:

Standards for Nutritional Care

PURPOSE:
1.
To provide for timely screening and identification of residents at.





nutritional risk.

2.
To determine that each resident is receiving appropriate nutritional care.

3.
To meet the requirements established by all regulatory agencies.

POLICY:
All residents admitted to the Health Care Center will receive adequate and appropriate nutritional care.

PROCEDURE:
1.
Diet orders will be communicated in writing to the diet 

office via the diet list.  A verbal transmission of the physician's order must be followed up in writing on the diet list before the second meal will be served.

2.
New diet orders will be verified within 24 hours by the dietitian/dietitian's assistant.

3.
A resident profile card will be initiated upon receipt of the order and will be maintained throughout the resident's stay.

4.
New residents will be nutritionally screened within 72 hours of admission to determine if any nutritional problems exist.

5.
Any nutritional problem identified will be entered into the resident care plan and reviewed monthly/quarterly depending on the nature of the problem.

6. Dietitian/dietitian's assistant will make daily meal rounds to observe resident food intake, obtain additional food preferences, monitor progress and make adjustments in the dietary regimen of the resident.

7.
Follow-up chart notes on residents in the Health Care Center will be entered into the chart a minimum of once each quarter.

8.
Dietitian/dietitian's assistant will attend and participate in weekly inter-disciplinary team conferences.

9.
Discharge nutrition and diet education will be provided by the dietitian when ordered by a physician or deemed to be appropriate by the dietitian.  The instruction will be provided to the resident, and/or significant other person responsible for meal preparation.  Written materials are provided to reinforce the instruction.  The instruction will be documented in the chart.

10.
All health residents are informed of their diet order on admission and any changes during their stay.
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Guidelines for Charting Diabetic Residents

___________________________________________________________________

Subjective:

· Statements of the resident regarding diet, acceptance of diet or tolerance.

· Diet history summary.

· Communication problems.

· Visual evaluation of resident's weight status.

· Distribution of meals, resident's appetite.

Objective:

· Diet prescription, number of calories.

· Anthropometric data:  height, weight, ideal body weight, usual body weight, % ideal body weight, or % usual body weight.

· Recent weight changes.

· Caloric requirements.

· Lab values:  hemoglobin, hematocrit, glucose, fasting blood sugar, sugar and acetone, other abnormal values.

· Medication:  insulin, oral agents, vitamin and mineral supplements.

· Nutritional education given in the past.

Assessment:

· Resident's ability to select diet

· Appropriateness of diet considering weight, ideal body weight, energy expenditure, and glucose stabilization.

· Resident's understanding of diet, appropriateness of further education efforts.

· Resident's motivation and compliance with diet.

Plan:

· Diet prescription or recommendation for change.

· Proposed level of diet education.

· Monitor selection of food, compliance with diet.

· Monitor weight and appetite changes.

· Monitor lab values.

___________________________________________________________________

Guidelines for Charting Malnourished/Dysphagic Residents

___________________________________________________________________

Subjective:

· Statements resident makes about the diet or appetite.

· Diet history summary.

· Communication problems.

· Dentition and swallowing ability.

· Ability to feed self.

· Visual evaluation of the resident's nutritional status.

Objective:

· Diet prescription, texture modification.

· Diagnosis, if related nutritional status.

· Anthropometric data: height, weight, ideal body weight, usual body weight, % of ideal body weight or % of usual body weight.

· Recent weight changes.

· Caloric and protein requirements.

· Lab values:  hemoglobin, hematocrit, albumin, others if abnormal.

· Medications affecting appetite, vitamins.

· Nutritional supplements given.

· Caloric and nutrient intake analysis.

Assessment:

· Appropriateness of diet to resident.

· Adequacy of diet.

· Factors affecting appetite.

· Type of food the resident would be able to tolerate.

Plan:

· Recommendations for vitamins and nutritional supplements.

· Recommendations for caloric and protein intake.

· Recommendations for assisting devices.

· Texture modification to be provided.

· Monitoring of resident tolerance and appetite.

· Recommendations for caloric intake analysis.

· Monitoring of weight changes and lab values.

· Resident education or encouragement to be given.

· Recommendations for tube feedings.

___________________________________________________________________

Guidelines for Charting Hypertensive Residents

___________________________________________________________________

Subjective:

· Statements resident makes about diet or appetite.

· Diet history summary.

· Communication problems.

· Visual evaluation of resident's weight status.

· Statements resident makes about tolerance to diet.

· Resident's appetite and tolerance to diet.

Objective:

· Diet prescription.

· Diagnosis, as related to nutritional status.

· Anthropometric data:  height, weight, ideal body weight, usual body weight, % of ideal body weight or % of usual body weight.

· Recent weight changes.

· Presence of edema.

· Caloric requirements.

· Lab values:  hemoglobin, hematocrit, Na, K, or other abnormal values.

· Medications:  hypotensives, diuretics, potassium chloride, other vitamin and mineral supplements.

· Caloric and nutrient analysis.

· Nutrition education given in the past.

Assessment:

· Appropriateness of diet, considering weight, ideal body weight, energy expenditure, tolerance to diet.

· Resident's ability to select diet

· Resident's understanding of diet, appropriateness of further education efforts.

· Resident's motivation and compliance with diet.

Plan:

· Diet prescription, or recommendation for change in calories, mg, Na or K.

· Proposed level of diet instruction.

· Monitor selection of food, compliance with diet.

· Monitor weight, appetite, blood pressure changes.

· Monitor lab values.

· Recommendation for vitamin supplements.

___________________________________________________________________

Guidelines for Charting Overweight Residents

___________________________________________________________________

Subjective:

· Statements the resident makes regarding diet, acceptance and tolerance.

· Diet history summary.

· Communication problems.



· Visual evaluation of the resident's weight status.

· Distribution of meals, resident's appetite.

Objective:

· Diet prescription, number of calories.

· Anthropometric data:  height, weight, ideal body weight, usual body weight, % of ideal body weight or % of usual body weight.

· Recent weight changes.

· Caloric requirements.

· Lab values: hemoglobin, hematocrit.

· Caloric and nutrient intake analysis.

· Nutrition education given in the past.

Assessment:

· Resident's ability to plan meals.

· Appropriateness of diet considering weight, ideal body weight or usual body weight, and energy expenditure.

· Resident's goals, internalization of goals, practicality of goals.

· Projected weight loss.

· Resident's understanding of diet.

· Resident's motivation and compliance with diet.

· Appropriateness of further education efforts.

Plan:

· Diet prescription, or recommendations for change.

· Recommendations for vitamin supplements.

· Monitor selection of food and compliance with diet.

· Proposed level of diet instruction.

· Monitor weight and appetite changes.

· Monitor lab values.

· Caloric and nutrient analysis.

___________________________________________________________________

Guidelines for Charting Residents on Tube  Feedings

___________________________________________________________________

Subjective:

· Statements resident or family makes about diet or appetite.

· Diet history summary.

· Communication problems.

· Tolerance to tube feeding.

· Visual evaluation of the resident's nutritional status.

Objective:

· Diet prescription.

· Diagnosis, if related to nutritional status.

· Anthropometric data:  height, weight, ideal body weight, usual body weight, % of ideal body weight or % of usual body weight.

· Recent weight changes.

· Estimated caloric and protein requirements.

· Lab values:  hemoglobin, hematocrit, albumin, electrolytes, others if abnormal.

· Medications affecting nutritional status.

· Vitamin supplements.

· Osmolality of formula.

Assessment:

· Appropriateness of this tube feeding and amount.

· Amount and source of carbohydrate, protein, fat.

· Percent of Recommended Dietary Allowances supplied by formula.

· Factors affecting tolerance to supplement:  diarrhea, vomiting.

Plan:

· Recommendation for supplementation, calories, protein osmolality.

· Recommendations for equipment.

· Recommendations for vitamin and mineral supplements.

· Monitoring of weight changes and lab values.

· Recommendations for dilution of formula.

· Monitoring of resident tolerance to formula.

___________________________________________________________________
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SECTION:

Diet Office - Nutritional Care of Resident

SUBJECT:

Nutritional Screening Priorities

PURPOSE:
To define a basis for determining residents with nutritional priorities utilizing diagnosis and admission diet order.

POLICY:
Nutritional screening of all admissions to Health Care Center will be conducted on a priority basis.

PROCEDURE:
1.
First priority

a.
Residents with a diagnosis of malnutrition, dysphagia, cancer, diabetes, liver disease, renal failure, gastrectomy or gastro-intestinal disorder.

b.
Residents with an order to be fed by a feeding tube or total parenteral nutrition.

c.
Residents on NPO status.

d.
Residents with an order for a dietary consult or a nutritional problem reported by nursing staff.

2.
Second priority

a.
All other residents on therapeutic diets.

b.
Residents with special dietary needs on non-therapeutic diets (i.e., texture modification of the diet, order for use of nutritional supplement).

c.
Residents who are on the third day of stay.

3.
Third Priority

a.
All other new admissions.

b.
Screening review of residents transferred to another unit within the facility.
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SECTION:

Diet Office - Nutritional Care of Resident

SUBJECT:

Resident Care Rounds

PURPOSE:

To provide input into planning for in-resident care and discharge.

POLICY:
The dietitian/dietitian's assistant will participate in resident care rounds and family conferences.  (During care plans).

PROCEDURE:
1.
The dietitian/dietitian's assistant will attend and participate in 

rounds and in-family conferences as scheduled when applicable to nutritional status.

2.
Attendance and nutritional input will be documented.
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SECTION:

Diet Office - Nutritional Care of Resident

SUBJECT:

Monitoring of Nutritional Care

PURPOSE:

To determine if the nutritional needs of residents are met.

POLICY:

The nutritional care of residents will be monitored on an ongoing basis.

PROCEDURE:
1.
Methods of monitoring include, but are not limited to:

a.
Observation at meal time.

b.
Periodic food and fluid intake studies as needed.

c.
Communication with nursing staff and other health professionals.

d.
Review of clinical records.

e.
Evaluation of acceptance and satisfaction with meals at Resident Council Meetings.

2.
Results of monitoring are recorded on the Resident Profile Card and in the Medical Record.
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SECTION:

Diet Office - Nutritional Care of Resident

SUBJECT:

Nutrition and Diet Education

PURPOSE:
1.
To provide residents with an understanding of the principles of the 

modified diet or nutrition information, and how to incorporate this information into the resident's life style.

2.
To ensure adequate nutritional care of all residents following discharge.

3.
To meet the requirements established by the regulatory agencies.

POLICY:
Nutrition and diet education will be provided by the dietitian/dietitian assistant when ordered by a physician or as deemed to be appropriate by the dietitian/dietitian assistant.

PROCEDURE:
1.
Nutrition and diet education as ordered or deemed to be 

appropriate will be provided to the resident, significant other and/or person responsible for meal preparation.  The education may include, but is not limited to: modified diets, normal nutrition, eating behaviors, use of nutritional supplements and food and drug interactions.

2.
The dietitian/dietitian's assistant will instruct all residents on special diets and/or with other nutrition education needs with the following exceptions:

a.
Residents to be discharged to another health care facility or hospital.

b.
Dietitian/dietitian's assistant not notified of discharge plan a minimum of 48 hours in advance.  In most cases, education will be begun following nutrition screening and determination of educational needs.

c.
Resident admitted to Health Care Center for less than 48

hours.

3.
Develop and implement education plan according to the established Nutrition and Diet Education and Counseling Model.  Realistic goals for education should be developed with the resident.

4.
Written materials are provided to reinforce the education.  All materials given to a resident will be printed legibly with ink, not pencil.

5.
When providing a calorie restricted diabetic or reduction instruction, fill out the pattern with the resident according to his/her personalized pattern.

6.
All nutrition and diet education is recorded in the medical record and will include description of the education, person(s) instructed, understanding of the information and anticipated compliance.

7.
Record diet instruction in the diet instruction log book.  Please include:  date of instruction, resident's name, person(s) instructed and type of instruction provided.

8.
If the dietitian/dietitian's assistant is unable to give an adequate time allowance, the instruction material can be given to the resident and the instructions may be completed over the telephone.

9.
The dietitian/dietitian's assistant name and office telephone number are provided to each resident at the time of instruction in order to answer any questions which may arise following discharge.

10.
Diet information is provided on the inter-facility transfer sheet for a resident discharged to another facility.  As deemed to be appropriate by the dietitian/dietitian assistant, the facility will be telephoned to forward specific nutrition or diet information about the resident.

NUTRITION, DIET EDUCATION AND COUNSELING MODEL

___________________________________________________________________

Screen:

· Resident's ability to communicate.

· Resident's weight and nutritional status at admission.

· Resident's needs for counseling based on living situation.

· Resident's prior eating habits.

· Resident's prior diet instruction.

Assess:

· Resident's understanding of diet rational and basic diet guidelines.

· Resident's understanding of meal planning utilizing diet guidelines.

· Resident's motivation and ability to comply with diet.

· Resident goals for diet instruction.

Plan:

· Appropriate diet prescription.

· Level of instruction to meet education goals:

diet rationale

basic guidelines

meal planning

shopping and meal preparation techniques

selection of food away from home

Implement:

· Learning activities appropriate to resident.

· Resident involvement in learning process.

· Positive reinforcement to resident for learned skills.

Monitor:

· Appropriateness of menu selection.

· Compliance with the diet.

· Tolerance to plan, difficulties and adjustments to plan.

· Weight change.

· Appropriate lab values.

Evaluate:

· Ability to state rationale for diet.

· Ability to verbalize guidelines for diet.

· Selection of appropriate foods from general list.

· Ability to plan meals.

· Ability to make substitutions.

· Ability to prepare shopping list, select or modify recipes.

· Ability to choose appropriate meal from restaurant menu.

· Resident's motivation to comply, internalization of goals.

· Change in nutritional status (weight, lab values).

___________________________________________________________________

