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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0801 Employ sufficient staff with the appropriate competencies and skills sets to carry out the functions of the food
and nutrition service, including a qualified dietician.

Level of Harm - Minimal harm
or potential for actual harm 19410

Residents Affected - Many Based on staff interview, the facility failed to ensure 1 of 1 dietary manager (#1) obtained the proper
qualifications to serve as the director of food and nutrition services. Failure to ensure staff have the
qualifications to carry out the functions of food and nutrition services has the potential to result in foodborne
iliness to residents, staff, and visitors.

Findings include:

During on interview on 07/29/24 at 11:15 a.m., the dietary manager (#1) stated she is currently enrolled in a
certified dietary manager course but has not completed it.

The facility failed to ensure the dietary manager (#1) completed the required education for a certified dietary
manager, certified food service manager, or a national certification for food service management and safety
from a national certifying body.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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