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A 000 481.67 Inftial Comments A000 Al dmg services stftff and staff 1117/16
performing food service tasks have
Assisted Living Programs are defined by the updated their inservices to include food
type of population served. The census numbers preparation, service and sanitation.
were provided by the Program at the time of the Current policy was reviewed and
on-site. Certified Dietary Manager (CDM) was
General Population Program made aware and reminded that staff

must complete orientation inservices
including food preparation, service, and
itation prior to performing tasks to
idents/tenants per facility policy.
DM will be responsible for following
olicy and for training or making
vailable training via power point
resentation with pre/post test or
tilizing online inservice covering this

Number of tenants without cognitive disorder; 14
Number of tenants with cognitive diserder. 0 Total
Population of Program at ime of on-site: 14

TOTAL census of Assisted Living Program: 14

The following regulatory insufficiency was cited
during the recertification visit conducted to
determine compliance with certification for an

Assisted Living Program. . .
no o pic with certificate filed in employees
A 104 481-60.28(5) Food Service A 104 crS nne! record. plmctor O.fAsmsthd
iving will determine compliance with
481-69.28(231C) Food service. training prior to any employee
692.28(5) Personnel who are employed by or beginning cares or performing services

contract with the program and who are
responsible for food preparation or service, or
both food preparation and service, shall have an
orientation on sanitation and safe food handling
prior to handling food and shall have annual in-
service training on food protection.

within the assisted living unit.

This REQUIREMENT is not met as evidenced

Based on record review and interview the
Program failed to ensure staff responsible for
food preparation and service completed
orientafion on sanitation and safe food handling
prior to handling food. This pertained to two of
four staff files reviewed and two of two dietary

) staff files reviewed (Staff C and Staff D).
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A 104 e ontinued From page Al04
1 Findings follow:

1. Record review of Staff C's file indicated the
following:

a. Staff C was hired on 4-10-16 and was

a dietary aide.

b. Staff C did not have documented food safely
and sanitation training at the time of onsite visit.
Staff C completed food safety and sanitation
training after the onsite visit on 11-16-16 at 5:38
p.m. and the Program submitied documentation
of the training to the Depariment via fax.

2. Record review of Staff D's file indicated the
foliowing:

a. Staff D was hired on 10-3-16 and was

a dietary aide.

b. Staff D did not have documented food
safety and sanitation training at the time of the
onsite visit. Staff D completed food safety and
sanitation training after the onsite visit en 11-
17-16 at 4:24 p.m. and the Program submitted
documentation of the training to the Depariment
via fax.

3. Review of dietary staff schedules for October
and November 2018 indicated Staff C and Staff
D were schedulad to work.

4. According to the Program's policy regarding
food service, personnel who were employed by
or coniract with the program and who were
responsible for food preparation or service, or
both food preparation and service, would have
an orientation on sanitation and safe food
handling foed and would have an annual in-
service training on food protection.
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A 104 | Continued From page 2 A 104
5. An interview with the Director on 11-16-16 at
[3:30 p.m. indicated Staff C and Staff D served
land prepared food and did not have food safety
training completed at the time of the interview.
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