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F 000 INITIAL COMMENTS F 000

 The standard Medicare/Medicaid recertification 
survey started on 07/29/24 and concluded 
07/31/24.

 

F 801 Qualified Dietary Staff
CFR(s): 483.60(a)(1)(2)

§483.60(a) Staffing
The facility must employ sufficient staff with the 
appropriate competencies and skills sets to carry 
out the functions of the food and nutrition service, 
taking into consideration resident assessments, 
individual plans of care and the number, acuity 
and diagnoses of the facility's resident population 
in accordance with the facility assessment 
required at §483.70(e) 

This includes:
§483.60(a)(1) A qualified dietitian or other 
clinically qualified nutrition professional either 
full-time, part-time, or on a consultant basis. A 
qualified dietitian or other clinically qualified 
nutrition professional is one who-
(i) Holds a bachelor's or higher degree granted 
by a regionally accredited college or university in 
the United States (or an equivalent foreign 
degree) with completion of the academic 
requirements of a program in nutrition or dietetics 
accredited by an appropriate national 
accreditation organization recognized for this 
purpose.  
(ii) Has completed at least 900 hours of 
supervised dietetics practice under the 
supervision of a registered dietitian or nutrition 
professional.
(iii) Is licensed or certified as a dietitian or 
nutrition professional by the State in which the 
services are performed. In a State that does not 
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F 801 Continued From page 1 F 801
provide for licensure or certification, the individual 
will be deemed to have met this requirement if he 
or she is recognized as a "registered dietitian" by 
the Commission on Dietetic Registration or its 
successor organization, or meets the 
requirements of paragraphs (a)(1)(i) and (ii) of 
this section.
(iv) For dietitians hired or contracted with prior to 
November 28, 2016, meets these requirements 
no later than 5 years after November 28, 2016 or 
as required by state law.

§483.60(a)(2) If a qualified dietitian or other 
clinically qualified nutrition professional is not 
employed full-time, the facility must designate a 
person to serve as the director of food and 
nutrition services. 
 (i) The director of food and nutrition services 
must at a minimum meet one of the following 
qualifications-
(A) A certified dietary manager; or
(B) A certified food service manager; or
(C) Has similar national certification for food 
service management and safety from a   national 
certifying body; or
D) Has an associate's or higher degree in food 
service management or in hospitality, if the 
course study includes food service or restaurant 
management, from an accredited institution of 
higher learning; or
(E)  Has 2 or more years of experience in the 
position of director of food and nutrition services 
in a nursing facility setting and has completed a 
course of study in food safety and management, 
by no later than October 1, 2023, that includes 
topics integral to managing dietary operations 
including, but not limited to, foodborne illness, 
sanitation procedures, and food 
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purchasing/receiving; and
(ii) In States that have established standards for 
food service managers or dietary managers, 
meets State requirements for food service 
managers or dietary managers, and
(iii) Receives frequently scheduled consultations 
from a qualified dietitian or other clinically 
qualified nutrition professional.
This REQUIREMENT  is not met as evidenced 
by:
 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 illness 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.

 1. No resident was found to be affected 
by the deficient practice.

2. All residents, staff, and visitors of 
Griggs County Care Center have the 
potential to be affected.

3. The dietary manager will complete 
the required Certified Food Manager 
(CFM) course through IFSEA and 
successfully pass the CFM test no later 
than 09.04.2024.

4. The DON and Quality Assurance 
Performance Improvement (QAPI) Nurse 
will ensure the Dietary Manager has 
completed the required Certified Food 
Manager course and successfully passed 
the CFM test no later than 09.04.2024.  
Weekly audits will be completed 
beginning the week of 08.05.2024, until 
completed. Once completed, the Dietary 
Manager will report status of CEUs and 
license annually to the QAPI Committee. 
Results of all monitoring will be reported 
to the QAPI Committee at its regularly 
scheduled meetings where decisions for 
further monitoring will be made.
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5. Facility will achieve substantial 
compliance by 09.04.2024.
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