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W 189 STAFF TRAINING PROGRAM

CFR(s): 483.430(e)(1)

The facility must provide each employee with 

initial and continuing training that enables the 

employee to  perform his or her duties effectively, 

efficiently, and competently.

This STANDARD  is not met as evidenced by:

W 189

 Based on observations, interviews and document 

review, the facility failed to ensure staff were 

sufficiently trained to ensure clients received the 

appropriate food consistency. This affected 1 of 4 

client audits (#4 ). The findings are:

Staff were not sufficiently trained to ensure client 

#4 received the correct diet consistency.

a. During dinner observations in the home on 

5/7/18, client #4 received sliced ham, chopped 

greens, canned corn and a biscuit.The ham and 

biscuit were served whole.

Review on 5/8/18 of client #4's individual program 

plan (IPP) dated 4/16/18 revealed he is to receive 

a heart healthy diet with food cut into bite sized 

pieces "to improve his ability to chew and swallow 

foods" and "staff should monitor for any choking 

or coughing that occurs at mealtime.".

During an interview on 5/7/18, staff revealed 

client #4 requires his food to be cut into bite sized 

pieces. 

 

Interview on 5/8/18, with the home manager 

confirmed client #4 is to have his food cut into 

bite sized pieces and staff should have cut #4's 

ham and biscuit into bite sized pieces.
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