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W 475 MEAL SERVICES
CFR(s): 483.480(b)(2)(iv)

Food must be served with appropriate utensils.

This STANDARD  is not met as evidenced by:

W 475

 Based on observation, interview and record 
review, the facility failed to ensure place settings 
during the breakfast meal included appropriate 
eating utensils for 2 of 3 sampled clients (#1 and 
#6) and non-sampled client (#5).  The findings 
are:

Observations in the group home on 3/20/19 at 
7:45 AM revealed client #5 seated at the dining 
table and starting to eat the breakfast meal which 
consisted of a fried egg, oatmeal and an English 
muffin with jelly.  The only eating utensil at the 
table was a spoon.  Client #5 attempted to 
attempt to cut the egg with the spoon and then 
scoop pieces of egg onto the spoon.  The client 
used his fingers to push egg onto the spoon.  
Continued observations at 8:10 AM revealed 
client #1 seated at the dining table starting to eat 
a scrambled egg, English muffin and oatmeal.  
The only eating utensil at the table was a spoon.  
Client #1 was observed eating the scrambled egg 
with a spoon and  pushing the egg onto the spoon 
with his fingers.  Further observations at 8:25 AM 
revealed client #6 seated at the dining table 
starting to eat a fried egg, English muffin and 
oatmeal.  The only eating utensil at the table was 
a spoon.  The client attempted to eat the fried egg 
with the spoon.  Staff E was observed stating "cut 
it up right".  Client #6 cut the egg with the spoon 
and pushed egg onto the spoon with her fingers.  
Observation in the kitchen on 3/20/19 revealed all 
eating utensils were available.
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Record review on 3/20/19 for client #1 revealed 
an Individual Support Plan (ISP) dated 1/23/19.  
The ISP contained a Community/Home Life 
Assessment dated 1/15/19 which indicated the 
client was independent with using a fork, knife 
and spoon.  Record review for client #5 on 
3/20/19 revealed an ISP dated 5/11/18.  The ISP 
included a Community/Home Life Assessment 
dated 4/24/18 which indicated the client was 
independent with the use of a fork, knife and 
spoon.  Record review on 3/20/19 for client #6 
revealed an ISP dated 11/8/18.  The ISP included 
a Community/Home Life Assessment dated 
11/8/18 which indicated the client was 
independent with the use of a fork, knife and a 
spoon.

Interview with the group home manager and the 
qualified intellectual disabilities professional on 
3/20/19 confirmed client's #1, #5 and #6 were all 
capable of using all utensils and should have 
been provided a knife, fork and spoon as a part of 
the place setting at the breakfast meal.
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