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

Food must be served with appropriate utensils.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to assure 3 of 6 clients (#1, #3 and #5)
were provided with appropriate utensils to enable
them to eat as independently as possible in
accordance with their highest functioning level.
The finding is:

Observation in the group home on 1/9/2020 at
6:35 AM revealed clients #1, #3 and #5 seated at
the dining table eating their breakfast meals.
Continued observation revealed the breakfast
meal consisted of whole waffles and bacon slices.
Further observation revealed the utensil place
setting for clients #1, #3 and #5 consisted of a
regular fork and spoon. Ongoing observations of
the breakfast meal revealed client #1 and #3
each speared their waffles with their forks. While
holding the speared waffle on their forks, clients
#1 and #3 then ate large bites from around the
edge of their waffles. Subsequent observation
revealed at 6:41 AM client #1 had two large
pieces of two-whole waffles remaining on his
plate as he cleared away his table setting. Further
observations revealed client #5 had not eaten his
one waffle as he cleared away his table setting at
6:45 AM. At no time did staff offer or provide
clients #1, #3 or #5 with a knife to cut their
waffles.

Interview on 1/9/2020 at 6:46 AM with the home
manager (HM) confirmed all clients residing in the
home should have access to all utensils with their
meals. Continued interview with the HM
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confirmed the facility has knives for clients to
consume their meals with. Interview on 1/9/2020
with the qualified intellectual disabilities
professional (QIDP) verified all clients residing in
the home can independently eat using a knife.
Continued interview with the QIDP verified clients
#1, #3 and #5 should have been provided with a
place setting consisting of a knife, fork and spoon
during the breakfast meal on 1/9/2020.
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