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W 460 FOOD AND NUTRITION SERVICES
CFR(s): 483.480(a)(1)

Each client must receive a nourishing, 
well-balanced diet including modified and 
specially-prescribed diets.

This STANDARD  is not met as evidenced by:

W 460

 Based on record review, and staff interviews, the 
facility failed to ensure a specifically prescribed 
diet was followed for 1 of 2 sampled clients (#3).  
The finding is:

Observation on 2/10/2020 at the group home 
revealed a diet list of all the clients currently 
residing in the home affixed to a wall board in the 
dining room.  Further observation of the diet list 
revealed alongside client #3's name was the 
designation of a heart healthy regular diet. 
Subsequent observation of the diet list did not 
reveal the notation for client #3 to receive double 
portions. 

Record review for client #3 on 2/10/20 revealed a 
nutritional evaluation dated 2/3/20.  Review of the 
2/2020 nutritional evaluation revealed a 
prescribed heart healthy, double vegetable 
portion diet. Additional review of the nutritional 
summary revealed client #3 is now within his 
desired weight range due to weight loss during 
the last quarter.  Continued record review for 
client #3 revealed nutrition orders dated 2/10/20 
to reflect a change in diet orders with: 1) Add 1 
serving of fruit to Lunch daily, 2) Measure Height 
& inform RD., 3) Replace Crystal lite flavor packs 
with Stevia at DP., 4) Change Colace to PRN., 5) 
Decrease Vitamin D to 1000IUs QD.  Subsequent 
record review of client #3's record for the past 6 
months did not reveal a current physician's order 
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W 460 Continued From page 1 W 460

or staff training for the diet and dietary changes in 
12/2019 or on 2/3/2020.

Interview on 2/10/2020 with staff A revealed they 
use hand over hand assistance during meals with 
client #3.  Further interview with staff A revealed, 
since the last two weeks, they have provided 
client #3 with double portions and extra fruit after 
meals.  Interview on 2/10/2020 with staff B 
revealed client #3 often appeared recognizably 
hungry after eating his meals and he was not 
ordered double portions.  Further interview with 
staff B revealed she has provided client #3 with 
extra portions throughout his residence at the 
facility. Staff B also noted she has previously 
informed the home manager (HM) and prior 
facility management about client #3 not getting 
enough to eat.  Continued interview revealed 
client #3 receives a heart healthy diet and double 
portions were not included in his current menu.  
In addition, staff B identified a new diet list dated 
2/3/2020 now affixed to the wall board in the 
dining room which was not there previously.  Staff 
B further confirmed they have not received staff 
training on the new diet for client #3.

Interview with the QIDP revealed on 2/3/2020 the 
interdisciplinary team (IDT), client #3 and 
guardian met for the client's ISP with several 
changes including a dietary change dated 
2/3/2020.  Further interview with the QIDP and 
the facility nurse confirmed there was no current 
physician's order for client #3's diet or staff 
training for his diet.

FORM CMS-2567(02-99) Previous Versions Obsolete G24H11Event ID: Facility ID: 952775 If continuation sheet Page  2 of 2


