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W 475 | MEAL SERVICES W 475
CFR(s): 483.480(b)(2)(iv)
5-Staff has been retrained on famil
Food must be served with appropriate utensils, ::fyﬁ:—ldini ng and having all utensils prese):lt a ’1 ‘3090
at each meal for the individuals that they oot

This STANDARD s not met as evidenced by: SUppOEL Staft:was iy %n the mak_mg oﬂc'c'ﬁ
Based on observation and Interview, the facility sure that a knife, a fork, and a SpCc d

failed to assure 3 of & clients (#1, #3 and #5) present at all meals. Staff was i

were provided with appropriate utensils to enable 1/27/2020. A family 51)’1‘13 dmmgl = artn.as

them to eat as independently as possible in been developed to show o ;stz seng
accordance with their highest functioning level. should look. The p ljate seking o i la

The finding Is: spoon, forkz and knife. The Residentia

. Manager will monitor weekly using the )

Obseryation in the group home on 1/9/2020 at meal observation form and th:alQP will

6:35 AM revealed clients #1 , #3 and #5 seated at monitor .monthly using the m / o

the dining table eating their breakfast meals, observatlt_)n form. Completed by 2/1/2020

Continued observation revealed the breakfast and ongoing,

meal conslisted 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 DHSR - Mentai Health

each speared their waffles with their forks. While

holding the speared waffle on thelr forks, clients R
#1 and #3 then ate large bites from around the FED UV 5 /l .
edge of their waffles. Subsequent observation
revealed at 6:41 AM client #1 had two large : )

pieces of two-whole waffles remaining on his L'C' & Cert. SethOn
plate as he cleared away his table setting. Further
observations revealed cllent #5 had not eaten his
one waffle as he cleared away his table setting at
6:45 AM. At o time did staff offer or provide
clients #1, #3 or #5 with a knife to cut their
waffles,
Interview on 1/8/2020 at 6:46 AM with the home

manager (HM) confirmed all dients residing in the
home should have access to all utensils with thelr
meals. Continued Interview with the HM

(X8} DATE

LABORATORY DIRECTOR'S OR PROVID 'SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE )
Vol Dot LP] Te /o [2v20

Any deficiency statement ending with an asterisk ("} denotes a deficiency which the Institution may be excused from ec?rrealﬁg praviding It Is determined that

other safeguards provide sufficlent protectlon to the patients ., (See Instructions.) Except for nursing homes, the findings stated above are disclosable 50 days
following the data of survey whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of corraction are disclosable 14

days following the date these dacuments are made available to the faciiity. If defidencies are cited, an approved plan of corraction 1s reguisite to continued

program participation.
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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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Helping Dreams Take Flight

January 29, 2020

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

Dear Mrs. DeGraffenreid:

Enclosed is the plan of correction for the item cited during your visit to the Mt, Gilead Children’s
Home on 1/9/2020.

Please let me know if any addition information is needed at this time. Thank you for the courtesy
that you extended to the staff and the children at the group home.

S%ZZ? &W/?" @F / 70 DHSR . Menta Health
O 2
Shelia Brown, QP/TL FEB 0 5 2020
Lic, &

Cert, SeCUon
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