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I DEFICIENCY) |

W 474 ! MEAL SERVICES W 474 |
| CFR(s): 483.480(b)(2)(ii)

| Food must be served in a form consistent with the | | i

| developmental level of the client. |

! This STANDARD is not met as evidenced by: 1 ‘

| Based on observations, record review, and | |

| interviews the facility failed to ensure food for 1 of | . '

| 3 sampled clients (#2) was served in a form ] W 474

| consistent with their developmental level. The ‘ | The Pragea Goordiatorsil ¥-sareis i

‘ findings is: . ' to ensure that client #2 is served food in a

| form consistent with the client's developmental ‘
level. The PC and/or QIDP will observe meal
preparation weekly to ensure client #2's diet is

‘ being followed as ordered.

| Observation in the group home at 7:20 AM on

| 11/30/21 revealed the breakfast meal to be one

| hard-boiled egg, one piece of toast, two pieces of

| bacon, and grapes. Continued observation
revealed client #2 to participate in the breakfast
meal and consume their breakfast in whole form. ‘ To be completed by 12/31/2021.
Interview with the home manager at 8:10 AM | l

E revealed they were told client #2's diet order is | | ‘

| regular. '

| Review of client #2's record on 11/30/21 revealed ‘ 5 |

‘ an individual support plan (ISP) dated 3/18/21. ; =
Review of the ISP indicated client #2's diet order |

is mechanical soft. Further review of client #2's [ ‘

| record revealed a nutritional assessment dated ‘ | !

| 3/17/21. Review of the nutritional assessment | ‘

| indicated client #2's diet order is "1800 cal, i |
mechanical soft." Continued review of the | ‘

| nutritional assessment indicated "client #2's ‘ !

| mechanical soft order aids with food being easy ‘ |

| to chew and swallow. Staff expressed concerns

client #2 might be a chocking risk due to his head
| posture and how rapidly he eats." ! RECE|VED

| Interview with the qualified intellectual disabilties i ; DEC 17 202 |
| professional (QIDP) on 11/30/21 verified client | | ‘
| #2's nutritional assessment is current. Continued : [ DHSR-MH Licensure Sect

‘ interview with the QIDP confirmed client #2's diet @
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Any deficiency statement enqﬁ with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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