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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: 

Based on observations, record reviews and interviews, 
the facility failed to ensure 1 of 4 audit clients (#2)
received their specially prescribed diet as indicated.
The finding is: 

During dinner observations in the home on 4/6/26 at 
6:18pm, client #2 began to eat her dinner which 
consisted of meatloaf, mashed potatoes, cabbage and 
bread. Further observations revealed at no time did 
client #2 receive her eight ounces of water prior to 
eating. 

During breakfast observations in the home on 4/6/26 at
8:11am, client #2 began to eat her breakfast which 
consisted of one sausage patty, oatmeal, yogurt and 
toast. Further observations revealed at no time did 
client #2 receive her eight ounces of water prior to 
eating or her four ounces of warm prune juice with her
meal. 

Review on 4/7/26 of client #2's Nutrition Evaluation 
dated 4/14/25 stated, "8 oz water before each meal....4
oz warm prune juice with breakfast". 

Review on 4/7/26 of client #2's Physician Orders signed
2/1/26 revealed, "4 oz Prune Juice (Warm) at Breakfast
and 8oz water before each meal". 

During an interview on 4/7/26, the Director stated 
client #2's diet should be followed at all times. 
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