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Food must be served in a form consistent with the
developmental level of the client.

This STANDARD is NOT MET as evidenced by:

Based on observations, record reviews, and interviews,
the facility failed to serve food in a form consistent

with the developmental level of 5 of 5 audited clients
(#1, #2, #3, #4 and #5). The findings are:

A. The facility failed to provide client #1 with
prescribed diet. For example:

Observations in the group home on 4/14/26 at 5:10 PM
revealed client #1 to participate in the dinner meal

which consisted of beverage of choice, waffles,
scrambled eggs, turkey bacon and strawberries served in
Y consistency. At no time during the dinner meal was
staff observed to provide the client with food to cut

into bite size pieces. Additionally, during

observations client #1 did not have any difficulty with
consuming the dinner meal.

Observations in the group home on 4/15/26 at 7:30 AM
revealed client #1 to participate in the breakfast meal
which consisted of water, milk, margarine, jelly,

omelet and toast, served in ¥ consistency. At no time
during the breakfast meal was staff observed to provide
the client with food cut into bite size pieces.
Additionally, during observations client #1 did not

have any difficulty with consuming the breakfast meal.

Review of client #1's record on 4/15/26 revealed an
Individual Personal Plan (IPP) dated 12/4/25. Review of
the IPP revealed a nutritional assessment dated
11/26/25 for client #1 to be prescribed a regular diet,
Bites-SIZED, thin liquid.

Interview with the qualified intellectual disabilities
professional (QIDP) on 4/15/26 confirmed client #1's
prescribed diet. Continued interview with the QIDP
confirmed specially modified diets should be followed
as prescribed.
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B. The facility failed to provide client #2 with
prescribed diet. For example:

Observations in the group home on 4/14/26 at 5:10 PM
revealed client #2 to participate in the dinner meal
which consisted of beverage of choice, waffles,
scrambled eggs, turkey bacon and strawberries. Further
observations revealed client #2 to steadily pick up his
waffle from his plate, bite into it 3 times and consume
while standing. Continued observations revealed staff
to assist client #2 with serving eggs, turkey bacon and
strawberries cut in ¥4 consistency into his plate. At no
time during the dinner meal was staff observed to
provide the client with food to cut into bite size

pieces. Additionally, during observations client #2 did
not have any difficulty with consuming the dinner meal.

Review of client #2's record on 4/15/26 revealed an

Individual Personal Plan (IPP) dated 10/23/25. Review

of the IPP revealed a nutritional assessment dated

10/20/25 for client #2 to be prescribed a Regular diet,
Bites-SIZED, thin liquid. MAY HAVE DOUBLE PORTIONS ON
NON-STARCHY VEGETABLES.

Interview with the QIDP on 4/15/26 confirmed client
#2's prescribed diet. Continued interview with the QIDP
confirmed specially modified diets should be followed
as prescribed.

C. The facility failed to provide client #3 with
prescribed diet. For example:

Observations in the group home on 4/14/26 at 5:10 PM
revealed client #3 to participate in the dinner meal

which consisted of beverage of choice, waffles,
scrambled eggs, turkey bacon and strawberries served in
Y4 consistency. At no time during the dinner meal was
staff observed to provide the client with food in whole
consistency. Additionally, during observations client

#3 did not have any difficulty with consuming the

dinner meal.

Observations in the group home on 4/15/26 at 7:30 AM
revealed client #3 to participate in the breakfast meal
which consisted of water, milk, margarine, jelly,

omelet served in % consistency and toast in whole
consistency. At no time during the breakfast meal was
staff observed to provide the client with food in whole
consistency. Additionally, during observations client

#3 did not have any difficulty with consuming the
breakfast meal.

Review of client #3's record on 4/15/26 revealed an
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Individual Personal Plan (IPP) dated 1/9/26. Review of
the IPP revealed a nutritional assessment dated 2/16/26
for client #3 to be prescribed a Regular diet: Regular
Texture, thin liquid .

Interview with the QIDP on 4/15/26 confirmed client
#3's prescribed diet. Continued interview with the QIDP
confirmed specially modified diets should be followed
as prescribed.

D. The facility failed to provide client #4 with
prescribed diet. For example:

Observations in the group home on 4/14/26 at 5:10 PM
revealed client #4 to participate in the dinner meal

which consisted of beverage of choice, waffles,
scrambled eggs, turkey bacon and strawberries served in
Y consistency. At no time during the dinner meal was
staff observed to provide the client with food to cut

into bite size pieces. Additionally, during

observations client #4 did not have any difficulty with
consuming the dinner meal.

Observations in the group home on 4/15/26 at 7:30 AM
revealed client #4 to participate in the breakfast meal
which consisted of water, milk, margarine, jelly,

omelet and toast, served in ¥ consistency. At no time
during the breakfast meal was staff observed to provide
the client with food cut into bite size pieces.
Additionally, during observations client #4 did not

have any difficulty with consuming the breakfast meal.

Review of client #4's record on 4/15/26 revealed an
Individual Personal Plan (IPP) dated 7/24/25. Review of

the IPP revealed a nutritional assessment dated 6/27/25

for client #4 to be prescribed an 1800 calorie diet,

Bite size, receiving 8 ounces of water daily, AVOID

LIQUID AND SOLID TOGETHER, NO SECOND PORTIONS.

Interview with the QIDP on 4/15/26 confirmed client
#4's prescribed diet. Continued interview with the QIDP
confirmed specially modified diets should be followed
as prescribed.

E. The facility failed to provide client #5 with
prescribed diet. For example:

Observations in the group home on 4/14/26 at 5:10 PM
revealed client #5 to participate in the dinner meal

which consisted of beverage of choice, waffles,
scrambled eggs, turkey bacon and strawberries served in
%, consistency. At no time during the dinner meal was
staff observed to provide the client with food to cut

into bite size pieces. Additionally, during
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observations client #5 did not have any difficulty with
consuming the dinner meal.

Observations in the group home on 4/15/26 at 7:30 AM
revealed client #5 to participate in the breakfast meal
which consisted of water, milk, margarine, jelly,

omelet and toast, served in ¥ consistency. At no time
during the breakfast meal was staff observed to provide
the client with food cut into bite size pieces.
Additionally, during observations client #5 did not

have any difficulty with consuming the breakfast meal.

Review of client #5's record on 4/15/26 revealed an
Individual Personal Plan (IPP) dated 3/9/26. Review of
the IPP revealed a nutritional assessment dated 4/20/25
for client #5 to be prescribed a NCS, low cholesterol,
regular diet textures, thin liquids as tolerated, bite

sized pieces to improve safety, NO SECONDS, NO
CAFFEINE, NO GRAPEFRUIT.

Interview with the QIDP on 4/15/26 confirmed client
#5's prescribed diet. Continued interview with the QIDP
confirmed specially modified diets should be followed
as prescribed.

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, record review and interview, the
facility failed to assure that 5 of 5 clients were

provided with appropriate utensils to allow each client
to eat as independently as possible. The findings are:

Observations in the group home on 4/14/26 at 5:10 PM
revealed all clients to participate in the dinner meal
which consisted of beverage of choice, waffles,
scrambled eggs, turkey bacon and strawberries Continued
observations revealed staff to ask each client which
utensil (fork, or spoon) they would like to eat with.
Further observations revealed clients to choose from
staff's hand which utensil they preferred. Subsequent
observations revealed all clients to consume dinner
utilizing the utensil requested with no concerns.
Subsequent observations revealed staff to assist all
clients to cut waffles with a rocker knife provided. At

no point during the observation period were clients
offered a full place setting of a fork, knife and spoon
during the dinner meal.
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Observations in the group home on 4/15/26 at 7:30 AM
revealed all clients to participate in the breakfast

meal which consisted of water, milk, margarine, jelly,
omelet and toast. Continued observations revealed staff
to provide all clients with a spoon only as they
participated in the breakfast meal. Further
observations revealed all clients to consume breakfast
utilizing the utensil provided with no concerns. At no
point during the observation period were clients
offered a full place setting of a fork, knife and spoon
during the breakfast meal.

Interview with the QIDP on 4/16/26 revealed all clients
should have been offered a full place setting including
a fork, knife and spoon during all meals. Continued
interview with the QIDP verified that all clients

should be provided with a full place setting to promote
independence during mealtimes.
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