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W 474 MEAL SERVICES

CFR(s): 483.480(b)(2)(iii)

Food must be served in a form consistent with the 

developmental level of the client.

This STANDARD  is not met as evidenced by:

W 474

 Based on observations, record review, and 

interview the facility failed to ensure food for 1 of 

3 sampled clients (#4) was served in a form 

consistent with their developmental level. The 

finding is:

Evening observation in the group home on 

1/11/22 revealed the dinner meal to be chicken, 

dairy free macaroni and cheese, mixed 

vegetables, apricot salad, and toast. Continued 

observation of the dinner meal at 5:21 PM 

revealed staff A to serve client #4 a whole piece 

of toast. Further observation revealed client #4 to 

consume the toast in whole form and for staff A to 

serve a second piece of toast in whole form, 

which client #4 also consumed in whole form.

Morning observation in the group home on 

1/12/22 revealed the breakfast meal to be cereal 

of choice, bananas, and muffins. Continued 

observation at 6:35 AM revealed staff C to serve 

client #4 a muffin in whole form and for client #4 

to consume the muffin in whole form. Further 

observation at 6:38 AM revealed the qualified 

intellectual disabilities professional (QIDP) to 

serve client #4 a second muffin and assist in 

cutting the muffin into small pieces.      

Review of client #4's record on 1/13/22 revealed 

an individual program plan (IPP) dated 8/6/21. 

Review of the IPP indicated client #4's diet is 

regular, 1/4-inch pieces, chopped, history of 

choking. Continued review of client #2's record 

revealed a nutritional evaluation dated 8/5/21. 
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W 474 Continued From page 1 W 474

Review of the nutritional evaluation indicated 

client #4's diet order is regular, cut into small 

pieces (chopped). Further review of client #4's 

record revealed physician orders dated 10/10/21. 

Review of the physician orders revealed client's 

diet is regular, food cut into small pieces, uses 

straws for fluids. 

Interview with the qualified intellectual disabilities 

professional (QIDP) on 1/13/22 verified client #4's 

diet orders are current. Continued interview with 

the QIDP confirmed client #4's diet order should 

be followed as prescribed at all times.
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