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W 472 MEAL SERVICES

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

Food must be served in appropriate quantity.

This STANDARD  is not met as evidenced by:

W 472

 Based on observations, record review and 

interview, the facility failed to assure food was 

served in the appropriate quantity for 1 of 4 

clients (#2). The finding is:

Observation in the group home on 7/26/23 during 

the breakfast meal revealed client #2 to  

participate in a breakfast meal consisting of 

oatmeal, scrambled eggs, orange juice and milk.  

Continued observation of the breakfast revealed 

client #2 to be served with hand over hand 

assistance two double portions of oatmeal and 

two double portions of scrambled eggs. Further 

observation revealed no measuring devices were 

used to gage the appropriate portion of oatmeal 

or scrambled eggs served to client #2. 

Subsequent observation revealed client #2 to 

request and be served second double portions of 

oatmeal.  Additional observation revealed client 

#2 to request and be served a second double 

portions of scrambled eggs. Final observation 

revealed client #2 to consume all the food served 

to him.

Review of records on 7/26/23 for client #2 

revealed a person-centered plan (PCP) dated 

3/30/23 indicating the appropriate diet for client 

#2 is 1800 calorie weight loss with ½" meats, 

seconds of fruits and vegetables. Continued 

review of the record revealed physician's order 

dated 2/3/23 for client #2 which states client #2's 

diet is "1800 calorie weight loss diet, with meats 

cut to ½" consistency, may have seconds of 

vegetables." Further review of client #2's record 

revealed an occupational therapy assessment 
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W 472 Continued From page 1 W 472

dated 7/7/23 in which client #2's diet is described 

as regular consistency 2000 calorie with meats to 

½." 

Interview on 7/26/23 with the qualified intellectual 

disabilities professional (QIDP) verified the 

prescribed diet for client #2 to be current and 

accurately reflected in his PCP and assessments. 

Continued interview with the QIDP verified that 

client #2 should have received food items which 

were in proportions consistent with all his 

program plan.

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 assure 1 of 4 clients 

(#2) received diets as medically prescribed. The 

finding is:

Observations in the group home on 7/25/23 at 

5:35 PM revealed client #2 to participate in a 

dinner meal consisting of a 3 oz salisbury 

hamburger-steak patty, mashed potatoes, gravy, 

squash, fruit cup, sugar free-crystal light 

beverage and water. Continued observation 

revealed client #2 to be served a whole Salisbury 

hamburger steak patty with hand over hand 

assistance. Further observations revealed client 

#2 to consume the salisbury hamburger-steak in 

whole form by picking it up with a fork and taking 

large bites out of it. 

Review of records on 7/26/23 for client #2 

revealed a person-centered plan (PCP) dated 
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3/30/23.  Further review of the PCP revealed 

client #2's diet to be 1800 calorie weight loss with 

½" meats, seconds of fruits and vegetables. 

Continued review of the record revealed a 

physician's order dated 2/3/23 for client #2 which 

states client #2's diet is "1800 calorie weight loss 

diet, with meats cut to ½" consistency, may have 

seconds of vegetables." Subsequent review of 

client #2's record revealed an occupational 

therapy assessment (OT) dated 7/7/23 in which 

client #2's diet is described as regular 

consistency 2000 calorie with meats to ½ 

consistency." 

Interview with the qualified intellectual disabilities 

professional (QIDP) on 7/26/23 confirmed client 

#2's prescribed diet as listed in the program 

plans. Further interview with the QIDP confirmed 

specially modified diets should always be 

followed as prescribed.
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