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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 
interviews, the facility failed to serve food in a 
form consistent with the developmental levels and 
prescribed diets of 4 of 5 clients (#1, #2, #3, and 
#4). The findings are:

A. The facility failed to ensure the prescribed diet 
for client #1. For example:

Observations in the group home on 8/8/23 at 5:30 
PM revealed the dinner meal to be beef stew, 
rice, biscuits with butter and chopped assorted 
fruits. Continued observations revealed staff to 
serve two whole biscuits to client #1, and client #1 
to consume both biscuits without staff cutting up 
or modifying the biscuits in any manner.  

Record review on 8/9/23 revealed a nutritional 
evaluation for client #1 dated 4/10/23 stating that 
the client is currently on a regular diet and 
requires food to be cut to 1/2" consistency.

B. The facility failed to ensure the prescribed diet 
for client #2. For example:

Observations of the same dinner meal revealed 
staff to serve a whole biscuit to client #2, and the 
client to consume the biscuit without staff cutting 
up or modifying the biscuit in any manner. 
Additional observation revealed staff to place a 
second whole biscuit in front of client #2, then 
return and break up the biscuit before assisting 
the client to eat the biscuit. 
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W 474 Continued From page 1 W 474
Record review on 8/9/23 revealed a nutritional 
diet order change for client #2 dated 6/1/23 
stating, "Client has been putting too much food in 
his mouth at once and had a choking incident 
5/16/23. Diet consistency changed to 1 inch with 
ground meats." Additional record review revealed 
an incident report dated 5/16/23 which indicated, 
"While eating lunch got choked and I did the 
Heimlich and was cleared. Will consult with 
nutritionist to get diet consistency changed."

C. The facility failed to ensure the prescribed diet 
for client #3. For example:

Observations of the same dinner meal revealed 
staff to serve two whole biscuits to client #3, and 
the client to consume both biscuits without staff 
cutting up or modifying the biscuits in any 
manner. 

Record review on 8/9/23 revealed a nutritional 
evaluation for client #3 dated 2/16/23 stating that 
the client is currently on a 1500 calorie weight 
loss diet and requires food to be cut to 1" 
consistency. 

D. The facility failed to ensure the prescribed diet 
for client #4. For example:

Observations of the same dinner meal revealed 
staff to serve two whole biscuits to client #4, and 
the client to consume both biscuits without staff 
cutting up or modifying the biscuits in any 
manner. 

Record review on 8/9/23 revealed a nutritional 
evaluation for client #4 dated 11/22/22 stating that 
the client is currently on a low sodium diet and 
requires food to be cut to 1/2" consistency. 
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W 474 Continued From page 2 W 474

Interview with the Qualified Intellectual Disability 
Professional (QIDP) and Director of Nursing 
(DON) for the facility on 8/9/23 confirmed the diet 
orders are current and each client should have 
had their food served in a consistency 
appropriate to their needs as set forth in their 
respective nutritional orders.
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