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W 463 FOOD AND NUTRITION SERVICES
CFR(s): 483.480(a)(4)

The client's interdisciplinary team, including a 
qualified dietitian and physician must prescribe all 
modified and special diets.
This STANDARD  is not met as evidenced by:

W 463

 Based on observations, record review and 
interview, the facility failed to ensure 1 of 6 clients 
(#6) received their specially prescribed diet as 
ordered by the interdisciplinary team. The finding 
is: 

Observation in the group home on 9/12/23 
revealed the dinner meal to include baked ham, 
brown rice, cooked cabbage, peaches, water, and 
tea. Continued observation revealed client #6 to 
participate independently in the dinner meal 
without being offered chocolate milk. Observation 
in the group home on 9/13/23 revealed the 
breakfast meal to include cereal, cheese toast, 
banana, milk, and water. Continued observation 
revealed client #6 to participate independently in 
the breakfast meal without being offered 
chocolate milk.

Review of client #6's record on 9/13/23 revealed 
a nutritional evaluation dated 6/29/23. Review of 
the evaluation indicated client #6's diet guidelines 
include pureed consistency, double portions 
provided as desired, high calorie snacks and 
beverages, chocolate milk with all meals.

Interview with the home manager (HM) on 
9/13/23 confirmed client's diet guidelines are 
current. Continued interview with the HM revealed 
there is no chocolate milk available in the house. 
Further interview with the HM confirmed staff are 
responsible for ensuring client #6 receives his 
special diet as prescribed.
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