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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 reviews, and 

interviews, the facility failed to serve food in a 

form consistent with the developmental levels and 

prescribed diets of 2 of 4 clients (#2 and #3). The 

findings are:

A. The facility failed to ensure the prescribed diet 

for client #2. For example:

Observations in the group home on 7/16/24 at 

5:30 PM revealed the dinner meal to be baked 

pork chops, rice and gravy, green peas, 2% milk 

and diet peach tea. Continued observations 

revealed staff to serve one whole pork chop to 

client #1, and client #1 to consume all her rice, 

gravy and peas before asking for assistance with 

cutting her pork chop up.   Further observation 

revealed staff to cut client #2's pork chop in 

pieces great than ¼ inch with scissors. 

Observations in the group home on 7/17/24 at 

7:41 AM revealed the breakfast meal to be 

oatmeal, one sausage patty, apple sauce, 2% 

milk, orange juice and coffee.  Continued 

observation revealed staff to serve one whole 

sausage patty to client #1.  Further observation 

revealed client #2 consumed the whole piece of 

sausage after eating her oatmeal and 

applesauce.  At no point during the observation 

did staff offer to cut client #2's sausage into ¼ 

pieces per her prescribed diet order.  

Review of records on 7/17/24 revealed a 

Nutritional Assessment  (NA) dated 9/17/21.  
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W 474 Continued From page 1 W 474

Continued review NA revealed the following diet 

order: diabetic, heart healthy, ¼ consistency, no 

caffeine after 4pm, limit fluid intake between 

10PM and 6AM to 1000 ml.  Further review of 

records revealed a Physician order for client #2 

dated July 2024 prescribed as follows: diabetic, 

heart healthy, ¼ consistency, no caffeine after 4 

PM, limited fluid intake between 10PM and 6 AM 

to 1000 ml. 

B. The facility failed to ensure the prescribed diet 

for client #3. For example:

Observations of the same dinner meal revealed 

staff to serve regular 2% milk and diet peach tea 

to client #2 in its regular consistency, and client 

#3 to drink all his 2% milk and half of his diet 

peach tea.  Continued observation revealed staff 

to retrieve an Ensure supplement because client 

#2 did not consume any of his pureed meal.   

Record review on 7/17/24 revealed a Nutritional 

Assessment (NA) dated 9/17/21 for client #3.  

Continued review of the NA for client #3 revealed 

the following:  heart healthy, diabetic, pureed 

consistency with honey thickened  liquids no 

grapefruit diet.  Further review of records for 

client #3 revealed a Physicians diet order for 

client #3 that states the following: heart healthy, 

diabetic, pureed consistency with honey 

thickened liquids and no grapefruit diet.  

Interview with the Qualified Intellectual Disability 

Professional (QIDP) and Facility Director on 

7/17/24 confirmed the diet orders are current and 

each client should have had their food and 

beverages served in a consistency appropriate to 

their needs as set forth in their respective orders.
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