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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 level of 1 
of 6 clients (#5) relative to prescribed diet. The 
finding is:

Observations in the group home on 8/28/24 at 
7:15 AM revealed the breakfast meal to be egg 
and cheese biscuits, grits, apple juice and milk. 
Continued observations at 7:20 AM revealed staff 
to serve client #5 grits and an egg and cheese 
biscuit cut into bite size pieces and not 
moistened. Further observation at 5:00 PM 
revealed client #5 to eat the breakfast meal. At no 
time during observations was staff observed to 
assist client #5 to modify his food to a mechanical 
soft consistency.

Review of client #5's record on 8/28/24 revealed 
a person-centered plan (PCP) dated 10/28/23 
and a Nutritional Evaluation dated 7/22/24. 
Review of the PCP and Nutritional Evaluation 
revealed client #5 to be prescribed a 1400 calorie 
mechanical soft diet with carrots shredded, no 
celery, pretzels or chips, substitute appropriate 
soft foods, encourage 1 tbsp. of Benefiber in juice 
in the morning and 4oz of prune juice in the 
morning.

Interview with the home manager (HM) on 
8/28/24 confirmed that client #5's prescribed diet 
is current. Further interview with the HM 
confirmed that the egg and cheese biscuit served 
to client #5 did not comply with his specially 
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W 474 Continued From page 1 W 474
modified diet and that all specially modified diets 
should always be followed as prescribed.

FORM CMS-2567(02-99) Previous Versions Obsolete 25WX11Event ID: Facility ID: 922263 If continuation sheet Page  2 of 2


