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DINING AREAS AND SERVICE

CFR(s): 483.480(d)(3) 07/27/18

Staff will be frained & in-serviced by QP
and Habilitation Speciaiist to utilize the
correct adaptive equipment for all
individuals.

The facility must equip areas with tables, chairs,
eating utensils, and dishes designed to meet the
developmental needs of each client.

IDT will ensure correct adaptive equipment
is utilized through routine meal time

This STANDARD is not met as evidenced by: assessments. In the future, IDT will ensure
The facility failed to consistently provide all staftf aée tigmed a_nd m—ste_rrvrl]c.;ed 'Ollnb
prescribed adaptive eating utensils during meals correc dathap lviequ;pmen . | t"S Wil be
for 1 of 3 sampled clients (#5) as evidenced by ensured through routine meaj tme

observations, interviews and record reviews. assessm_ents, lqteractlon asses.sments,
The finding is: and training during house meetings.
Observations in the group home on 5/29/18 of the QP will ensure correct adaptive equipment
evening meal revealed client #5's adaptive N 1nqlqded in the Person Centered‘Plan.
equipment to include a high sided divided plate, a Admlplstratqr/ Program Manager will
coated spoon with a small bowl, regular size fork, train/ In-service QP t‘? ensure all correct
dycum mat and an elevated tray. Continued adapfive equipment is included on 'the.
observation in the group home during the current Person Cente_red Plan. Thls will be
morning meal on 5/30/18 revealed the adaptive ensured through routine chart revue,ws,‘and
equipment for client #5 to include a dycum mat, a Q”.)P TEeVIEWS. In the futur_e, QlDF.' s will be
small bowled spoon and a small fork, scoop bowl tramed_ to mclud_e all adaptive equipment
and elevated tray. Subsequent observations on their respective Person Centered Plans.

revealed the client did not exhibit significant
spillage during either meal.

Review of the records for client #5, verified by
interview with the qualified intellectual disabilities
professional, revealed a person centered plan
(PCP) dated 1/29/18 describing client #5's
adaptive equipment to include high sided divided
plate, dycum mat and raised platform. Continued
review of client #5's records revealed a 6/26/17
occupational therapy (OT) assessment which
stated the client needs an "elevated tray, high
sided divided plate, small bowled spoon and non-

skid mat." Continued review of the OT
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Any deficiency statement ending with an asterigk * denotes a def iciency Wthh the institution may be excused ’f/m correcting pféwdmg it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. |If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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the small bowled spoon should be larger than a
coated baby spoon such as a small maroon
spoon.

Therefore, the facility is not consistently providing
the client #5 with appropriate adaptive equipment
to meet identified needs in dining.
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