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W 227 INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(4)

The individual program plan states the specific 
objectives necessary to meet the client's needs, 
as identified by the comprehensive assessment 
required by paragraph (c)(3) of this section.

This STANDARD  is not met as evidenced by:

W 227

 Based on observations, interview and review of 
records the individual program plan (IPP) for 1 
non-sampled client (#4) failed to include an 
objective training to address identified needs 
relative to dining.  The finding is:

Observations of 3 of 3 meals throughout the 
survey conducted 10/2/18 to 10/3/18 revealed 
staff feeding client #4. At no time during meal 
observations were staff noted to prompt client #4 
to assist in feeding.  Client #4 was observed to 
participate at meals only with turning her head 
away from staff if she did not want a bite of food 
or a sip of beverage. 

Record review on 10/2/18 of client #4's IPP dated 
3/2/18 revealed "Staff is to feed from right side 
(use hand over hand assistance for self feeding 
as tolerated)". Further record review revealed 
client #4's adaptive behavior inventory (ABI) 
dated 3/2/18 revealed client #4 has a need to 
feed self with a spoon and physical assistance. 
Interview on 10/3/18 with the QIDP and program 
manager verified client #4 can feed herself with 
staff assisting hand over hand.  Subsequent 
interview verified client #4 did not have a current 
goal to address self feeding deficits due to a lack 
of progress with similar feeding goals in the past. 
Further interview with the program manager 
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W 227 Continued From page 1 W 227

revealed presently, there is an informal goal for 
staff to prompt client #4 to participate hand over 
hand when dining although she refuses most of 
the time. Further interview with the QIDP and 
program manager confirmed client #4 has a need 
for dining guidelines to address resistance to self 
feeding.

W 475 MEAL SERVICES
CFR(s): 483.480(b)(2)(iv)

Food must be served with appropriate utensils.

This STANDARD  is not met as evidenced by:

W 475

 Based on observation, interviews and review of 
records, the team failed to ensure appropriate 
utensils were used for 1 of 3 sampled clients 
(client #2).  The finding is:

Observations of the evening meal on 10/2/18 at 
6:15 pm and the morning meal on 10/3/18 at 8:25 
am revealed client #2's place setting to include a 
regular spoon, regular plate and regular cup.  
Observation of the evening meal on 10/2/18 
revealed client #2 to use a spoon to cut up sliced 
pork until staff, went into the kitchen and obtained 
a knife and a fork for the client. Client #4 was 
then observed to cut her dinner meat 
independently using the fork and knife.  
Observation of the breakfast meal on 10/3/18 
revealed the meal to include link sausage with 
oatmeal.  Client #4 was observed to have a place 
setting that consisted of a regular spoon, regular 
plate and regular cup. Further observation of the 
breakfast meal revealed client #4 to use her 
hands to eat the link sausage which she picked 
up and ate with her fingers with no prompts from 
staff to utilize an appropriate utensil for cutting or 
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eating. 

Review of the records for client #2 on 10/3/18 
revealed an adaptive behavior inventory (ABI) 
dated 5/16/18 that indicated client #2 has 
strength and total independence in the use of 
appropriate utensils at meals. Interview with the 
qualified intellectual disabilities professional 
(QIDP) confirmed client #2 has the ability to utilize 
a fork, knife and spoon.  Further interview with 
the QIDP confirmed client #2 should have had a 
place setting at meals that included all utensils.
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