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CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observation, interviews and record
reviews, the facility failed to ensure each client
received a continuous active treatment plan
consisting of needed interventions and services
identified in the individual program plan (IPP) in
the areas of dining equipment, dining skills and
toileting. This affected 3 of 4 audit clients (#1, #4,
#6). The findings are:

1. Client #1 did not consistently use his drinking
straw.

During breakfast observations in the home on
12/13/18 at 7:10am, client #1 removed the straw
from his glass of water and took two gulps of the
water. Further observations at 7:11am, client #1
removed the straw from his glass of apple juice
and took one gulp of the juice. Additional
observations revealed client #1 coughing. At no
time was client #1 encouraged to replace the
straws back into his glasses before drinking the
water or apple juice.

During an interview on 12/13/18, staff stated,
"[Client #1] uses straws so he doesn't drink so
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fast, because he will bring back up the liquid."

Review on 12/12/18 of client #1's IPP revealed,
"Use of straw for drinking should be encouraged
throughout meal."

Review on 12/13/18 of client #1's occupational
therapy (OT) evaluation dated 10/6/18 revealed,
"Recommended Supports: 1. Help [Client #1] to
have a safe and enjoyable mealtime. (Adaptive
mealtime equipment...straw for beverages)...."

During an interview on 12/13/18, the qualified
intellectual disabilities professional (QIDP) stated
client #1 is to use the straws "anytime he drinks."
Further interview revealed client #1 uses the
straws because he will take "big gulps" of liquid
and the straws help with limiting the amount of
liquid he can swallow at one time.

2. Client #4 was not given the opportunity to use
a knife at dinner.

a. During dinner observations in the home on
12/12/18, client #4 consumed a meal consisting
of the following: pork chops, cabbage, 1 whole
yam, roll and 1 piece of apple pie. Further
observations revealed client #4 pulling apart the
pork chop with his fingers on three occasions and
eating with his fingers six times. Additional
observations revealed client #4 had a knife
located at his place setting. At no time was client
#4 prompted to use his knife.

During an interview on 12/12/18, staff revealed
client #4 is totally independent in using a knife to

cut his food.

Review on 12/12/18 of client #4's IPP dated
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6/5/18 stated, "Staff assists me with cutting food
as needed."

Review on 12/4/18 of client #2's adaptive
behavior inventory (ABI) dated 6/5/18 revealed he
is totally independent in using a knife for cutting
his food.

During an interview on 12/13/18, the QIDP
revealed client #4 will need staff assistance to cut
his food.

3. Staff did not ensure client #6 was toileted in a
timely manner.

During evening observations in the home on
12/12/18 from 5:29pm until 6:15pm, client #6's
pants were observed to be soiled. Further
observations revealed client #6 exiting out of the
bathroom at 5:29pm with staff walking behind and
them beside him towards the dining room table.
At 5:30pm, client #6 sat down and consumed his
meal and remained seating until 6:15pm.

During an immediate interview on 12/12/18 at
6:16pm, staff revealed they were unaware client
#6 has soiled on himself. Further interview
revealed client #6 is not able to indicate if he has
soiled himself.

Review on 12/13/18 of client #6's IPP dated
7/26/18 stated, "I do not toilet with complete
independence...However, | have begun to say,
"go change" when | need to go...."

Review on 12/13/18 of client #6's ABI dated
7/26/18 stated he is able to signal to staff, with
total independence, when he needs to go to the
bathroom.
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During an interview on 12/13/18, the QIDP
revealed client #6 will say the word "change"
when he needs to be changed.

MEAL SERVICES

CFR(s): 483.480(b)(2)(ii)

Food must be served at appropriate temperature.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure cold foods prepared for lunch

was maintained at the proper temperature of 45
degrees Fahrenheit for the clients' residing in the
home. The finding is:

The clients' food was not maintained at the
proper temperature.

During morning observations in the home on
12/13/18 at 7:40am, staff put a bag of lettuce, a
bag of sliced carrots and sliced Chicken breast
into a lunch tote. At 7:47am, staff took the lunch
tote and placed it on the van. At 7:52am, the van
left for the day program.

During an interview on 12/13/18, the home
manager (HM) revealed it takes about thirty
minutes to arrive at the day program. Further
interview revealed there should have been an ice
pack in the lunch tote. Additional interview
revealed the ice pack was left behind in the
home's freezer.

MENUS

CFR(s): 483.480(c)(2)

Menus for food actually served must be kept on
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file for 30 days.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure food substitutions were
documented. The finding is:

Food substitutions were not documented.

During lunch observations in the home on
12/13/18, staff substituted sliced Chicken breast
for chopped Ham. Staff was not observed
documenting the food substitution.

During an interview on 12/13/18, the home
manage (HM) confirmed all meal substitutions
should be documented.
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