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W 240 INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(6)(i)

The individual program plan must describe 
relevant interventions to support the individual 
toward  independence.

This STANDARD  is not met as evidenced by:

W 240

 Based on observations, record reviews and 
interviews, the facility failed to assure relevant 
interventions or instructions to staff were 
addressed in the individual program plan (IPP.) 
This affected 1 of 3 audit clients (#5). The finding 
is:

Client #5's IPP did not include interventions for 
staff to use in order to redirect a shirt lifting and 
belt unbuckling behavior.

Throughout observations on 9/9-10/19, client #5 
had episodes of lifting his shirt exposing his chest 
area as he unbuckles and buckle the belt. All the 
staff including the qualified intellectual disabilities 
professional (QIDP) constantly encouraged him 
to put his shirt down.  At one time the QIDP 
offered to help the client use the bathroom. The 
client continued with the behavior immediately 
after leaving the bathroom.

Review of client #5's record on 9/10/19 revealed 
an individual program plan (IPP) dated 5/1/19.  
The IPP did not indicate an active plan to address 
his shirt lifting and belt tightening behaviors.  
There was no information noted in the IPP as to 
how the staff should address the behaviors. 

An interview 9/9/19 with staff B revealed this is 
one of his ritual and he does that from time to 
time. Staff B and C revealed all staff try to redirect  
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W 240 Continued From page 1 W 240

him when he does that.
  
Interview on 9/10/19 with the QIDP confirmed that 
he lifts up his shirt and keep unbuckling and 
buckling his belt and the behavior is not on a 
program to address it.  The QIDP further 
confirmed client #5 program should address the 
behavior or inform staff of redirection needs.

W 418 CLIENT BEDROOMS
CFR(s): 483.470(b)(4)(ii)

The facility must provide each client with a clean, 
comfortable mattress.

This STANDARD  is not met as evidenced by:

W 418

 Based on observations and interviews, the facility 
failed to ensure client #2 had a comfortable 
mattress.  This affected 1 of 3 audit clients.  The 
finding is:

Client #2 was in need of a new mattress.

During observations in the group home on 
9/10/19, client #2's mattress was noted to have 
an indentation or dip in the middle.  

During an interview on 9/10/19, the facility's nurse 
acknowledged the mattress had a noticeably 
large dip or sink in the middle.    

During an interview on 9/10/19 with the qualified 
intellectual disabilities professional (QIDP) and 
program coordinator confirmed the mattress had 
a dip in the middle.

 

W 473 MEAL SERVICES
CFR(s): 483.480(b)(2)(ii)

W 473
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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 foods were served at an 
appropriate temperature.  The finding is:

Foods were not served at an appropriate 
temperature.

During evening observations in the home on 
9/9/19 at 5:57pm, Staff C turned the stove off. At 
6:09pm the staff transferred the spaghetti and the 
meat sauce into serving bowls. The 2 bowls were 
placed on the dining table at 6:24pm and the staff 
checked the food temperature. At that time, client 
#2, #4, #5 were at the table. At 6:33pm clients #1, 
#3, #6  returned from the day's outing. They were 
prompted to the table and served the spaghetti 
and the sauce.  The food was not reheated, and 
the temperature was not taken before serving.

During an interview on 9/9/19 with Staff B 
revealed hot food temperatures should be 140 
degrees and cold food should be served at 60 
degree.  The staff indicated that the second group 
food should have been reheated and temperature 
checked.

During an interview on 9/9/19 with the Program 
Director confirmed hot food should be served at 
140 degree and cold food should be served at 60 
degree.  Additional interview indicated hot foods 
should be served within 15 minutes after removal 
from the stove or oven.
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