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CFR(s): 483.440(c)(6)(vi)

The individual program plan must include
opportunities for client choice and
self-management.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure that clients
were provided opportunities for choice and
self-management relative to dining skills for 1 of 3
sampled clients (#4). The finding is:

Afternoon observations in the group home at 5:15
PM on 2/18/20 revealed client #4 to sit at the
dining room table awaiting participation in the
dinner meal. The meal consisted of the following:
mandarin orange chicken, rice, spinach, a jello
cup, and beverage choices of water, 2% milk,
and/or sugar free beverage. Further observations
from 5:25 PM to 5:45 PM revealed staff E and
staff F to rotate sitting beside client #4 as she
participated in the dinner meal. During that time,
client #4 was observed eating a large piece of
chicken and rotating it around with a knife while
biting it until the chicken was smaller in size. At
no point during the dinner meal did staff offer
hand over hand assistance to client #4 in cutting
her chicken into bite size pieces with a knife.

Morning observations in the group home from
7:35 AM to 8:00 AM on 2/19/20 revealed client #4
to sit at the dining room table while participating in
the breakfast meal. The meal consisted of 2
pancakes, turkey sausage, eggs, and beverage
choices of 2% milk, juice, water and/or coffee.
Further observations at 7:40 AM revealed staff E
to stand behind client #4 and cut her pancakes
into bite size pieces. At no point during the
observation did staff offer hand over hand

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing 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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NJZV11 Facility ID: 925192 If continuation sheet Page 1 of 2



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/25/2020
FORM APPROVED
OMB NO. 0938-0391

assistance to client #4 when cutting her pancakes
and turkey sausage into bite size pieces.

Review of the record on 2/19/20 for client #4
revealed a person-centered plan (PCP) dated
3/5/19. Further review of the PCP revealed an
adaptive behavior inventory (ABI) assessment
dated 12/24/19 which indicates that client #4 can
use a knife for cutting food with partial
independence.

Interview with the home manager (HM) on
2/19/20 verified that client #4 should be offered
hand over hand assistance in using a knife to cut
her food during all meals. Interview with the
qualified intellectual disabilities professional
(QIDP) confirmed that client #4 should be offered
assistance by staff when using a knife during
meals, therefore the team failed to ensure
opportunities for client choice and
self-management relative to dining skills.
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