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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 observations, record reviews and
interviews, the facility failed to assure 2 sampled
clients (#3 and #5) received a continuous active
treatment program consisting of needed
interventions and services as identified in the
person centered plan (PCP) in the area of meal
preparation. The findings are:

A. Client #3 did not participate in the preparation
of his meal.

Morning observations on 3/12/2020 revealed from
6:10 AM to 7:55 AM client #3 participating in
various activities such as sitting in the living room
actively engaged in his preferred toy activity,
going to the bathroom and his bedroom, and
receiving his morning medications. Continued
observations revealed at 7:56 AM client #3 was
prompted to sit at the dining table. Further
observations at 7:57 AM revealed client #3 was
prompted to place two table mats on the dining
table of which he complied. Subsequent
observations at 8:05 AM revealed client #3 sat at
the dining table consuming his breakfast meal
consisting of scrambled eggs with cheese and a
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blended croissant roll. At no time during the
observation period did staff prompt client #3 to
participate in the blending of his breakfast meal.

Review of records on 3/12/2020 revealed client
#3's PCP (dated 2/25/2020). Continued review of
the PCP revealed client #3 receives a pureed
consistency diet with nectar thickened milk at all
meals.

Interview on 3/12/2020 at 8:30 AM with staff E
revealed client #3 is on a pureed diet. Continued
interview revealed client #3 can participate in the
blending of his meals; however, she usually does
the blending.

Interview on 3/12/2020 with the Home Manager
(HM) and the Qualified Intellectual Disabilities
Professional (QIDP) confirmed client #3 should
participate in meal preparation of all his meals.

B. Client #5 did not participate in the preparation
of her meal.

Morning observations on 3/12/2020 revealed from
6:10 AM to 7:50 AM client #5 was either in her
bedroom or performing her morning routine
ADLs. Continued observations at 7:55 AM
revealed client #5 was in the dining room area
and assisted briefly with dining table place
settings. Then, client #5 was observed prompted
to receive her morning medications in the
medication room. Subsequent observations at
8:15 AM revealed client #5 sat at the dining table
consuming her breakfast meal consisting of
scrambled eggs with cheese and a blended
croissant roll. At no time during the observation
period did staff prompt client #5 to participate in
the blending of her breakfast meal.
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CFR(s): 483.480(b)(2)(iv)

Food must be served with appropriate utensils.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to assure 1 of 3 sampled clients (#6) and 1
non sampled client (#2) were provided with
appropriate utensils to enable them to eat as
independently as possible in accordance with
their highest functioning level. The findings are:

A. Client #6 was not provided with appropriate
utensils during the breakfast meal.

During breakfast observations on 3/12/2020 in
the group home at 8:00 AM revealed client #6
consuming her meal consisting of scrambled
eggs with cheese, croissant roll, milk and water.
Further observations revealed client #6 to eat with
a regular spoon during this meal. At no time
during the observation period did staff provide
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Review of records on 3/12/2020 revealed client
#5's PCP (dated 4/3/2019). Continued review of
the PCP revealed client #5 receives a pureed
consistency diet with nectar thickened liquids.
Interview on 3/12/2020 at 8:30 AM with staff E
revealed client #5 is on a pureed diet. Continued
interview revealed staff E usually does the
blending of client #5's meals.
Interview on 3/12/2020 with the HM and the QIDP
confirmed client #5 should participate in the meal
preparation of all her meals.
W 475 | MEAL SERVICES W 475
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client #6 with a fork or a knife.

Review of client #6's record on 3/12/2020
revealed a person centered plan (PCP) dated
10/25/2019 which indicates client #6 does not
require adaptive equipment during meals.
Further review of the record for client #6 revealed
an adaptive behavioral inventory (ABI) dated
10/1/2019. Continued review revealed client #6
independently eats with a fork and a spoon with
minimal spillage. Client #6 also uses a knife for
spreading and cutting with no independence.

Interview on 3/12/2020 with the home manager
(HM) indicated client #6 prefers to eat with a
spoon and will not eat with a fork. Further
interview on 3/12/2020 with the qualified
intellectual disabilities professional (QIDP)
confirmed client #6 has no adaptive equipment
and should be offered all utensils during meals.
Continued interview with the QIDP confirmed
client #6 should be provided with a complete
place setting consisting of a knife, fork and spoon
during all meals.

B. Client #2 was not provided with appropriate
utensils during the breakfast meal.

Breakfast observations on 3/12/2020 in the group
home at 8:00 AM revealed client #2 consuming
her meal consisting of scrambled eggs with
cheese, whole croissant roll, jelly, juice and water.
Further observations revealed client #2 to eat with
a regular fork during this meal. At no time during
the observation period did staff provide client #6
with a spoon or knife.

Review of client #2's record on 3/12/2020
revealed a person centered plan (PCP) dated
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8/8/2019. Further review of record revealed an
adaptive behavioral inventory (ABI) dated
7/12/2019. Continued review of the ABI revealed
client #2 eats with a fork and a spoon with
minimal spillage. Client #2 also independently
uses a knife for spreading and cutting.

Interview on 3/12/2020 with the HM indicated
client #2 prefers to eat with a fork. Further
interview on 3/12/2020 with the QIDP confirmed
client #2 should be offered all utensils during
meals. Continued interview with the QIDP
confirmed client #2 should be provided with a
complete place setting consisting of a knife, fork
and spoon during all meals.
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