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W 252 PROGRAM DOCUMENTATION
CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria 
specified in client individual program plan 
objectives must be documented in measurable 
terms.

This STANDARD  is not met as evidenced by:

W 252

 Based on documentation review and interviews, 
the facility failed to ensure data was documented 
correctly. This affected 1 of 3 audit clients (#2).  
The finding is:

Client #2's daily food/water and exercise intake 
data were not collected as written.

Review on 10/20/2020 of client #2's individual 
program plan (IPP) dated 6/9/2020 revealed, "At 
my parents' request due to their concern about 
my weight staff records my daily food/water intake 
and my daily exercise at the group home."

Review on 10/20/2020 of client #2's daily food 
and water intake revealed no data from 7/25 - 
10/19/2020.

Review on 10/20/2020 of client #2's daily exercise 
intake revealed no data from 7/26 - 10/19/2020.

During an interview on 10/21/2020, Staff A stated, 
"[Client #2] was telling her family she wasn't 
getting enough to eat."  Further interview revealed 
the food/water intake data was then implemented.  
Staff A reported the intake sheets have been in 
place for at least a year.

During an interview on 10/20/2020 the program 
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W 252 Continued From page 1 W 252

specialist revealed staff had been inserviced on 
collecting client #2's food/water and exercise 
data.  Additional interview revealed it should be 
collected every day.
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