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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on 2/22/2022.  

Deficiencies were not cited as a result of the 

complaint survey for intake #NC00184869.

 

W 218 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(3)(v)

The comprehensive functional assessment must 

include sensorimotor development.

This STANDARD  is not met as evidenced by:

W 218

 Based on observations, interview and record 

review, the individual support plans (ISPs) for 2 of 

6 clients (#3, #4)failed to include an occupational 

therapy (OT) re-assessment.  The findings are:  

A. The ISP failed to include an OT re-assessment 

for client #3.  For example:  

Afternoon observations on 2/21/22 at 5:40 PM 

revealed client #3 to participate in the dinner 

meal.  Continued observation revealed client #3 

to use the following adaptive equipment during 

the dinner meal:  high side plate, clothing 

protector and built up spoon.  The dinner meal 

consisted of seasoned ramen noodles, turkey 

burgers, spinach, pears and sugar free beverage.  

Continued observations revealed staff to use 

hand over hand assistance to cut his burger into 

bite size pieces.  Further observations revealed 

client #3 to eat dinner with a built-up handle 

spoon.  

Morning observations in the group home on 

2/22/22 at 8:00 AM revealed client #3 to 

participate in the breakfast meal.  The breakfast 

meal consisted of oatmeal, whole wheat toast, 

high fiber bar, orange juice and 2% milk. 

Continued observations revealed staff to use 
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W 218 Continued From page 1 W 218

hand over hand assistance to cut up client #3's 

toast. Further observations revealed client #3 to 

eat his oatmeal with a built-up spoon. 

Observations revealed client #3 to use a clothing 

protector and built up spoon during the breakfast 

meal.  

Review of the record for client #3 on 2/22/22 

revealed an ISP dated 1/25/22 which identified 

client #3 has a high sided plate and built up 

handle utensils to use during mealtimes and 

snacks.  Continued review of the record revealed 

an OT assessment dated 11/5/12.  Further review 

of the record revealed no updated OT 

assessment since 2012.

Interview with the program manager (PM) on 

2/22/22 revealed that she was not aware that 

client #3 had not received an updated OT 

assessment since 2012.  Continued interview 

with the PM revealed that client #3 would have 

needed an updated OT assessment to further 

evaluate adaptive equipment needs and should 

have had an annual re-assessment.  

Interview with the qualified intellectual disabilities 

professional (QIDP) on 2/22/22 revealed that an 

updated OT assessment could not be located.  

Continued interview with the QIDP revealed that 

he would ensure that an OT re-assessment was 

completed.  

B.  The ISP failed to include an OT 

re-assessment for client #4.  For example:

Afternoon observations in the group home on 

2/21/22 at 5:45 PM revealed client #4 to 

participate in the dinner meal. The dinner meal 

consisted of the following: turkey burger, season 
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ramen noodles, spinach, pears and sugar free 

beverage. Continued observation revealed client 

#4 to use the following adaptive equipment during 

the dinner meal: a high sided dish, shirt protector, 

regular spoon and cup. Further observation 

revealed staff to use hand over hand assistance 

with client #4 to chop a turkey burger into bite 

size pieces.  

Morning observations in the group home on 

2/22/22 at 7:45 AM revealed client #4 to 

participate in the breakfast meal.  The breakfast 

meal was observed to consist of the following: 

oatmeal, whole wheat toast, orange juice and 2% 

milk.  Continued observations revealed staff to 

use hand over hand assistance to cut client #4's 

toast. Further observation revealed client #4 to 

use a clothing protector and high sided dish 

during the breakfast meal. 

Review of the record for client #4 on 2/22/22 

revealed an ISP dated 4/1/21.  Continued review 

of the ISP revealed client #4 should use a metal 

scoop guard and clothing protector during 

mealtimes and snacks.  Further review of the 

record revealed an OT assessment dated 

2/25/19. Additional review of the record revealed 

no OT assessment since 2019.

Interview with the PM on 2/22/22 revealed that 

she was not aware that client #4 had not received 

an updated OT assessment since 2019.  

Continued interview with the PM revealed that 

client #4 should have an updated OT assessment 

annually to evaluate adaptive equipment needs.  

Interview with the QIDP on 2/22/22 verified that 

an updated OT assessment for client #4 could 

not be located during the survey period.
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