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

The comprehensive functional assessment must
include sensorimotor development.

This STANDARD is not met as evidenced by:
The facilty failed to assure the comprehensive
functional assessment developed as part of the
individual habilitation plan (IHP) for 1 of 4
sampled clients (#3) included updated
assessment of the client's sensorimotor
development as evidenced by observations,
interview and record verification. The finding is:

Afternoon observations in the group home on
4/13/22 revealed client #3 to sit in a wheelchair
and use her feet to propel herself around the
group home. Further observations revealed the
client to lean to her right side against the arm rail
unless prompted and repositioned by staff.
Continued observation at supper at 6:30 PM
revealed the client to have an adaptive built up
handled spoon and a scoop plate for use during
the meal. Staff was observed to assist client #3
with hand over hand assistance during the first
half of the meal until the client became to tired
and refused to feed herself. Subsequent
observations during supper revealed staff finished
the meal by feeding client #3.

Morning observations in the group home on
4/14/22 revealed client #3 to again sitin a
wheelchair while leaning and propelling herself in
the same method. Further observations of
breakfast at 8:25 AM revealed client #3 to again
have an adaptive spoon and scoop plate for use
during the meal, but was also given a plastic tray
to raise her plate closer to her mouth and wrist
weights to help control involuntary arm
movements. Continued observations however,
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revealed the client did not feed herself during the
meal and instead needed staff to feed her the
entire meal.

Interview with the group home manager on
4/14/22 revealed the client has a neurological
condition that has caused her decrease in her
abilities. Further interview revealed the client
gets tired as the day goes on and her skills
decline as she tires.

Review of client #3's IHP dated 10/7/21 revealed
the client is diagnosed with Basal Ganglia
Deterioration which is slowly causing her loss of
skills. Further review of the IHP revealed an
updated physical therapy (PT) evaluation dated
9/22/21 but no monitoring by the PT during the
year regarding the client's skills or needs.
Continued review of the IHP, substantiated by
interview with qualified intellectual disabilities
professional (QIDP), revealed no occupational
therapy (OT) evaluation is included in the IHP to
evaluate the need for the client's current dining
equipment or strategies to best assist the client
with eating and declining sensorimotor skills.
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