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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 review and
interview, the facility failed to ensure 1 of 3
sampled clients (#3) received continuous active
treatment program consistent of needed
interventions as identified in the person-centered
plan (PCP) relative to meal prep. The finding is:

Evening observations in the group home on
9/19/23 at 4:45 PM revealed client #3 to be in the
kitchen socializing with staff A. Continued
observation revealed client #3 to ask staff A to
help with the dinner meal. Further observation
revealed staff A to direct client #3 to go watch
something on the television.

Morning observation in the group home on
9/20/23 at 7:00 am revealed client #3 to be
instructed to sit at the table for her breakfast
meal. Continued observation revealed client #3 to
sit at table and be served a breakfast meal
consisting of the following: a bowl of oatmeal, a
plate with turkey sausage cut into %z pieces with
an %z portion of English muffin covered with a thin
layer of sugar free jelly, pears, decaf coffee,
orange juice and water. Further observation
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revealed client #3 to independently consume only
oatmeal, decaf coffee, and orange juice.
Subsequent observation revealed client #3 to exit
the table at 7:17 AM and ambulated to her
medication pass.

Review of records on 9/20/23 revealed a
person-centered plan (PCP) dated 4/17/23.
Further review of the PCP revealed the following
goals: dry clothes in dryer, change bed, organize
room, meal prep, attend to task, oral hygiene and
getting alone with others. At no point during the
dinner or breakfast meals was client #3 offered
the opportunity to participate in meal prep for
either meal.

Interview with the facilities qualified intellectual
disabilities professional (QIDP) and facility
administrator (FM) on 9/20/23 revealed staff
should have offered client #3 the opportunity to
participate in the dinner and breakfast meal prep.
Continued interview with the QIDP and FM
verified that client #3's goals are current. Further
interviews with the QIDP and FM verified that
staff should follow all program goals for client #3
as written.
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