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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, interviews, and record
reviews, the facility failed to assure a continuous
active treatment program was provided relative to
the use of interventions related to communication
objectives as identified in the individual support
plans (ISP) for 1 sampled client (#4) The finding
is:

Afternoon observations throughout the group
home on 2/13/24 revealed client #4 to participate
in various activities to include a leisure activity,
play with toys and participate in the dinner meal.
At no point during the observation was client #4
prompted to use a communication schedule.

Morning observations throughout the group home
on 2/14/24 revealed client #4 to participate in
various activities to include a leisure activity, play
with toys and participate in the breakfast meal
and medication administration. At no point during
the observation was client #4 prompted to use a
communication schedule.

Review of the record for client #4 on 2/14/24
revealed an ISP dated 3/24/23 indicating the
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following program goals: eating without stuffing
mouth, speech, wash hands, and wipe mouth
during meals. Continued review of the record for
client #4 revealed training objectives to include
the following: Given three verbal, four gestural,
and one object prompt, consumer will follow a
one-step object schedule by taking the object in
80% of trials over three consecutive months.

Interview with the qualified intellectual disabilities
professional (QIDP) on 2/14/24 revealed staff
should follow client #4's training objectives as
written. Continued interview with the QIDP
revealed all of client #4's training objectives and
program goals are current. Interview with the
program manager on 2/14/24 revealed staff
should follow all program goals and training
objectives for clients as prescribed.

W 454 | INFECTION CONTROL W 454
CFR(s): 483.470(1)(1)

The facility must provide a sanitary environment
to avoid sources and transmission of infections.

This STANDARD is not met as evidenced by:
Based on observations and interview, the facility
failed to ensure proper infection control
procedures were followed in order to promote
client health/safety and prevent possible
cross-contamination. This potentially affected 6 of
6 clients (#1, #2, #3, #4, #5, and #6) residing in
the home. The finding is:

During an observation on 2/13/24 between 4:01
PM and 5:42 PM revealed upon entering the
facility the dining room table was pre-set with
cups, silverware, napkins, dycem mats, and
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placemats. Further observations revealed staff
prompted clients to sit at the dining room table to
play with a selection of activities (connect 4,
coloring books, crayons, and cards). Subsequent
observations revealed 5 of 6 clients participated
at the dining table with 3 staff members. At no
time during the observation period did the staff
remove the table setting and clean/santize the
table prior to serving dinner. Observations also
revealed the same cups, silverware, napkins,
dycem mats, and placemats remained on the
table and were used during dinner.

During an observation on 2/14/24 between
6:00AM-7:00AM, revealed upon entering the
facility the dining room table was pre-set with
cups, silverware, napkins, dycem mats, and
placemats. Further observations revealed staff
prompted 2 clients to sit at the dining room table
to play with flip cards and UNO cards. At no time
during the observation period did the staff remove
the table setting and clean/sanitize the table prior
to serving breakfast. Observations also revealed
the same cups, silverware, napkins, dycem mats,
placemats remained on the table and were used
during breakfast.

Interview with the qualified intellectual disabilities
professional (QIDP) on 2/14/24 revealed staff
should have set the table with clean tableware
after the activities were completed and the table
was cleaned.
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