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CFR(s): 483.440(b)(3)

A preliminary evaluation must contain background
information as well as currently valid
assessments of functional developmental,
behavioral, social, health and nutritional status to
determine if the facility can provide for the client's
needs and if the client is likely to benefit from
placement in the facility.

This STANDARD is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to have a current occupational
therapy assessment on file for 2 of 6 clients (#3
and #4). The findings are:

Review of records on 2/27/24 revealed an
individual support plan (ISP) for client #3 dated
7/1/23. Continued review of the ISP revealed a
physician order dated 1/1/24 that client #3 is
prescribed a sectional high sided plate for use at
mealtimes. Further review of the ISP revealed no
evidence of a current occupational therapy
assessment on file.

Review of records on 2/27/24 revealed an ISP for
client #4 dated 11/1/23. Continued review of the
ISP revealed that client #4 is prescribed a scoop
plate at all meals. Further review of the ISP
revealed no evidence of an occupational therapy
assessment on file.

Interview on 2/27/24 with the qualified intellectual
disabilities professional (QIDP) confirmed that the
facility did not have an occupational therapy
assessment on file for client #3 or client #4.
W 249 | PROGRAM IMPLEMENTATION W 249
CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
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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 observation, interview, and record
review, the facility failed to assure a continuous
active treatment program identified as an
individual need was implemented for 1 of 6 clients
(#3). The finding is:

Observations in the group home 2/27/24 at 7:24
AM revealed client #3 to sanitize his hands and
participate in the breakfast meal. Continued
observation revealed client #3 to be provided with
the following adaptive equipment: a dycem mat, a
scoop plate, built-up spoon, built-up fork, and
built-up knife. At no time during the breakfast
meal observation was client #3 provided with his
prescribed sectional plate (high-sided).

Review of the record on 2/27/24 for client #3
revealed an individual support plan (ISP) dated
7/1/23. Continued review of the ISP revealed a
physician order dated 1/1/24 that revealed client
#3 is prescribed a sectional high sided plate for
use at mealtimes. Further review of the ISP
revealed no evidence of a current occupational
therapy assessment on file.

Interview on 2/27/24 with the qualified intellectual
disabilities professional (QIDP) verified that client
#3's ISP was current. Continued interview
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The client's interdisciplinary team, including a
qualified dietitian and physician must prescribe all
modified and special diets.

This STANDARD is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facility failed to assure 3 of 6
clients (#1, #4 and #5) received food served in a
form consistent with the developmental level of
the clients. The findings are:

A. Observations in the group home on 2/26/24 at
5:46 PM revealed client #1 to participate in a
dinner meal which consisted of a thick slice of
meatloaf, broccoli flores, cheese sauce, mashed
potatoes, one dinner roll, lemonade, and water.
Continued observation revealed client #1's meal
to be served to him in whole consistency and he
received a prompt to cut up his meatloaf.
Subsequent observation revealed client #1 to eat
his half of his meatloaf in his dinner roll like a
sandwich before it was cut into half inch
consistency by staff. His broccoli flores remained
in a whole consistency.

Review of records for client #1 on 2/27/24
revealed an individual support plan (ISP) dated
9/27/23. Continued review of the ISP revealed a
high fiber diet cut into bite size pieces and
between meal snacks. Further review of records
for client #1 revealed a nutritional assessment
(NA) dated 9/28/23 with a high fiber heart healthy
diet with second food portions and food cut into
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confirmed that client #3 should have been
provided his prescribed sectional plate
(high-sided).
W 463 | FOOD AND NUTRITION SERVICES W 463
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bite size pieces with between meal snacks as
scheduled.

Interview with the qualified intellectual disabilities
professional (QIDP) and home manager (HM) on
2/27/24 revealed that client #1's ISP and NA are
current. Continued interview with QIDP and HM
confirm client#1's foods are to be served to him in
bite size pieces.

B. Observation in the group home on 2/26/24 at
5:29 PM revealed client #4 to participate in a
dinner meal which consisted of a thick slice of
meatloaf, one dinner roll, lemonade, and water.
Client #4's food was served in a whole
consistency. Continued observation revealed
client #4's to consume all his meal except
portions thrown on the floor.

Review of records for client #4 on 2/27/24
revealed an ISP dated 11/1/23. Continued review
of the ISP revealed a high fiber with irritable
bowel diet (IRB) modifications, food cut into bite
size pieces and snacks as scheduled. Further
review of records for client #4 revealed a NA
dated 10/19/23 with a high fiber heart healthy diet
with food cut into bite size pieces, diet
modifications for IRB with between meal snacks
as scheduled.

Interview with the QIDP and HM on 2/27/24
revealed the client #4's ISP and NA are current.
Continued interview with QIDP and HM confirm
client #4's foods are to be served to him in bite
size pieces.

C. Observations in the group home on 2/26/23 at
5:29 PM revealed client #5 to participate in a
dinner meal which consisted of a thick slice of
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meatloaf, broccoli flores, cheese sauce, mashed
potatoes, one dinner roll, lemonade, and water.
Continued observation revealed client #5's meal
to be served to him in whole consistency. At no
point during the observation did staff direct or
attempt to cut up client #5's food into half inch
consistency. Further observation revealed client
#5 to consume one hundred percent of his meal.

Review of records for client #5 on 2/27/24
revealed an ISP dated 7/20/23. Continued review
of the ISP revealed a no concentrated sweets,
high fiber heart healthy diet with second portions
of fruit or vegetables only. Further review of
records for client #5 revealed a NA dated 8/2/23
with a high fiber heart healthy diet with second
servings of fruits and vegetables only with food
cut into bite size pieces and snacks as
scheduled.

Interview with the QIDP and HM on 2/27/24
revealed the client 5's ISP and NA are current.
Continued interview with QIDP and HM confirm
client #5's foods are to be served to him in bite
size pieces.
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