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W 240 INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(6)(i)

The individual program plan must describe 
relevant interventions to support the individual 
toward  independence.
This STANDARD  is not met as evidenced by:

W 240

 Based on record reviews and interview, the 
facility failed to ensure for 1 of 3 audit clients (#4) 
individual program plans (IPP) included specific 
information to support their overall independence.  
The findings are:

Observation in the home throughout 3/25 - 
3/26/24 revealed client #4 ambulating with a slow, 
shaky gait and wearing a gait belt. At no time was 
staff observed to hold the gait belt, and 
monitoring of client #4 as she ambulated was not 
consistent. When walking from the den to the 
dining room, staff ensured client #4's path was 
clear in front of her. However, the gait belt was 
not used to steady her. In addition, staff were 
inconsistent with maintaining close proximity to 
client #4 to ensure she did not fall when moving 
across the room or rising from her chair. Client #4 
gripped the closest table for balance when 
ambulating.

Review of the IPP, dated 5/3/23, revealed client 
#4 utilized a gait belt due to unsteady gait. 
However, no guidelines for the gait belt use could 
be located. 

Review of the latest physical therapy (PT) 
evaluation, dated 2019, revealed no gait belt or 
guidelines. 

Interview on 3/26/24 with Staff B revealed client 
#4's gait belt is only used in case she gets 
unstable. 
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W 240 Continued From page 1 W 240

Interview on 3/26/24 with the qualified intellectual 
disabilities professional (QIDP) revealed client #4 
had been assigned the gait belt before the QIDP 
began her duties in the home. 

Interview on 3/26/24 with the facility nurse 
revealed client #4 began wearing the gait belt due 
to hip surgery a few years ago after the facility 
noted a change in her gait. Staff use the gait belt 
if she becomes unsteady but there should be 
guidelines to ensure client #4's safety and that 
staff are aware of her needs. The facility nurse 
stated client #4 had a later PT evaluation, but 
client #4 should receive a new evaluation with 
guidelines.

W 487 DINING AREAS AND SERVICE
CFR(s): 483.480(d)(4)

The facility must assure that each client receives 
enough food.
This STANDARD  is not met as evidenced by:

W 487

 Based on observation, record review and 
interview, the facility failed to assure that 1 of 3 
sampled clients (#6) received enough food with 
meals.  The finding is:

During breakfast observation on 3/26/24, client #6 
consumed one turkey sausage patty, one serving 
of scrambled eggs, one biscuit, and one small 
glass of orange juice. She then reached toward 
the biscuit on another client's plate. Staff A 
prompted her to stop reaching into the client's 
plate and take her items to the kitchen. Client #6 
then asked if there was a snack. The staff told 
her she would have snack later. Client #6 took 
her items to the kitchen and repeatedly 
approached staff and the surveyor to ask for a 
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W 487 Continued From page 2 W 487
snack. She was not offered a second helping of 
any food item.

Review on 3/25/24 of client #6's individual 
program plan (IPP), dated 11/3/23, revealed no 
prescribed diet information. 

Review on 3/26/24 of client #6's nutritional 
evaluation, dated 11/22/23, revealed a prescribed 
regular diet with no restrictions.

Interview on 3/26/24 with the qualified intellectual 
disabilities professional (QIDP) revealed client #6 
may have second helpings of food items and is 
not restricted to one portion.

Interview on 3/26/24 with the facility nurse 
revealed client #6 is not on a restricted diet and 
may have seconds if she asks for more food.
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