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W 227 INDIVIDUAL PROGRAM PLAN W 227
CFR(s): 483.440(c)(4)

The individual program plan states the specific
objectives necessary to meet the client's needs,
as identified by the comprehensive assessment
required by paragraph (c)(3) of this section.
This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure the individual
program plan (IPP) identified specific objectives
to meet client #5's needs. This affected 1 of 4
audit clients. The finding is:

The facility did not ensure client #5's IPP included
objectives to tolerate the hand protector.

Evening observations in the group home on
9/9/24, client #5 was walking with his hands
holding onto his walker without wearing his palm
protectors on each hand. Client #5 then went
outside to participate in an activity without
wearing his palm protectors. Further observation
on 9/10/24 client #5 did not wear his palm
protectors when he was walking to the breakfast
table. Client #5 was not wearing palm protectors
when leaving to attend the day program.

Review on 9/9/24 of occupational therapy
assessment dated 11/9/23 revealed
recommendation of wearing palm protectors that
would protect the palm from skin breakdown and
should worn for extended amount of time.

Interview on 9/10/24 staff C revealed that client
#5 should wear his palm protectors but he doesn't
like wearing them. Client #5 does have skin
breakdown in his hands sometimes.

Interview on 9/10/24 the qualified intellectual
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disabilities professional (QIDP) confirmed client
#5 should wear his palm protectors and be
offered his palm protectors daily.

W 460 FOOD AND NUTRITION SERVICES W 460
CFR(s): 483.480(a)(1)

Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to ensure each client
received a nourishing, well balanced diet
including modified specially prescribed diet as
prescribed. This affected 1 of 4 audit clients (#4).
The findings is:

Dinner observation in the home on 9/9/24, client
#4 meal consisted of tomato soup, turkey burger
and fruit.

Review on 9/10/24 of client #4's Individual
Program Plan (IPP) dated 3/4/24 stated he is
allergic to tomato.

Review on 9/10/24 of client #4's physician orders
signed 7/31/24 stated he is allergic to tomato.

Interview on 9/11/24, staff C stated he was not
aware of any known food allergies for client #4.

Interview on 9/11/24, the Home Manager
confirmed client #4 was allergic to tomatoes.He
would have some intestinal issues if consumed.
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