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W 247 | INDIVIDUAL PROGRAM PLAN W 247

CFR(s): 483.440(c)(6)(vi)

The individual program plan must include
opportunities for client choice and
self-management.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure 1 sampled
client (#2) and 1 non-sampled client (#4) were
provided opportunities for choice and
self-management during mealtimes. The finding
is:

Morning observations on 1/29/25 at 7:06AM
revealed staff A to prompt clients to sit at the
dining table to prepare for the breakfast meal.
Continued observations revealed staff A to cut
client #2 and #4 toast by cutting it into bite size
pieces. At no point during the observation did
staff prompt clients #2 and #4 to cut their toast
independently.

Review of the record for client #2 on 1/29/25
revealed a life skills assessment dated 7/2/24
which indicated that the client could use a knife
independently with verbal and gestural cues.

Review of the record on 1/29/25 for client #4
revealed a life skills assessment dated 5/24/24
which indicated the client can use a knife with
independence with verbal and gestural cues.

Interview with the Program Manager (PM) on
1/29/25 revealed staff have been trained to allow
clients to be as independent as possible during
mealtimes. Continued interview with the PM
verified that clients #2 and #4's interventions and
objectives were current. Further interview with
the PM revealed staff should have prompted
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clients to use their knives to cut their food.
W 287 | MGMT OF INAPPROPRIATE CLIENT W 287
BEHAVIOR

CFR(s): 483.450(b)(3)

Techniques to manage inappropriate client
behavior must never be used for the convenience
of staff.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interview, the facility failed to ensure techniques
to manage behaviors were not used for the
convenience of staff. This affected 1 of 3
sampled clients (#3). The finding is:

During morning observations in the home on
1/29/25 revealed staff B and client #3 were sitting
in the living room area while the other clients
were sitting at the dining room table eating
breakfast. Continued observation revealed client
#3 to attempt to stand up several times and leave
the living room area and staff B redirected client
#3 to sit back down each time. Further
observation reveal staff B to walk client #3 to his
bedroom and direct him to lay down in the bed. At
no point during the observation did staff engage
client #3 in an activity.

Review on 1/29/25 of client #3's Individual
Program Plan (IPP) dated 1/31/24 did not reveal
techniques/restrictions or an increased level of
supervision for client #3 to where he couldn't
move around the home without redirection.
Contined review of the record for client #3
revealed a Positive Behavior Support Plan
(PBSP) dated 8/17/24 which did not reveal
techniques/restrictions or an increased level of
supervision for client #3 to where he couldn't
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move around the home without redirection.

During an interview on 1/29/25 with the Program
Manager (PM) confirmed there were no
techniques/restrictions or an increased level of
supervision for client #3 and that staff should not
have redirected him for convenience.

W 474 | MEAL SERVICES W 474
CFR(s): 483.480(b)(2)(iii)

Food must be served in a form consistent with the
developmental level of the client.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure food
consistency was served in a form according to
the developmental level for 1 of 3 sampled clients
(#6). The finding is:

Afternoon observations in the facility on 1/29/25
at 5:05PM revealed staff to assist client #6 to the
dining table to prepare for the dinner meal.
Continued observation revealed staff to assist
client #6 with eating his meal. Further observation
revealed staff to provide client #6 with a bowl of
pineapple chunks. Observations also revealed
client #6 to consume his pineapples with his
hand. At no point during the observation did staff
cut the pineapple chunks into a 2" chopped
consistency.

Morning observations on 1/29/25 at 7:10AM
revealed staff to prepare client #6's plate for the
breakfast meal. Continued observations revealed
staff to place the following food items on client
#6's plate: cereal and wheat toast cut in bite size
pieces. Further observations revealed client to
consume the meal in its entirety. Additional
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observations revealed staff to provide client #6
with a second piece of wheat toast. Observations
also revealed staff to cut client #6's toast into
large pieces. Observations revealed client #6 to
eat the toast in entirety. At no point during the
observation did staff cut client #6's toast into a /2"
chopped consistency.

Review of the record for client #6 on 1/29/25
revealed an individual support plan (ISP) dated
which indicates the client is edentulous and has
issues with swallowing. Continued review of the
record for client #6 revealed a nutritional
assessment dated 10/22/24 and physician's order
dated 1/29/25 which verifies the following
prescribed diet: ADA diet, high fiber, ¥2" chopped,
whole milk or juice with meals, three snacks per
day and prune juice 4 oz. per day.

Interview with the program manager (PM) on
1/29/25 revealed that staff have been trained to
prepare client #6's food according to the
prescribed diet consistency. Continued interview
with the PM verified that client #6's prescribed
diet is current. Further interview with the PM
revealed staff should prepare clients food
according to their prescribed diets.
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