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W 247 INDIVIDUAL PROGRAM PLAN

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:

W 247

 Based on observation, record review and 

interview, the facility failed to assure clients were 

provided opportunities for client choice for 1 of 5 

clients (#5).  The finding is:

   

Morning observations in the group home on 

4/8/25 at 7:06AM revealed client #5 to wash her 

hands and begin assisting with her breakfast 

meal.  Continued observation revealed client #5 

to assist with pureeing her eggs and then toast in 

the blender.  Further observation revealed client 

#5 to be assisted to the dining room table and 

begin eating her breakfast meal at 7:20AM.  

Additional observation at 7:22AM revealed the 

HM to get client #5 from breakfast for her 

medication administration pass.  

Subsequent observation in the group home on 

4/8/25 at 7:23AM revealed staff G to remove 

client #5's breakfast plate from the table and 

discard food. Continued observation at 7:30AM 

revealed client #5 to be assisted back to the table 

and refused her seat at the table. Further 

observation revealed client #5 to accept a seat at 

the kitchen bar with her tablet. Additional 

observation revealed client #5 was not offered 

more of the breakfast meal. Subsequent 

observations revealed client #5 returned to the 

medication room at 7:43AM where she could be 

heard yelling and screaming.

Review of records for client #5 on 4/8/25 revealed 

an Individual Service Plan (ISP) dated 1/23/25 
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W 247 Continued From page 1 W 247

and a behavior support plan (BSP) dated 

10/16/24. Continued review of the BSP revealed 

the following target behaviors: refusals, 

inappropriate verbal outbursts, hollering, yelling 

and stealing. 

Interview with the qualified intellectual disabilities 

professional (QIDP) on 4/8/25 revealed the BSP 

for client #5 is current. Further interview with the 

QIDP revealed staff should not have interrupted 

client #5's breakfast. Continued interview with the 

QIDP revealed the HM had time to allow client #5 

to eat her breakfast and complete the medication 

pass within the prescribed time.

W 249 PROGRAM IMPLEMENTATION

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:

W 249

 Based on observations, record review and 

interviews, the facility failed to ensure that a 

continuous active treatment program consisting 

of needed interventions were implemented as 

identified in the individual service plan (ISP) for 1 

of 5 clients (#5). The finding is:

Afternoon observations on 4/7/25 at 5:25PM 

revealed client #5 to wash her hands with staff 
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W 249 Continued From page 2 W 249

assistance in preparation for the dinner meal. 

Further observations revealed staff to guide client 

#5 to the dining table by standing behind the 

client and placing their arms across the client's 

chest. Observation did not reveal staff to use 

client #5's gait belt to assist the client to the table 

as prescribed.

Morning observations on 4/8/25 at 7:20AM 

revealed staff to walk the client from behind and 

again place her hands under the client's arms 

and around the client's chest to guide the client to 

the kitchen area. Observations did not reveal staff 

to use client #5's gait belt as prescribed.

Review of the record for client #5 on 4/8/25 

revealed a physical therapy (PT) Assessment 

dated 12/20/24 which indicated the client "has a 

very unsteady gait. Staff have been instructed to 

hold onto the gait belt for safety whenever the 

client ambulates". Further review of the record for 

client #5 revealed gait belt and wheelchair 

protocol which indicates the client will need the 

assistance of a gait belt to "steady her balance 

and prevent her from falling". Continued review of 

the gait belt and wheelchair protocol indicated 

staff will use the steps to ensure the client has the 

necessary protections while walking. 

Interview with the qualified intellectual disabilities 

professional (QIDP) on 4/8/25 revealed staff have 

been trained to use the gait belt in assisting client 

#5 during ambulation. Further interview with the 

QIDP verified that client #5 has gait belt and 

wheelchair protocol that staff must sign to ensure 

they are using the gait belt properly during 

ambulation. Continued interview with the QIDP 

revealed staff must use the gait belt for client #5 

during as prescribed.
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W 474 MEAL SERVICES

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:

W 474

 Based on observations, record reviews, and 

interview, the facility failed to ensure 2 of 5 clients 

(#2 and #4) received the correct food consistency 

relative to their prescribed diets.  The finding is: 

A. The facility failed to ensure client #2 received 

the correct diet consistency. For example:

Observation in the group home on 4/7/25 at 5:30 

PM revealed client #2 to participate in the dinner 

meal to include a turkey burger with bun, lettuce, 

tomato, onion, pickle, tater tots, water, apple juice 

and pudding. Continued observation of client #2's 

dinner revealed him to independently serve 

himself with some staff assistance to cut his 

turkey burger in half using a rocker knife. Further 

observation revealed client #2 to consume his 

turkey burger in whole form and consistency. At 

no point during dinner observation was client 2's 

turkey patty cut into bite size pieces as prescribed 

in his diet order. 

  

Review of records for client #2 on 4/8/25 revealed 

a nutritional assessment (NA) dated 1/8/25. 

Continued review of the NA for client #2 revealed 

a current diet order as follows: regular, thin 

liquids, cut meat into bite size pieces, minimally 

processed foods with fiber-rich fruits and 

vegetables, complex carbs in moderation, lean 

protein, healthy fats, limited added sugars and 

refined grains.   

Interview with the qualified intellectual disabilities 

professional (QIDP) on 4/8/25 revealed the NA for 
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W 474 Continued From page 4 W 474

client #2 is current. Further interview with QIDP 

revealed staff have been trained on client #2's 

diet consistency.  

B. The facility failed to ensure client #4 received 

the correct diet consistency.  For example:

Observation in the group home on 4/8/25 at 6:58 

AM revealed client #4 to participate in the 

breakfast meal to include scrambled eggs, toast 

with margarine and jelly, orange juice and 2% 

milk. Continued observation of client #4's 

breakfast revealed the client to independently 

assist with the preparation of her breakfast meal. 

Further observation revealed client #4 to 

consume one hundred percent of her meal. 

Additional observation revealed client #4 to clear 

her breakfast dishes and carry them to the 

kitchen as part of her active treatment goals. At 

no point during breakfast observation was client 

#4's toast prepared in a mechanically soft form 

and consistency as prescribed in her diet order.  

 

Review of records for client #4 on 4/8/25 revealed 

a nutritional assessment (NA) dated 1/8/25. 

Continued review of the NA for client #4 revealed 

a current diet to be mechanically soft due to 

mastication and fast intake.

 

Interview with the QIDP on 4/8/25 revealed the 

NA for client #4 is current. Further interviews with 

the QIDP revealed staff have been trained on 

client #4's diet.
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