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W 195 ACTIVE TREATMENT SERVICES
CFR(s): 483.440

The facility must ensure that specific active 
treatment services requirements are met.

This CONDITION  is not met as evidenced by:

W 195

 The facility failed to: ensure each client received 
a continuous active treatment program, which 
included aggressive, consistent  implementation 
of a program of specialized and generic training, 
treatment, health services and related services 
that was directed towards the acquisition of the 
behaviors necessary for the client to function with 
as much self-determination and independence as 
possible (W196); ensure the individual program 
plan (IPP) stated the specific objectives 
necessary to meet the client's needs, as identified 
by the comprehensive assessment (W227); 
ensure each client's IPP described relevant 
interventions to support the individual toward 
independence (W240); ensure each client had 
opportunities for client choice and 
self-management (W247); ensure clients 
received a continuous active treatment program, 
which includes aggressive, consistent 
implementation of a program of specialized and 
generic training and treatment directed towards 
the acquisition of the behaviors necessary for the 
client to function with as much self-determination 
and independence as possible (W249); and 
ensure each client's comprehensive functional 
assessment (CFA) was updated completed or 
updated annually (W259).

The cumulative effect of these systemic practices 
resulted in the facility's failure to provide 
statutorily mandated active treatment services to 
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W 195 Continued From page 1 W 195
their clients.

W 196 ACTIVE TREATMENT
CFR(s): 483.440(a)(1)

Each client must receive a continuous active 
treatment program, which includes aggressive, 
consistent  implementation of a program of 
specialized and generic training, treatment, health 
services and related  services described in this 
subpart, that is directed toward: 
  (i) The acquisition of the behaviors necessary for 
the client to function with as much self 
determination and independence as possible; and
  (ii) The prevention or deceleration of regression 
or loss of current optimal functional status.

This STANDARD  is not met as evidenced by:

W 196

 Based on observations, record review and 
confirmed by interviews with staff, the facility 
failed to provide an aggressive implementation of 
specialized treatment to 5 of 5 audit clients (#1, 
#2, #3, #4, and #5). The findings are:

A. Cross reference W227: The facility failed to 
ensure 1 of 5 audit client's (#2) Individual 
Program Plan (IPP) included objectives to 
address his needs in the area of money 
management, personal hygiene, vocational goals, 
and weight management needs. 

B. Cross reference W240: The facility failed to 
ensure 1 of 5 audit client's (#2) IPP included 
specific information to support his independence. 

C. Cross reference W247: The facility failed to 
ensure each client had the opportunity to choose 
their personal preference regarding the food they 
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W 196 Continued From page 2 W 196
consumed. This affected 5 of 5 audit clients (#1, 
#2, #3, #4, and #5). 

D. Cross reference W249: The facility failed to 
ensure 4 of 5 audit clients (#1, #2, #3, and #4) 
received a continuous active treatment program 
consisting of needed interventions and services 
as identified in their IPPs and Behavior 
Intervention Plans (BIP) in the areas of leisure 
activities.

E. Cross reference W259: The facility failed to 
ensure the comprehensive functional 
assessments (CFA) were completed annually. 
This affected 3 of 5 audit clients (#2, #3, and #4).

W 227 INDIVIDUAL PROGRAM PLAN
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:

W 227

 Based on observations, record review, and 
interviews, the facility failed to ensure 1 of 5 audit 
client's (#2) Individual Program Plan (IPP) 
included objectives to address his needs in the 
area of money management, personal hygiene, 
vocational goals, and weight management needs. 
The finding is:

Observation in the home throughout 3/16/26 and 
3/17/26 revealed client #2 in his bed, on the 
computer. He was not observed to participate in 
independent skill training, and only exited his 
room for meals and medication administration. 
His appearance was observed to be extremely 
disheveled, and his long hair to be very greasy 
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W 227 Continued From page 3 W 227
and matted. 

Review on 3/16/26 of client #2's IPP, dated 
6/21/25, revealed he is diagnosed with autism, 
depression, and anxiety. He presently serves as 
his own guardian and is diagnosed with mild 
intellectual disability. Further review revealed he 
wants to get his license and a job, and attend 
classes. Continued review revealed his only goals 
to include a task analysis training for bathing, 
brushing his teeth thoroughly, and washing his 
clothes. No goals could be located to address his 
hair, vocational training, and budgeting his 
money.

Review on 3/16/26 of client #2's psychology 
evaluation, dated 10/23/25, revealed he is 
capable of all daily living skills but sometimes 
chooses not to bathe, do chores, and prepare 
meals. He has never had to budget, and he is in 
need of guidance and encouragement with adult 
skill development. He would like to continue his 
education and would benefit from testing and 
enrolling in technical school. He needs assistance 
in this area.

Review on 3/16/26 of client #2's nutrition 
evaluation, dated 6/18/25, revealed he weighs 
350 lbs. and is considered morbidly obese. He 
orders pizza and has soft drinks and other food in 
his room. He prefers to be by himself and needs 
encouragement for healthy food options and daily 
activity.

Review on 3/16/26 of client #2's medical 
evaluation, dated 12/19/25, revealed he weighed 
346.8 and had hypertension. He was previously 
seen on 10/15/25 for knee pain and shortness of 
breath with Obesity Class 3 category. On 2/8/26, 
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W 227 Continued From page 4 W 227
he weighed 358 lbs. 

Interview on 3/17/26 with client #2 revealed he 
wanted to attend school for computers and get 
his license. He stated that he wanted to get a job 
one day.

Interview on 3/17/26 with Staff B revealed client 
#2 stays in his room on the computer for most of 
the day. He uses his headphones and talks to his 
friends on the computer. He is smart and could 
do a lot, but prefers to be in his room. 

Interview on 3/17/26 with Staff C revealed client 
#2 has health issues and has probably gained 
weight at the home. Staff try to get him to go 
outside, but he refuses. 

Interview on 3/17/26 with the facility nurse 
revealed while client #2 is overweight, he cannot 
be forced to eat healthy and often keeps food in 
his room. He tends to stay in his room and refuse 
to do anything else. He receives some funds, but 
he is his own guardian and spends it all on food 
or items that are not necessary.

Interview on 3/17/26 with the Qualified Intellectual 
Disabilites Professional (QIDP) revealed client #2 
was admitted to the facility from the hospital, and 
he was homeless prior to his hospital stay. At the 
time, he wanted to live at  the facility and follow a 
program. However, he has refused to do anything 
except stay on his computer in his room. He has 
not been assessed for school enrollment or 
started vocational training. If he receives any 
funds, he spends it on unnecessary items. He 
could do much more, but his motivation is very 
low, and the staff cannot force him to do 
something.
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W 227 Continued From page 5 W 227

In summary, client #2 has long term goals of 
going to school for computer work, securing a 
job, gaining his driver's license, and purchasing a 
car. Additional programming in the areas of 
socialization, grooming, and budgeting are 
needed toward his first steps of reaching his 
goals. Supports for vocational assessments, job 
applications, and school enrollment are 
necessary to ensure he attains these long term 
goals and moves toward greater independence.

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 observations, record review and 
interviews, the facility failed to ensure each 
client's Individual Program Plan (IPP) included 
specific information to support his independence. 
This affected 1 of 5 audit clients (#2). The finding 
is:

Observations in the home throughout 3/16/26 - 
3/17/26 revealed client #2 in his bed on the 
computer. He neither engaged with peers and 
staff, nor did he participate in skill training and 
home chores. 

Review on 3/16/26 of client #2's IPP, dated 
6/21/26, revealed no specific information 
regarding his prolonged use of the computer in 
his room, his ability to complete home chores, 
and socialization. No guidelines for computer use 
were located, and no staff guidelines to promote 
active participation were located. 
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W 240 Continued From page 6 W 240

Review on 3/16/26 of client #2's daily schedule 
revealed he should be involved in a variety of 
leisure activities, but no specific guidelines for 
staff were included. In addition, his schedule 
stated he should "engage with consumers and 
staff, complete an activity such as walking or 
completing a job search, and groom his hair". 
However, no specific information to support these 
activities or skills was provided. 

Interview on 3/16/26 with Staff E revealed client 
#2 chooses to stay in his room even when staff 
offer him alternatives. 

Interview on 3/17/26 with the Qualified Intellectual 
Disabilites Professional (QIDP) revealed client #2 
has a schedule to follow, but refuses to do 
anything except stay in his room on his computer. 
The staff do not know what else to do for him to 
participate in other activities. He does not want to 
converse with peers. He needs supports from 
staff to participate in skills building and 
motivation. At this time, there are no additional 
supports or ways that have been approached to 
motivate him.

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 and interview, the facility 
failed to ensure each client had the opportunity to 
choose their personal preference regarding the 
food they consumed. This affected 5 of 5 audit 
clients (#1, #2, #3, #4, and #5). The finding is:
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W 247 Continued From page 7 W 247

During breakfast observation on 3/17/26 at 
7:40am, clients were served oatmeal, toast with 
pre-spread jelly, and water. No choice of  
beverage was offered. Client #4, nonverbal, 
stared at his toast and then scraped the jelly off 
with his spoon. Staff A and Staff B commented 
that he did not want the jelly. All other clients ate 
their toast with jelly. 

Review on 3/17/26 of the facility menu revealed 
clients should have been offered a choice of fresh 
fruit or juice with their breakfast. 

Interview on 3/17/26 with the Qualified Intellectual 
Disabilites Professional (QIDP) revelaed 
condiments should not be pre-spread, and a 
choice offered before being served. In addition, a 
choice of beverage should have been offered.

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 reviews and 
interviews, the facility failed to ensure 4 of 5 audit 
clients (#1, #2, #3, and #4) received a continuous 
active treatment program consisting of needed 
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W 249 Continued From page 8 W 249
interventions and services as identified in their 
Behavior Intervention Plans (BIP) in the areas of 
leisure activities. The findings are:

A. Observation throughout 3/16/26 and 3/17/26 in 
the home revealed client #2 to be in his bed while 
on his computer all morning and afternoon. On 
3/16/26 from 9:30am - 11:30am, he remained in 
his room with the lights out and on his computer. 
He came to the dining room for lunch at 11:30am 
and returned to his bedroom at 11:45am, after 
eating. From 12:00pm - 3:00pm, Staff A, B, and C 
sat in the dining/den area on their phones. No 
enrichment activities were offered, nor variety of 
activities. Client #2 remained in his bedroom on 
his computer. At 3:00pm, Staff E went to check 
on client #2 and suggested he come out. Client 
#2 refused. He stayed in his room until dinner 
was served, at 5:15pm. 

On 3/17/26 from 6:30am - 7:40am, he was 
observed sleeping in his room. At 7:41am, he 
went to the dining area to eat a bowl of cereal and 
return to his room. He briefly exited his room for 
medication administration, and then returned to 
his bed where he put his headphones on and 
logged onto his computer. No additional 
enrichment activities or structured program was 
offered. From 9:00am - 10:00am, Staff A, B, and 
C sat in the dining/den area on their phones. 

Review on 3/17/26 of client #2's structured 
schedule revealed he should engage with peers 
and staff for 1.5 hours per day and participate in 
enrichment activities such as walking, reading, 
completing job applications, and community 
outings.

Review on 3/17/26 of client #2's IPP, dated 
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W 249 Continued From page 9 W 249
6/21/25, revealed he has goals for learning how 
to shower, brushing his teeth, and completing his 
laundry. Further review revealed he wants to get 
his license, purchase a car, and to fill out job 
applications. Continued review revealed daily 
physical activity should be encouraged.

Review on 3/17/26 of client #2's BIP, dated 
6/21/25, revealed a diagnosis of autism, 
depression, and anxiety. He has target behaviors 
to include non-compliance, self-injurious 
behavior, threatening behavior/aggression, lying, 
profanity, loud vocalizations, and severe 
disruptive behavior. He has a history of suicidal 
thoughts. Preventative procedures include 
enrichment and reinforcement. Enrichment 
activities should be on-going and include 
community outings, vocational opportunities, 
structured leisure and recreational activities while 
at home. When not actively engaged in obvious 
skill building habilitation goals, he should be 
provided with opportunity and encouraged to 
engage during leisure time in a structured and 
stimulating activity. 

Review on 3/17/26 of the facility cell phone policy, 
no date given, revealed during work hours, all cell 
phones should be turned off, and the use of 
phones could result in disciplinary measures.

Interview on 3/16/26 with Staff E revealed client 
#2 wants to only stay in his room, but he is 
capable of more. His motivation is low.

Interview on 3/17/26 with the Qualified Intellectual 
Disabilites Professional (QIDP) revealed client #2 
refuses to come out of his room and just want to 
be on the computer. The facility has considered 
relocating his computer, but he would have to 
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give his consent. Staff should not be on their 
phones during work hours, per policy, and should 
be offering a selection of activies throughout the 
day.

B. Observation on 3/16/26 and 3/17/26 in the 
home revealed client #3 to be either watching 
cartoons on television or watching videos on his 
iPad for extended amounts of time for leisure 
activity. From 11:57am - 1:45pm, he watched 
cartoons on television in the den. No other 
activities were offered. From 1:46pm - 3:00pm, 
he sat at the dining table watching church videos. 
Staff A, B, and C were observed in the dining/den 
area on their phones, and no other leisure activity 
was offered. From 3:01pm - 4:20pm, he 
remained at the dining table watching church 
videos. Staff E interacted and talked with him. 

On 3/17/26 from 8:30am - 10:00am, client #3 
watched cartoons in the den. No other leisure 
activities were offered. From 9:00am - 9:20am, 
Staff A, B, and C were observed on their phones 
in the dining room.  

Review on 3/17/26 of client #3's IPP, dated 
10/8/25, revealed goals to include preparing 
vegetables for meals, brushing his teeth, and 
making his bed. Further review revealed he wants 
to work on cooking skills and likes to go outside.

Review on 3/17/26 of client #3's BIP, dated 
1/15/26, revealed target behaviors to include 
non-compliance, self-injurious behavior, 
threatening behavior/aggression, lying, spitting, 
profanity, loud vocalizations, and severe 
disruptive behavior. Preventative procedures 
include enrichment and reinforcement. 
Enrichment activities should be on-going and 
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include community outings, vocational 
opportunities, structured leisure and recreational 
activities while at home. When not actively 
engaged in obvious skill building habilitation 
goals, he should be provided with opportunity and 
encouraged to engage during leisure time in a 
structured and stimulating activity. 

Review on 3/17/26 of the facility cell phone policy, 
no date given, revealed during work hours, all cell 
phones should be turned off, and the use of 
phones could result in disciplinary measures.

Interview on 3/16/26 with Staff E revealed client 
#3 likes to participate in meal preparation and can 
will do chores but prefers to watch gospel videos 
during leisure time. 

Interview on 3/17/26 with the Qualified Intellectual 
Disabilites Professional (QIDP) revealed client #3 
likes gospel videos but he should be offered a 
choice of other activities as well. Staff should not 
be on their phones during duty, per policy. They 
should be following the schedule for enrichment 
activities. 

C. Observation throughout 3/16/26 and 3/17/26 in 
the home revealed client #4 to be on his iPad for 
leisure activity. No other activity was offered to 
him. On 3/16/26 from 9:30am - 11:30am, he 
either remained in his room with the lights out and 
on his iPad or ran down the hall with his iPad to 
briefly stand in the den area. He came to the 
dining room for lunch at 11:30am and returned to 
his bedroom at 11:45am, after eating, to obtain 
his iPad. From 12:00pm - 3:00pm, Staff A, B, and 
C sat in the dining/den area on their phones. No 
enrichment activities were offered, nor variety of 
activities. Client #4 remained in his bedroom on 
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W 249 Continued From page 12 W 249
his iPad until 4:50pm. On 3/17/26 from 8:00am - 
9:30am, he remained in his room on his iPad. No 
other activies for leisure were offered.

Review on 3/17/26 of client #4's IPP, dated 
11/12/25, revealed goals to include washing his 
hands, brushing his teeth, and completing his 
laundry needs. Further review revealed he is 
non-verbal and communicates through gestures, 
pointing, and clapping. While he prefers to be on 
his iPad, he should be offered choices of 
activities. 

Review on 3/17/26 of client #4's BIP, dated 
11/12/25, revealed target behaviors to include 
non-compliance, food stealing, physical 
aggression, falling to the floor, severe disruptive 
behavior, and loud vocalizations. Preventative 
procedures include enrichment and 
reinforcement. Enrichment activities should be 
on-going and include community outings, 
vocational opportunities, structured leisure and 
recreational activities while at home. When not 
actively engaged in obvious skill building 
habilitation goals, he should be provided with 
opportunity and encouraged to engage during 
leisure time in a structured and stimulating 
activity. 

Review on 3/17/26 of the facility cell phone policy, 
no date given, revealed during work hours, all cell 
phones should be turned off, and the use of 
phones could result in disciplinary measures.

Interview on 3/16/26 with Staff A revealed client 
#4 has autism and wants to be on his iPad all the 
time.  

Interview on 3/17/26 with the Qualified Intellectual 
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Disabilites Professional (QIDP) revealed client #4 
will sit briefly with the group, but normally his iPad 
with him all the time. Staff should provide a 
choice of leisure activities. Staff should not be on 
cell phones, per facility policy.

D. Observation throughout 3/16/26 and 3/17/26 in 
the home revealed client #1 to be on either 
sleeping or watching television for extended 
amounts of time for leisure activity. On 3/16/26 
from 11:57am - 3:00pm, he sat on the sofa and 
watched cartoons, falling asleep at times. Staff A, 
B, and C sat in the den/dining area on phones. 
No other leisure activity was offered. At 3:15pm, 
Staff E prompted client #1 to do chores and 
assisted him. At 4:20pm, Staff D assisted him to 
the activity area to do a puzzle before dinner. On 
3/17/26 from 8:00am - 9:15am, client #1 watched 
cartoons in the den. No other leisure activity was 
offered. 

Review on 3/17/26 of client #1's IPP, dated 
8/23/25, revealed goals for money management, 
setting the table, and brushing his teeth. Further 
review revealed he needs to develop leisure 
skills.

Review on 3/17/26 of client #1's BIP, dated 
8/15/25, revealed target behaviors to include 
non-compliance, loud vocalizations, PICA, and 
profanity. Preventative procedures include 
enrichment and reinforcement. Enrichment 
activities should be on-going and include 
community outings, vocational opportunities, 
structured leisure and recreational activities while 
at home. When not actively engaged in obvious 
skill building habilitation goals, he should be 
provided with opportunity and encouraged to 
engage during leisure time in a structured and 
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W 249 Continued From page 14 W 249
stimulating activity. 

Review on 3/17/26 of the facility cell phone policy, 
no date given, revealed during work hours, all cell 
phones should be turned off, and the use of 
phones could result in disciplinary measures.

Interview on 3/17/26 with the Qualified Intellectual 
Disabilites Professional (QIDP) revealed client #1 
should be provided with a choice of leisure 
activities. Staff should not be on cell phones, per 
facility policy.

W 259 PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(2)

At least annually, the comprehensive functional 
assessment of each client must be reviewed by 
the interdisciplinary team for relevancy and 
updated as needed.
This STANDARD  is not met as evidenced by:

W 259

 Based on record reviews and interviews, the 
facility failed to ensure the comprehensive 
functional assessments (CFA) were completed 
annually. This affected 3 of 5 audit clients (#2, #3, 
and #4).  The finding is:

Record review on 3/17/26 revealed no updated 
CFA could be located in client #3's chart. A 
partially completed CFA was filled in for clients #2 
and #4 with no date filled in. 

Interview on 3/17/26 with the Qualified Intellectual 
Disabilities Professional (QIDP) revealed that the 
CFA's had not been completed for clients #2, #3, 
and #4.

 

W 436 SPACE AND EQUIPMENT
CFR(s): 483.470(g)(2)

W 436
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W 436 Continued From page 15 W 436
The facility must furnish, maintain in good repair, 
and teach clients to use and to make informed 
choices about the use of dentures, eyeglasses, 
hearing and other communications aids, braces, 
and other devices identified by the 
interdisciplinary team as needed by the client.
This STANDARD  is not met as evidenced by:
 Based on observation, record review and 
interviews, the facility failed to ensure eyeglasses 
were furnished for 1 of 4 audit clients (#2). The 
finding is:

Observation in the home on 3/16/26 and 3/17/26 
revealed client #2 with no eyeglasses. However, 
a review of his vision examination, dated 10/2/25, 
revealed he was prescribed glasses. Interview 
with client #2 revealed he had no glasses.

Interview on 3/17/26 with the facility nurse 
revealed he had been prescribed glasses, but 
refused to pay for them. Since he is his own 
guardian, he was expected to pay. His parents 
also refused to pay for the glasses. The facility 
was then supposed to set up an appointment for 
him to go and pick out the glasses. The facility 
will pay for the glasses. However, this has not 
been set up at this point.

Interview on 3/17/26 with the Qualified Intellectual 
Disabilities Professional (QIDP) revealed client #2 
was prescribed glasses over 5 months ago. The 
facility has now approved to pay for them and an 
appointment has yet to be set up for him to 
secure the glasses.

 

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

Each client must receive a nourishing, 

W 460
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W 460 Continued From page 16 W 460
well-balanced diet including modified and 
specially-prescribed diets.

This STANDARD  is not met as evidenced by:
 Based on observations, record review and 
interviews, the facility failed to ensure 1 of 5 audit 
clients (#4) received his specially prescribed diet 
as indicated. The finding is:

During lunch observations and dinner 
observations on 3/16/26, client #4 was served 
juice and water. He was not served whole milk. 
During breakfast observations on 3/17/26 at 
7:40am, he was served water and 2% milk with 
breakfast. He was not served whole milk. 

Review on 3/16/26 of client #4's nutrition 
evaluation, dated 9/4/24, revealed a regular diet 
to include encouraged bran cereal and 
seconds/third servings at meals. Use whole milk 
at all meals and snack. He receives Ensure once 
per day.

Interview on 3/17/26 with the facilty nurse 
revealed client #4 had lost weight in the past and 
was receiving Ensure three times per day, as well 
as double/triple portions. He is still small, but his 
weight has stabilized and the concern has 
decreased. His Ensure was decreased to once 
per day. However, he should still receive double 
portions and whole milk at all meals, as 
prescribed. 

Interview on 3/17/26 with the Qualified Intellectual 
Disabilites Professional (QIDP) revealed client 
#4's weight had stabilized and he should be 
receiving whole milk at each meal as prescribed.
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W 478 Continued From page 17 W 478
W 478 MENUS

CFR(s): 483.480(c)(1)(ii)

Menus must provide a variety of foods at each 
meal.
This STANDARD  is not met as evidenced by:

W 478

 Based on observations and interviews, the facility 
failed to assure clients residing in the home were 
offered a variety of foods from each food group. 
This affected all clients residing in the home (#1, 
#2, #3, #4, and #5). The finding is:

Observation during breakfast on 3/17/26 revealed 
clients offered oatmeal and a piece of toast with 
jam. Water or 2% milk was served. No protein or 
fruit substitute was offered. 

Review on 3/17/26 of the home menu revealed 
clients should have received oatmeal, toast with 
jam, turkey sausage, and a choice of fresh fruit or 
juice.

Interview on 3/17/26 with Staff A revealed there 
was no turkey sausage available.

Interview on 3/17/26 with the Qualified Intellectual 
Disabilities Professional (QIDP) revealed the 
breakfast menu should have included food group 
listed, and substitutes should be given if needed. 
The QIDP confirmed the menu should have been 
followed to include protein.
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