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The individual program plan must include opportunities
for client cholce and self-management,

This STANDARD is NOT MET as evidenced by:

Based on observalions, record reviews and interview,
the facility falled to ensure 4 of 5 audiled clients

(1, #2, #4, and #5,) received a conlinuous active
trealment program consisling of needad interventions
and services in sufficient number and Trequiency. The

findings are:

A. The facllity failed to provide formal aclive
treatment opportunities to clients #1 during the
breakfast and dinner meal.

Observations al the group home on 3/30/26 al 5:11 PM
revealed cllent #1 was sitting in the living room with
peers watching televislon until prompted by slaff to
participate In the dinner mesal, Continued observations
revaaled staff to prepare and bring the prepared food
and beverage lo the dining table. Further observations
revealed client #1 completed her dinner meal and staff
did not prompt client #1 to bring her dishes to the

slnk. Additional observations revealed slaff took the
dishes io the sink.

Observations af the group home on 3/31/26 at 6:40 AM
revaaled client #1 was sitfing in the lving room with
peers watching television until prompted by slaff to
parlicipate in the breakfast meal, Coniinued
observations revealed slalf to prepare and bring the
prepared food and beverage lo the dining table. Further
observations revealed client #1 completed her breakfast
meal and staff did not prompt client #1 to bring her
dishes to the sink, Additional abservations revealed
staff took the dishes to the sink,

Review of client #1's record on 3/30/26 revealed a

person-centered plan (PCP) daled 10/26/25 which
Indicated a program goal to independently take the
dirty dishes to tha sink afier each meal 80% of the
time for 30 consecutive days.

The facility will ensure all clients (#1, #2,
#4 and #5) receive a continuous active
treatment program consisting of needed
interventions and services in sufficient
number and frequency.

Qualified Professional will in-service staff
on active treatment and formal active
treatment related to person supported
programs. QP in-service on formal
programs for #1, #2, #4 #5 and all others
supported.

The clinical team will monitor through
Interaction assessments and Mealtime
assessments 2x a week for 1 month and
then on a routine basis to ensure all
clients are provided continuous active
treatment and formal active treatment.

In the future, the Qualified Professional
will ensure staff are providing active
treatment, formal active treatment and
engaging apporunities for all clients,
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Interview with the QIDP on 3/31/28 canfirmed client
#1's program goals are current. Continued interview
confirmed slaff are responsible for support clients
with their program goals at all opporiunities.

B. The facility failed to provide formai active
treatment opportunities (o clients #2 during the
breakfast and dinner meal,

Observations at the group homa on 3/30/26 at5:11 PM
revealed client #2 was sitting in the living room with
beers watching television untii prompted by staff to
participate in the dinner meal. Continuad obsarvations
revealed siaff o prepare and bring the prepared food
and beverage [o the dining table. Further observations
reveal client #2 completed her meal, took her dishes to
the sink and returned fo the living room area.

Observations at the group home on 3/31/26 at 6:40 AM
revealed client #2 was sitting in the fiving room with
psers watching television until prompted by staff o
participate in the breakfast meal. Continued
observations revealed staff to prepare and bring the
prepared food and beverage to the dining table,

Further observations reveal client #2 compleled her
meal, took her dishes to the sink and returned to the

living room area.

Review of client #2's record on 3/30/26 revealed a
person-centered plan (PCP) dated 10/26/25 which
indicated two program goals to independently prepare a
simple meal 0% of the time for 4 consecutive weeks and
will independently load the dish washar 108% of the

time for 30 consecutive days.

Interview with the QIDP on 3/31/26 confirmed client
#2's program goals are currenl, Continued interview
confirmed slaff are responsible for support clients
Wilh their program goals at all opportunities.

C. The facility failed to provide formal active
treatment opportunities to clients #4 during the
breakfast and dinner meal.

Observalions at the group home on 3/30/26 at 5:11 PM
revealed client #4 was sitting in the living room with
peers walching television untl prompled by staff to
parlicipale in the dinner meal. Continued chservations
revealed staff to prepare and bring the prepared food
and beverage o the dining {able. Further ohservations
reveal client #4 completed her meal, look her dishes o
the sink and returned to the living room area,
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Observations al the group home on 3/31/26 at 6:40 AM
revealed client #4 was sitling In the living room with
poers watching television until prompled by staff to
parlicipate In the breakfast meal. Continued
observalions revealed stalf lo prepare and bring the
prepared food and beverage lo the dining table,

Further observations reveal client #4 compleled her
meal, took her dishes to the sink and relurned to the
living roem area.

Review of chent #4's record on 3/30/26 revealed a
person-centered plan {PCP) dated 11/25/25 which
indicated a program goal to independently put ice in
the prepared pitcher of juice or waler to put on the
lable or in the fridge 80% of the lime every evening
meallime for 30 consecutive days,

Interview with the QIDP on 3/31/26 confirmed client
#4's program goals are current, Continued interview
confirmed staff are responsible for support clients
with their program goals at all oppartunities.

D. The facility failed 1o provide formal aclive
treatment opportunities to clients #5 during the
breakfast and dinner meal.

Observations at the group home on 3/30/26 at 5:11 PM
revaaled client #5 was sitting in the living room with
peers walching television unlil prompled by staff lo
participate in the dinner meal. Continued observations
revealed staff to prepare and bring the prepared food
and beverage to the dining table. Further cbservations
reveal client #5 compleled her meal and staff took her
dishes fo the sink.

Observations at the group home on 3/31/28 at 6:40 AM
revealed client #5 was sitting in the living room with
peers watching television until prompled by staff to
participate in the breakfast meal, Conlinued
observations revealed slaff to prepare and bring the
prepared food and beverage to the dining table.

Further observations revaal client #5 completed har
meal and slaff took her dishes to the sink.

Review of client #5's record on 3/30/26 revealed a
person-centered plan (PCP) daled 11/16/25 which
Indicated two program goals to independently will set
her place selling with a verbal prompt for 30
conseculive days and to puree her food with partial
physleal assistance for 10 seconds for 30 cansecutive

days.
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Interview with the QIDP on 3/31/26 confirmed client
#5's program goals are current. Continued inferview
confirmed slaff are responsible for support clients
with their program goals at all opportunities,
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