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I 000 Initial Comments

A licensure survey was conducted at this 
Community Residence Facilities for Persons with 
Intellectual Disabilities (CRFPID) from 12/10/2025 
through 12/12/2025. A sample of two persons was
selected from a census of four.

The findings of the survey were based on 
observations, interviews, and a review of records.

1657C 3504.16 Meals And Dining

3504.16 Each CRFPID shall train the staff in the 
use of proper mealtime protocols and how to assist
persons who require special mealtime protocols or
utensils.

This Statute is not met as evidenced by: 
Based on observations, interviews and record 
reviews, the Community Residence Facilities for
Persons with Intellectual Disabilities (CRFPID)
failed to ensure six of seven Direct Support 
Professionals (DSPs #1, #2, #3, #4, #5 and #6),
House Manager (HM), Registered Nurse (RN), 
Licensed Practical Nurse (LPN) and the Program
Assistant (PA) interviewed received initial and 
ongoing training regarding each clients support 
needs (unbreakable curved coated tablespoon}, for
one of the two clients in the core sample (Person
#2) with hand contractures.

Findings included:

Observations during dinner on 12/10/2025 at 6:03
PM showed that Person #2 was served pureed 
mixed vegetables, baked chicken and brown rice in
a divided plate. Direct Support Professional (DSP)
#3 fed the Person the entire meal using a regular
tablespoon.
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