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W 104 GOVERNING BODY

CFR(s): 483.410(a)(1)

The governing body must exercise general policy, 

budget, and operating direction over the facility.

This STANDARD  is not met as evidenced by:

W 104

 Based on observation and interviews, the 

governing body and management failed to 

exercise general policy, budget and operating 

direction over the facility by failing to assure 

damage to the facility van was reported, tracked 

and repaired in a timely manner.  The finding is:

Observations conducted of the group home van 

on 4/11/18 at 8:55 AM revealed damage to the 

interior ceiling of the van evidenced by the lining 

hanging down towards the rear of the van with a 

large hole in the lining above the seat of client #4.  

Further observation of the damage revealed the 

presence of the metal top of the van through the 

interior lining hole.  Continued observation of the 

interior of the facility van revealed 3 of 5 ceiling 

vents to be missing with holes in the lining where 

the vents were not present.  

Interview with group home staff on 4/11/18 

revealed damage to the ceiling interior of the van 

was a result of behavioral issues of client #4.  

Further interview with staff revealed the van 

interior had been damaged for a while and it was 

unknown how long.  Interview with the group 

home qualified intellectual disabilities professional 

(QIDP) revealed she was aware of the damage to 

the interior of the group home van.  Further 

interview with the QIDP revealed there was 

currently no current work order to address the 

internal damage of the group home van and 
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W 104 Continued From page 1 W 104

documentation was unavailable related to the 

length of time the van had been in the current 

state of disrepair.  The QIDP further indicated 

maintenance staff was aware of the van's 

condition although the QIDP was unaware of 

when or if repairs were scheduled.   Therefore, 

the management failed to assure damage to the 

group home van was reported, tracked and 

repaired in a timely manner as indicated by 

observation and interviews.

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 record review, observation and staff 

interview, the team failed to assure the behavior 

support plan (BSP) was implemented as 

prescribed for 1 of 3 sampled clients (#4).  The 

finding is:

Observations in the group home throughout the 

4/10-11/18 survey revealed client #4 to have a 

one to one staff member and to intermittently 

engage in self injurious behavior, which was 

primarily hitting or attempting to hit his head 

lightly or moderately hard, with a closed fist.  The 

one to one staff members were observed to 
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W 249 Continued From page 2 W 249

prompt and redirect the client during these 

occasions.  Client #4 was observed to be wearing 

a protective helmet for most of the survey.

Review of the record for client #4 on 4/11/18 

revealed a person centered plan (PCP) dated 

9/12/17 which included a BSP dated 9/15/17.  

The BSP objective stated the client's ability to 

tolerate his daily routine will improve so that his 

rates of target behaviors reduce to 5 or less 

episodes bi-weekly for 12 consecutive review 

periods by 9/1/18.  Continued review of the BSP 

revealed client #4 to have a one to one staff 

member during waking hours due to self-injurious 

behavior (SIB), aggression and an unsteady gait.  

Further review revealed target behaviors of self 

injurious behavior (hitting forehead or chin with a 

closed fist, biting hands, head banging), property 

destruction, aggression, non-cooperation and 

disrupted sleep.  Continued review of the PCP 

and BSP revealed client #4 to be prescribed 

multiple medications for behaviors which included 

Abilify, Tegretol, Inderal and Prozac. 

Review of the BSP interventions for SIB included 

prompting the client to put his hands down, 

blocking, toys/reinforcers, and a protective 

helmet.  Documentation instructions for staff 

indicated that "all episodes" of disruptive behavior 

should be documented on behavior intervention 

sheets and that the behavior analyst (BA) or 

psychologist would monitor the progress of the 

behavior plan at least bi-weekly.  Continued 

review of the BSP did not reveal how "episodes" 

was defined.

Review of the Behavior Data/Intervention Sheets 

on 4/11/18 for the period of 10/1/17 through 

4/10/18 revealed 14 dates for which episodes of 
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SIB were documented.  Review of the 

documentation for these episodes indicated the 

SIB occurred throughout the day or several hours 

throughout a shift, except for one entry which 

indicated a behavior lasted 5 minutes. Review of 

the "graphic progress notes" for the period of 

10/1/17 through 3/31/18 revealed the following: 

10/1/17 - 10/15/17, 13 target behaviors (TB); 

10/16/17 - 10/31/17, 0 TB; 11/1/17 - 11/15/17, 0 

TB; 11/16 - 11/30/17, 5 TB; 12/1/17 - 12/15/17, 7 

TB; 12/6/17 - 12/31/17, 0 TB; 1/1/18 - 1/15/18, 0 

TB; 1/16/18 - 1/31/18, 12 TB; 2/1/18 - 2/15/18, 0 

TB; 2/16/18 - 2/28/18, 0 TB; 3/1/18 - 3/15/18, 0 

TB; 3/16/18 - 3/31/18, 0 TB.

Review of the accident/incident reports on 

4/10/18 for client #4 for the period of 10/1/17 

through 4/10/18 revealed a total of 35 days for 

which a report was completed.  All 7 months 

reviewed had at least one incident/accident report 

completed related to client #4's SIB.  SIB included 

the client hitting or attempting to hit himself and 

banging his head on walls or objects.  The 

majority of the accident/incident reports indicated 

the client engaged in SIB multiple times, on and 

off throughout a day or shift.

Interview with the BA on 4/11/18 revealed her 

interpretation of an "episode" as stated in the 

BSP was for each time client #4 engaged in a 

SIB, but indicated the team had struggled to 

figure out how to document the episodes and that 

most staff were completing an accident/incident 

report for each day or shift the client engaged in 

SIB and not always completing a behavior data 

sheet.  The BA indicated that one TB was being 

recorded for each behavior data sheet entry for 

the purpose of demonstrating client progress, 

regardless of how many times or how long the 
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W 249 Continued From page 4 W 249

client engaged in SIB during the time period 

indicated on the behavior data sheet.  Interview 

with the BA and the qualified intellectual 

disabilities professional (QIDP) on 4/11/18 

confirmed staff were not completing the behavior 

data sheets as prescribed in the BSP and 

confirmed that because of this, the progress for 

the BSP objective was not being measured 

accurately and therefore the BSP was not being 

implemented as prescribed.

W 252 PROGRAM DOCUMENTATION

CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria 

specified in client individual program plan 

objectives must be documented in measurable 

terms.

This STANDARD  is not met as evidenced by:

W 252

 Based on record review, observation and staff 

interview, the team failed to ensure data relative 

to the behavior support plan (BSP) was taken as 

prescribed for 1 of 3 sampled clients (#4).  The 

finding is:

Observations in the group home throughout the 

4/10-11/18 survey revealed client #4 to have a 

one to one staff member and to intermittently 

engage in self injurious behavior, which was 

primarily hitting or attempting to hit his head 

lightly or moderately hard, with a closed fist.  The 

one to one staff members were observed to 

prompt and redirect the client during these 

occasions.  Client #4 was observed to be wearing 

a protective helmet for most of the survey.
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W 252 Continued From page 5 W 252

Review of the record for client #4 on 4/11/18 

revealed a person centered plan (PCP) dated 

9/12/17 which included a BSP dated 9/15/17.  

The BSP objective stated the client's ability to 

tolerate his daily routine will improve so that his 

rates of target behaviors reduce to 5 or less 

episodes bi-weekly for 12 consecutive review 

periods by 9/1/18.  Continued review of the BSP 

revealed client #4 to have a one to one staff 

member during waking hours due to self-injurious 

behavior (SIB), aggression and an unsteady gait.  

Further review revealed target behaviors of self 

injurious behavior (hitting forehead or chin with a 

closed fist, biting hands, head banging), property 

destruction, aggression, non-cooperation and 

disrupted sleep.  Continued review of the PCP 

and BSP revealed client #4 to be prescribed 

multiple medications for behaviors which included 

Abilify, Tegretol, Inderal and Prozac. 

Review of the BSP interventions for SIB included 

prompting the client to put his hands down, 

blocking, toys/reinforcers, and a protective 

helmet.  Documentation instructions for staff 

indicated that "all episodes" of disruptive behavior 

should be documented on behavior intervention 

sheets and that the behavior analyst (BA) or 

psychologist would monitor the progress of the 

behavior plan at least bi-weekly.  Continued 

review of the BSP did not reveal how "episodes" 

was defined.

Review of the Behavior Data/Intervention Sheets 

on 4/11/18 for the period of 10/1/17 through 

4/10/18 revealed 14 dates for which episodes of 

SIB were documented.  Review of the 

documentation for these episodes indicated the 

SIB occurred throughout the day or several hours 

throughout a shift, except for one entry which 
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indicated a behavior lasted 5 minutes. Review of 

the "graphic progress notes" for the period of 

10/1/17 through 3/31/18 revealed the following: 

10/1/17 - 10/15/17, 13 target behaviors (TB); 

10/16/17 - 10/31/17, 0 TB; 11/1/17 - 11/15/17, 0 

TB; 11/16 - 11/30/17, 5 TB; 12/1/17 - 12/15/17, 7 

TB; 12/6/17 - 12/31/17, 0 TB; 1/1/18 - 1/15/18, 0 

TB; 1/16/18 - 1/31/18, 12 TB; 2/1/18 - 2/15/18, 0 

TB; 2/16/18 - 2/28/18, 0 TB; 3/1/18 - 3/15/18, 0 

TB; 3/16/18 - 3/31/18, 0 TB.

Review of the accident/incident reports on 

4/10/18 for client #4 for the period of 10/1/18 

through 4/10/18 revealed a total of 35 days for 

which a report was completed.  All 7 months 

reviewed had at least one incident/accident report 

completed related to client #4's SIB.  SIB included 

the client hitting or attempting to hit himself and 

banging his head on walls or objects.  The 

majority of the accident incident reports indicated 

the client engaged in SIB multiple times, on and 

off throughout a day or shift.

Interview with the BA on 4/11/18 revealed her 

interpretation of an "episode" as stated in the 

BSP was for each time client #4 engaged in a 

SIB, but indicated the team had struggled to 

figure out how to document the episodes and that 

most staff were completing an accident/incident 

report for each day or shift the client engaged in 

SIB and not always completing a behavior data 

sheet.  The BA indicated that one TB was being 

recorded for each behavior data sheet entry for 

the purpose of demonstrating client progress, 

regardless of how many times or how long the 

client engaged in SIB during the time period 

indicated on the behavior data sheet.  Interview 

with the qualified intellectual disabilities 

professional (QIDP) and the BA on 4/11/18, 
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confirmed staff were not completing the behavior 

data sheets as prescribed in the BSP.
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