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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

 The person centered plan (PCP) for 1 of 3 
non-sampled clients (#3) failed to included 
objective training to address identified needs for 
privacy during the changing of clothing as 
evidenced by observations, interviews and review 
of records.  The finding is:

Observations in the group home on 8/14/18 at 
7:27 AM revealed client #3 to go to personal 
bedroom and change clothes without closing the 
door.  Staff were noted to come by and prompt 
the client to close the bedroom door when 
changing clothes.

Interview with the direct care staff revealed the 
client does have difficulty in closing the door open 
when changing clothes and has to be prompted 
by staff to close the door.  Interview with the 
habilitation specialist revealed client #3 has had a 
program in the past for closing the bathroom door 
while toileting which the client had met criteria 
and it was discontinued.  Continued interview with 
the habilitation specialist, verified by review of the 
3/26/18 PCP for client #3, revealed no objective 
training has been implemented to address closing 
the bedroom door for privacy when changing 
clothes.

Therefore, the PCP for client #3 failed to included 
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W 227 Continued From page 1 W 227

objective training to address an identified need 
relative to privacy.

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

 The team failed to ensure objectives listed on the 
person centered plan (PCP) for 1 of 3 
non-sampled clients, (#2) was implemented with 
sufficient frequency and as prescribed to support 
the achievement of the objective as evidenced by 
observations, interviews and review of records.  
The finding is:

Observations during the 8/13-8/14/18 survey 
revealed staff to use verbal and gestural prompts 
to assist client #2 to transition to meals, to the 
bathroom, to go outside, to get on the van to go 
to the vocational center and to take medications.  
No other prompting method was observed to 
assist the client with transitioning to various 
activities.

Review of the records for client #3 revealed a 
PCP dated 5/16/18 which included an objective 
for the client to follow a TEACCH schedule.  
Review of the TEACCH schedule revealed 
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W 249 Continued From page 2 W 249

pictures to represent bathroom, vocational center, 
breakfast, lunch dinner, daily living activities, 
games, outside, van, getting dressed, brush teeth 
and medications.  Continued review of this 
objective, verified by interview with the habilitation 
specialist, revealed staff are to prompt the client 
to "check your schedule" when transitioning to an 
activity.  Further interview with the habilitation 
specialist revealed the objective should have 
been implemented during times of transition.

Therefore, the staff failed to ensure this objective 
was implemented as prescribed and with 
sufficient frequency to support the achievement of 
the objective.

W 331 NURSING SERVICES
CFR(s): 483.460(c)

The facility must provide clients with nursing 
services in accordance with their needs.

This STANDARD  is not met as evidenced by:

W 331

 Based on observations, interviews and review of 
records, nursing services failed to assure 
adequate interventions were in place for 1 of 3 
non-sampled clients (#2) to address the health 
needs related to weight loss and diet.  The finding 
is:

Observations on 8/13/18 at approximately 5:35 
PM in the group home revealed client #2 to eat 
only 1-2 bites of his dinner meal of beef and 
noodle casserole and broccoli.  Continued 
observations of the dinner meal revealed client #2 
to refused offers of pudding and pineapple at his 
dinner meal, only drinking his beverages of milk 
and juice.  
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W 331 Continued From page 3 W 331

Observations on 8/14/18 at approximately 7:30 
AM revealed client #2 to refuse his breakfast 
meal of toast and cereal.  Continued observations 
at the breakfast meal revealed client #2 was 
offered a dietary supplement of Ensure with his 
breakfast, which he drank along with his juice and 
milk.  Subsequent observations revealed client #2 
appeared to look very thin.

Record review for client #2, conducted on 8/14/18 
revealed an annual physical exam dated 06/26/18 
which included a body weight recorded for client 
#2 of 80 lbs.  Further review of the record for 
client #2 revealed an annual physical exam dated 
6/19/17 which included a body weight recorded 
for client #2 of 92 lbs. It is noted that this is a 12 
lb weight loss in one year from 2017-2018.  
Continued review of client #2's record revealed a 
current nutritionist note stating  "client's desired 
body weight range is from 114-139 lbs. client is 
underweight."  Subsequent review of the record 
revealed client #2's body weight of 80 lbs. per 
physical exam dated 6/26/2018, is 34 lbs. under 
his desired body weight of at least 114 lbs.  

Interview with the facility nurse on 8/14/18 
revealed the facility is aware that client #2 is 
under weight, although she was not aware of his 
weight being recorded as 80 lbs., a 12 lb. weight 
loss from 2017 to 2018, as noted on the physical 
exam reports.  Continued interview with the 
facility nurse revealed that 1 can of a liquid 
supplement of Ensure was added to the client's 
diet within the last 2 months per physician's order, 
along with seconds on vegetable and fruits only.  
Further interview with the facility nurse confirmed 
that client #2 is currently under weight according 
to his ideal body weight range, and additional 
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W 331 Continued From page 4 W 331

interventions are needed to address client #2's 
weight loss, health and dietary needs.
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