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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:
Based on observations, interviews, and record
reviews the facility failed to assure the person
centered plans (PCP) for 2 of 3 sampled clients
(#2 and #4) included objective training to meet
the clients' privacy needs. The findings are:

A. The facility failed to assure the PCP for client
#4 included objective training to meet client #4's
privacy needs. Evening observations in the group
home on 10/3/18 at approximately 5:00 PM
revealed client #4 to exit the bathroom after a
shower into the hallway area fully exposed to
others in the hallway area. Continued
observations revealed a staff to offer a towel to
the client when she saw him in the hallway, which
he refused. Further observations revealed client
#4 to proceed without clothing to his bedroom.

Interview with facility staff revealed client #4
walks (on his knees - his preferred mode of
ambulation) to his room frequently without
clothing after his daily shower. Continued
interview with facility staff revealed client #4 does
not have a training program to address this
behavior and his privacy needs.

Record review on 10/4/18 of client #4's PCP
dated 11/1/17 revealed client #4 does not
currently have a training program to address
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privacy needs.

Interview with the facility qualified intellectual
disabilities professional (QIDP) verified client #4
does not currently have a training program to
address his privacy needs. Continued interview
with the QIDP verified client #4 needs a formal
objective to address privacy needs.

B. The facility failed to assure the PCP for client
#2 included objective training to meet client #2's
privacy needs. Evening observations in the group
home on 10/3/18 at approximately 5:10 PM
revealed client #2 to enter the group home
bathroom and proceed to use the restroom,
toileting with the door open, for approximately one
minute until the staff became aware and closed
the bathroom door. Continued observations at
5:20 PM revealed client #2 to use the restromm
toileting with the door open for approximately 2
minutes until staff became aware and partially
closed the bathroom door while continuing to talk
to client #2 while he was toileting.

Record review on 10/4/18 of client #2's currrent
PCP revealed client #2 does not have a training
program to address his privacy needs.

Interview with the facility QIDP verified client #2
does not currently have a training program to
address his privacy needs. Continued interview
with the QIDP confirmed client #2 needs a formal
objective to address his privacy needs.

W 475 | MEAL SERVICES W 475
CFR(s): 483.480(b)(2)(iv)

Food must be served with appropriate utensils.
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This STANDARD is not met as evidenced by:
Based on observation, interview and record
review the facility failed to assure all adaptive
equipment was utilized as prescribed for one
sampled client (#4). The findings are:

Observations of the breakfast meal for client #4
on 10/03/18 at approximately 7:00AM revealed
client #4 was served 2 pieces of french toast, 4
ounces of stewed pears, 4 ounces of grape juice,
8 ounces of milk and 8 ounces of water for his
breakfast meal. Further observations revealed
client #4 utilized a high sided dish and regular
spoon, a nonsolid mat and a shirt protector for his
breakfast meal. however, client #4 was not
provided a built-up spoon for eating his breakfast
meal.

Record review on 10/3/18 revealed a person
centered plan (PCP) for client #4 dated
03/07/2018 which contained a nutritional
assessment recommending a high sided dish, a
non-slid mat, a shirt protector, and a built-up
spoon for client #4 to utilize for his meals.

Interview with the qualified intellectual disabilities
professional verified that client #4 should be
provided all of his adaptive equipment to include
a built-up spoon for his meals in the group home,
as prescribed in his PCP.
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