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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

 Based on observations, review of records and 

staff interview, the individual support plans (ISPs) 

failed to have sufficient objectives to address 

identified needs related to vocational, 

pre-vocational or educational needs for 3 of 3 

sampled clients (#3, #5 and #6) and failed to 

address dining skill needs for 1 of 3 sampled 

clients (#6).  The findings are:

A.  The ISP failed to address vocational, 

pre-vocational or educational needs for client #5.  

Examples include:

Observation during the 8/6-7/19 survey revealed 

no observation of client #5 to participate in 

vocational, pre-vocational or educational training 

as the client was not in attendance at a vocational 

site or engaged in any community integration 

activity during the survey dates.     

Review of the record for client #5 on 8/7/19 

revealed an ISP dated 5/16/19.  Documentation 

within the ISP indicated client #5 can sort objects 

by color, shape and size.  The ISP also indicated 

the client could not identify coins or bills, but had 

been working on handling money and making 

purchases. Continued review of the ISP did not 

reveal a current adaptive behavior inventory or 

assessment.  The current program objectives 
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W 227 Continued From page 1 W 227

within the ISP included a "Daily Tasks" program, 

which included activities of daily living skills, 

educations skills and vocational skills.

The description of the long term objective was for 

the client to increase his independence and skill 

levels across all activities of daily living and 

educational and vocational skills.  Review of the 

tasks within this program included bathing, drying 

hands, oral hygiene, walking and washing dishes.  

The tasks did not include any vocational, 

pre-vocational or educational skills. 

 Interview with the qualified intellectual disabilities 

professional (QIDP) on 8/7/19, confirmed client 

#5 did not have a current assessment related to 

vocational, pre-vocational or educational needs.  

The QIDP further confirmed client #5 did not 

currently have program objectives specifically 

related to vocational, pre-vocational or 

educational needs.  Additional interview with the 

QIDP verified client #5 did not attend a structured 

daily vocational site or have many opportunities 

for community integration to address vocational 

deficits.  

B.  The ISP failed to address vocational, 

pre-vocational or educational needs for client #6.  

Examples include:

Observation during the 8/6-7/19 survey revealed 

no observation of client #6 to participate in 

vocational training as the client was not in 

attendance at a vocational site or engaged in any 

community integration activity during the survey 

dates.     

Review of the record for client #6 on 8/7/19 

revealed an ISP dated 5/7/19.  Review of the ISP 

for client #6 revealed a comprehensive functional 

assessment dated 5/28/19 that indicated client #6 
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W 227 Continued From page 2 W 227

could count if prompted with the proper numbers. 

Further review of the current ISP revealed current 

program objectives to include objectives relative 

to clothing care, hygiene, hand dry dishes, 

exercise and food chopper use. Additional review 

of the ISP revealed no training objectives to 

address vocational, pre-vocational or educational 

skills. 

Interview with the QIDP on 8/7/19, confirmed 

client #6 did not have current training objectives 

related to vocational, pre-vocational or 

educational needs.  The QIDP further confirmed 

the client could benefit from goals to address 

vocational and educational deficits.  Additional 

interview with the QIDP verified client #6 did not 

attend a structured daily vocational site or have 

many opportunities for community integration to 

address vocational deficits.  

C.  The ISP failed to address vocational, 

pre-vocational or educational needs for client #3.  

Examples include:

Observation during the 8/6-7/19 survey revealed 

no observation of client #3 to participate in 

vocational training as the client was not in 

attendance at a vocational site or engaged in any 

community integration activity during the survey 

dates.  

Review of the record for client #3 on 8/7/19 

revealed an ISP dated 1/14/19. Review of the 

1/2019 ISP revealed a comprehensive functional 

assessment dated 5/29/19 that indicated client #3 

"does not do" relative to vocational and 

educational skills. Further review of the ISP for 

client #3 revealed current program objectives 
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W 227 Continued From page 3 W 227

included goals relative to dinner, physical activity, 

oral hygiene, laundry and to trace the letter "D". 

Additional review of the ISP revealed no 

additional training objectives to address 

vocational, pre-vocational or educational skills. 

Interview with the QIDP on 8/7/19, confirmed 

client #3 to have one current training objective 

related to educational needs.  The QIDP further 

confirmed client #3 could benefit from additional 

goals to address vocational and educational 

deficits. Additional interview with the QIDP 

verified client #3 did not attend a structured daily 

vocational site or have many opportunities for 

community integration to address vocational 

deficits.  

D.  The ISP failed to address dining skill needs 

for client #6.  Examples include:

Observation of the dinner meal on 8/6/19 at 5:50 

PM revealed client #6 to sit at the table and 

participate in the meal that included jambalaya 

and cabbage.  Further observation revealed client 

#6 to eat spillage from his plate off the table with 

his hands, to lick his individual serving plate and 

bowl after eating and to stand and drink all his 

beverage at one time at the end of his meal.  At 

no time during the dinner meal was it observed 

for staff to provide redirection to client #3 relative 

to dining behavior.

Review of record for client #6 revealed an ISP 

dated 5/7/19.  Review of current program 

objectives within the ISP included objectives 

relative to clothing care, hygiene, hand dry 

dishes, exercise and food chopper use.  Further 

review of the ISP revealed no objectives to 
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W 227 Continued From page 4 W 227

address dining skills. 

Interview with the QIDP on 8/7/19 revealed client 

#6 will eat with his hands, lick his plate and eat off 

the table without redirection from staff.  Further 

interview with the QIDP verified client #6 had no 

dining guidelines or training objective to address 

dining skills.  The QIDP additionally confirmed 

client #6 could benefit from training related to 

dining skills.

W 247 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(vi)

The individual program plan must include 

opportunities for client choice and 

self-management.

This STANDARD  is not met as evidenced by:

W 247

 Based on observation, record review and 

interview, the facility failed to assure 2 of 3 

non-sampled clients (#2 and #4) were provided 

opportunities for choice and self management 

relative to their prescribed diet.  The finding is:

A.  The facility failed to provide an opportunity for 

choice and self management relative to the 

breakfast meal for client #2.

Observation in the group home on 8/7/19 at 7:50 

AM revealed client #2 to participate in the 

breakfast meal that included for client #2:  a 

single serving of cheese, grits and toast.  

Continued observation revealed client #2 to 

complete his meal and sit at the dining table until 

verbally prompted to take his dishes to the 

kitchen.  Observation at 8:15 AM revealed client 

#2 to re-enter the kitchen area and grab a serving 

bowl with applesauce that the client took multiple 

bites of until redirected.  Additional observation at 
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W 247 Continued From page 5 W 247

8:18 revealed client #2 to return to the kitchen 

area and again grab the serving bowl with 

applesauce and to take multiple bites with the 

serving spoon in the bowl until redirected.  At no 

time during redirection was client #2 offered an 

additional food option.  Observation of the 

breakfast menu on 8/7/19 revealed the menu to 

reflect: 1 oz. cheese or egg, 1 c. grits or 1 slice of 

toast and 1/2 c. grits, 1/2 c. applesauce.

Review of records for client #2 on 8/7/19 revealed 

a nutritional assessment dated 3/7/19.  Review of 

the 3/2019 assessment revealed a prescribed 

regular diet, allow double portions of protein only.  

Interview with the qualified intellectual disabilities 

professional (QIDP) on 8/7/19 verified client #2 is 

allowed seconds of protein at meals.  Further 

interview with the QIDP verified staff should have 

offered client #2 a second serving of protein when 

the client returned to the kitchen and grabbed the 

serving bowl with applesauce.

B.  The facility failed to provide an opportunity for 

choice and self management relative to the 

breakfast meal for client #4.

Observation in the group home on 8/7/19 at 7:45 

AM revealed client #4 to participate in the 

breakfast meal that included for client #4: toast, 

an egg, grits and applesauce.  Continued 

observation revealed client #4 to complete his 

meal and request seconds to which staff A 

responded "No seconds".  Client #4 was 

observed to repeat a request for seconds and 

directed by staff A to put his dishes in the kitchen.  

At no time during client #4's request for seconds 

was the the client offered any other food item.
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W 247 Continued From page 6 W 247

Review of records for client #4 on 8/7/19 revealed 

a nutritional assessment dated 5/8/19.  Review of 

the 5/2019 assessment revealed a prescribed 

regular diet with  double portions of fruits and 

vegetables.

Interview with the QIDP on 8/7/19 verified client 

#4 is allowed seconds of fruits and vegetables as 

prescribed.  Further interview with the QIDP 

verified staff should have offered client #4 a piece 

of fruit or appropriate substitute when client #4 

requested seconds at the breakfast meal.

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 observations, interviews and review of 

records, the team failed to ensure objectives 

listed on the individual support plans (ISPs) for 2 

of 3 sampled clients (#5 and #6) were 

implemented with sufficient frequency to support 

the achievement of the objectives relative to 

communication.  The findings are:

A.  The team failed to ensure the communication 

objective for client #5 was implemented as 

prescribed.  Examples include:
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W 249 Continued From page 7 W 249

Observations during the dinner meal on 8/6/19 

and during the breakfast meal on 8/7/19 revealed 

client #5 to eat all of his food items and to drink 

all, or almost all of his drink items.  No staff 

working in the home on either days were 

observed prompting the client with any kind of 

manual sign language before, during or after the 

meals.

Review of the record for client #5 on 8/7/19 

revealed an ISP dated 6/3/19.  The ISP indicated 

the client is non-verbal.  Further review of the ISP 

revealed documentation from the speech 

language professional, which indicated client #6 

could benefit from a manual sign language 

program for expression of basic needs.  Review 

of the current programs for the client revealed an 

objective titled Manual Sign Use.  Review of the 

program revealed staff were to use modeling and 

verbal cues for "more" during meals and snacks 

to get the client to imitate the manual sign used 

by staff.

Interview with the qualified intellectual disabilities 

professional (QIDP) on 8/7/19 confirmed staff 

should have been running the program objective 

for manual sign use at all opportunities, which 

would have included both meals observed during 

the survey.

B.  The team failed to ensure the communication 

objective for client #6 was implemented as 

prescribed.  Examples include:

Observations during the 8/6-7/19 survey revealed 

client #6 to participate in various activities 

throughout the survey to include outside leisure 
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W 249 Continued From page 8 W 249

activity, dinner preparation, medication 

administration and dinner and breakfast meal 

participation.  Observations further revealed client 

#6 to be verbally prompted by various staff during 

activity transitions with no use of a physical 

schedule.  Observation in the group home of a 

wall in the dining area revealed a schedule board 

with various pictures on a strip and the name of 

client #6 on it although the board was never 

observed to be used with the client during the 

survey.

Review of records for client #6 on 8/6-7/19 

revealed an ISP dated 5/7/19.  Review of the 

5/7/19 ISP revealed a diagnosis that included 

severe intellectual disability and autism.  Further 

review of the ISP for client #6 revealed schedule 

guidelines implemented 5/22/13.  Review of 

schedule guidelines for client #6 revealed the 

client does best when a schedule helps organize 

his day to reduce stress and make choices that 

support his independence.  Schedule frequency 

revealed the schedule to be used during awake 

hours.  Continued review of schedule guidelines 

revealed directives for using the schedule to 

include: Post current schedule strip on schedule 

board.  When time to begin a new activity, take 

schedule strip to client #6.  Use gestural prompts 

as much as possible. Point to the picture/symbol 

for the next task.  Give client #6 time to process, 

then point to direction of activity.  Client #6 is to 

take the picture of the last task and put it in the 

finished pocket.  

Interview with the facility QIDP on 8/7/19 

confirmed staff should have been implementing 

schedule guidelines for activity transitions of client 

#6 at all opportunities, which would have included 

transitions during survey observations.
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