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W 209 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(2)

Participation by the client, his or her parent (if the 

client is a minor), or the client's legal guardian is 

required unless the participation is unobtainable 

or inappropriate.

This STANDARD  is not met as evidenced by:

W 209

 Based on record review and interview, the facility 

failed to assure parent/legal guardian 

participation in the individual program plans 

(IPPs) as required for 5 of 5 clients residing in the 

group home (#1, #2, #3, #4 and #5).  The finding 

is:

Review of the IPPs for client #1 dated 3/11/19; for 

client #2 dated 8/20/19; for client #3 dated 

5/29/19; for client #4 dated 2/6/19 and for client 

#5 dated 3/6/19 revealed none of the 

parents/guardians were in attendance at the IPP 

meetings. Further review of the records for clients 

#1, #2, #3, #4 and #5 revealed no documentation 

related to reasons for parents/guardians not 

attending the IPPs or documentation indicating 

attempts to accommodate the needs of 

parents/guardians to enable them to attend the 

IPP meetings.

Interview with the qualified intellectual disabilities 

professional (QIDP), conducted on 9/11/19, 

verified none of the most recent IPP meetings 

conducted for any of the clients residing in the 

group home had been attended by the parent/ 

guardians of the clients.  This interview further 

verified no documentation was available related 

to attempts by the QIDP to offer accommodations 

to parents/guardians of the clients to support their 

attendance at the IPP meetings.
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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 and interview, the facility 

failed to assure data relative to the 

accomplishment of the criteria specified in the 

individual program plan (IPP) for 1 of 3 sampled 

clients (#5) for an expressive communication 

objective was documented in measurable terms.  

The finding is:

Review of the record for client #5, conducted on 

9/11/19, revealed an IPP dated 3/26/19 which 

included an expressive communication program 

objective with an implementation date of 3/20/19 

stating when provided with a model and verbal 

cue, client #5 would select the photo of the 

preferred snack and drink and place them on the 

table, touching them when prompted with a model 

with 80% accuracy for 3 consecutive reviews.  

Further review of the documentation for this 

objective revealed client #5 completed this 

objective with 23% accuracy during 5/19 and 23% 

accuracy during 6/19.  No data was recorded for 

the month of 7/19 or 8/19.  Further review of the 

current documentation for this training objective 

revealed only 1 entry for the month of 9/19 which 

was entered on 9/10/19. Review of the SLP 

service note for this objective dated 9/8/19 

revealed documentation stating there was no 

documentation of training sessions for the July or 

August progress period.
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W 252 Continued From page 2 W 252

Interview conducted with the qualified intellectual 

disabilities professional, conducted on 9/11/19, 

revealed data should be collected daily at each 

opportunity during afternoon snack.  This 

interview further verified data had not been 

collected as prescribed for this training objective.
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