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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 ensure 5 of 6 clients 

residing in the home (#1, #2, #3, #4 and #5) were 

provided opportunities for choice and self 

management relative to meal preparation.  The 

finding is:

Observations in the group home on 9/23/19 at 

4:15 PM through 5:00 PM revealed staff 

preparing tuna noodles, carrots, rolls/bread, and 

a hot pocket for client #1 in the kitchen for the 

dinner meal.  Examples of meal preparation 

activities completed by staff included: obtaining 

cooking pans, ingredients to prepare tuna 

noodles, carrots and stirring and mixing foods.  

Continued observations revealed staff to prepare 

each client's meal in the kitchen, to place items in 

clients' individual plates, cut food items into 

pieces based on prescribed diets, and carry all 

food and drink items to the table.  No client was 

observed to assist with food preparation or to 

carry food and drink items to  the table.

Observation on 9/24/19 at the group home at 

5:30 AM through 6:45 AM revealed staff 

preparing scrambled eggs, muffins, and grits in 

the kitchen for the breakfast meal. Continued 

observation revealed staff to prepare each client 's 

meal in the kitchen, to place items in clients' 

individual plates based on prescribed diets, and 

carry all food and drink items to the table.  No 

client was observed to assist with food 

preparation or to carry food and drink items to the 
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table.

Review of the record for client #1 revealed an 

individual program plan (IPP) dated 5/16/19.  

Review of the current IPP revealed the client is 

able to; feed independently, carries plate and cup 

to kitchen with verbal cues.

Review of the record for client #2 revealed an IPP 

dated 2/14/19.  Review of the current IPP 

revealed the client is able to follow simple 

commands, feeds independently, needs hand 

over hand assistance to serve, carries plate and 

cup to the sink with verbal cues, enjoys variety of 

movement activities and a helping hand to staff 

and peers.

Review of the record for client #3 revealed an IPP 

dated 10/11/18.  Review of the current IPP 

revealed the client is able to; feed independently, 

carries plate and cup to kitchen with verbal cues.

Review of the record for client #4 revealed an IPP 

dated 10/11/18.  Review of the IIP revealed the 

client is able to; feed independently, carries plate 

and cup to kitchen with verbal cues.

Review of the record for client #5 revealed an IPP 

dated 2/14/19.  Review of the IPP revealed the 

client is able to follow simple verbal commands, 

carries plate to kitchen with verbal cues and 

needs opportunities to participate in a variety of 

sensory activities to include opening containers in 

the kitchen.

Interview with the qualified intellectual disabilities 

professional (QIDP) on 9/24/19 confirmed that all 

clients in the home were capable of assisting with 

meal preparation at some level.  Interview with 
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the QIDP further verified all clients residing in the 

home should be given the opportunity to 

participate in some aspect of meal preparation 

and service during each meal.
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