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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 assure 5 of 6 clients 

residing in the home (#1, #3, #4, #5 and #6) were 

provided opportunities for choice and self 

management relative to meal preparation.  The 

findings are:

Observations in the group home on 1/7/20 from 

5:00 PM to 6:00 PM revealed staff member A to 

get items from the refrigerator, freezer, pantry 

and cabinets.  Further observation revealed staff 

to prepare beef pot pie, brussel sprouts and 

mixed berries. No clients were observed to assist 

with meal preparation.   

Observations in the group home on 1/8/20 from 

7:00 AM to 8:00 AM revealed staff member C to 

get items from the refrigerator, pantry, and 

cabinets.  Further observations revealed Staff C 

to prepare scrambled eggs, muffins, cream of 

wheat, and oatmeal for breakfast. No clients were 

observed assisting with meal preparation. 

Review of the record for client #1 on 1/8/20 

revealed an individual service plan (ISP) dated 

11/8/19.  The ISP included a current 

Comprehensive Functional Assessment (CFA) 

which indicated the client enjoys heating up items 

in the microwave and making sandwiches.

Review of the record for client #3 revealed an ISP 

dated 3/25/19.  The ISP included a current CFA 

which indicated the client is able to do many 
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W 247 Continued From page 1 W 247

things independently in the kitchen such as 

making his own sandwiches.  Further review of 

the CFA revealed client #3 needs monitoring to 

ensure he uses appropriate portions. 

Review of the record for client #4 revealed an ISP 

dated 9/2/19.  The ISP included a current CFA 

which indicated client #4 to have cooking 

capabilities but is somewhat anxious and requires 

verbal, gestural and eyes on support mostly due 

to his anxiety. 

Review of the record for client #5 revealed an ISP 

dated 5/15/19.  The ISP indicated a current CFA 

which indicated the client enjoys helping in the 

kitchen but needs to be monitored to prevent food 

seeking. 

Review of the record for client #6 revealed an ISP 

dated 3/22/19.  The ISP included a current CFA 

which indicated the client enjoys helping in the 

kitchen. 

Interview with the qualified intellectual disability 

professional (QIDP) on 1/8/20 confirmed all 

clients in the home are capable of participating in 

meal preparation at some capacity and should 

have been offered to assist during both meals by 

staff.

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 

W 249
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W 249 Continued From page 2 W 249

objectives identified in the individual program 

plan.

This STANDARD  is not met as evidenced by:

 Based on observations, interviews and record 

review, the team failed to ensure guidelines listed 

on the individual support plans (ISPs) for 3 of 5 

sampled clients (#1, #4 and #5) were 

implemented with sufficient frequency to support 

the achievement of the objectives relative to 

communication schedules.  The findings are:

A.  The team failed to ensure the communication 

schedule guidelines were implemented as 

prescribed for client #5.  For example:

Observations in the group home on 1/7/20 from 

4:05 PM to 6:45 PM revealed client #5 to have 

limited verbal communication skills.  At 4:20 PM, 

the qualified intellectual disabilities professional 

(QIDP) was observed verbally and gesturally 

prompting the client to complete a calendar 

activity, and client #5 initially ignored the QIDP, 

and went to his bedroom.  Continued 

observations from 4:45 PM to 6:30 PM revealed 

the QIDP verbally and gesturally prompting the 

client to be involved with other activities and 

chores including painting, using an exercise bike, 

washing hands, assisting with medication 

administration and preparing for dinner.  Further 

observations during this period also revealed the 

QIDP and staff A frequently verbally and 

physically redirecting the client out of the 

kitchen/dining area due to food seeking behavior.  

Continued observations in the group home on 

1/8/20 from 8:20 AM to 9:45 AM revealed the 
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W 249 Continued From page 3 W 249

QIDP and staff C using verbal, gestural and 

physical prompts to direct client to complete 

chores/activities including dressing, washing 

hands, medications administration and eating 

breakfast.  Further observations during this 

period revealed staff C frequently verbally and 

physically re-directing the client out of the kitchen 

area during food seeking behavior.  Subsequent 

observations revealed a schedule notebook for 

client #5 located on one of the kitchen counter 

spaces.  The notebook included daily 

activity/chore schedules for morning, late 

morning, afternoon, late afternoon and the 

evening.  

Review of the record for client #5 on 1/8/20 

revealed an ISP dated 5/15/19.  The ISP included 

current schedule guidelines implemented to 

facility independence in activities of daily living.  

Continued review of the task directions to staff 

revealed the guidelines were to be used during all 

of the client's waking hours.  The tasks also 

included prompting the client to engage in each 

activity using the prompt "check your schedule".  

The tasks included taking the schedule notebook 

to the client if he had difficulty going to the 

location of the notebook, as well as directing the 

client to check off the activity he had just 

completed and prompting as needed to initiate 

the next activity.

Interview with the QIDP on 1/8/20 confirmed the 

communication/schedule guidelines are current 

for client #5 and confirmed all staff in the home 

should have been directing the client to use the 

schedules to assure the achievement of 

increased independence in daily activities.

B.  The team failed to ensure the communication 
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W 249 Continued From page 4 W 249

schedule guidelines were implemented as 

prescribed for client #4.  For example:

Observations in the group home on 1/7/20 

revealed client #4 returning from an outing at 5:20 

PM.  From 5:20 PM to 6:30 PM, when dinner 

started, the client was observed being verbally 

prompted by the QIDP to assist with various 

household chores, including assisting with dinner 

preparation which the client refused.  The only 

time client #4 was prompted to check a schedule 

was at 5:30 PM, by staff D.  Continued 

observations on 1/8/20 from 6:45 AM to 9:30 AM, 

revealed client #4 discussing bathing with staff C 

.  Client #4 verbally indicated he wanted to wait 

and bathe in the evening.  Further observations 

revealed the client to be verbally prompted by the 

QIDP and staff C to complete morning activities 

including medication administration, 

grooming/clothing and brushing teeth.  Client #4 

was observed frequently talking with the QIDP 

and staff C about the breakfast menu items and 

options.  No staff were observed to prompt the 

client to check a schedule.  Continued 

observations revealed a schedule notebook 

located on one of the kitchen counters which 

included morning and evening task schedules.

Review of the record for client #4 on 1/8/20 

revealed an ISP dated 9/2/19.  The ISP included 

current schedule guidelines implemented to 

improve participation in activities of daily living.  

Continued review of the task directions revealed 

printed schedules had been developed for each 

portion of the day for each day of the week.  The 

directions to staff included encouraging the client 

to independently look at and use the schedule, 

including prompting the client to check the 

schedule and initiate tasks as listed on the 
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W 249 Continued From page 5 W 249

schedule.

Interview with the QIDP on 1/8/20 confirmed the 

communication/schedule guidelines are current 

for client #4 and confirmed all staff in the home 

should have been directing the client to use the 

schedules to assure the achievement of 

increased participation in daily activities.

C.  The team failed to ensure the communication 

schedule guidelines were implemented as 

prescribed for client #1.  For example:

Observations in the group home on 1/7/20 from 

4:05 PM to 6:30 PM revealed client #1 to have 

limited verbal skills.  The QIDP and staff A were 

observed over this period of time to verbally 

prompt client #1 to paint a craft, assist with 

medication administration and set the dining 

table.  No staff members were observed 

prompting the client to a schedule.  Further 

observations on 1/8/20 from 7:45 AM to 9:30 AM 

revealed the QIDP verbally prompting the client to 

assist with morning activities including medication 

administration, adjusting clothing, breakfast 

dining, and preparing lunch for the day program.  

At no time were any staff members observed 

prompting the client to check a schedule.  

Continued observations revealed a schedule 

notebook for client #1 located on one of the 

kitchen counters which included task schedules 

for the morning, afternoon and evening.

Review of the record for client #1 on 1/8/20 

revealed an ISP dated 11/8/19.  The ISP included 

current schedule guidelines implemented to 

promote independence in activities of daily living.  

The task description indicated the schedule 

should be used during all waking hours.  The 
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W 249 Continued From page 6 W 249

directions to staff prescribed prompting the client 

to check the schedule with a verbal "check 

schedule" when it is time for a task.  The 

directions also advised staff to consistently 

prompt the client to complete tasks at appropriate 

times to prevent problems in the future.

Interview with the QIDP on 1/8/20 confirmed the 

communication/schedule guidelines are current 

for client #1 and confirmed all staff in the home 

should have been directing the client to use the 

schedules to assure the achievement of 

increased participation in daily activities.
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