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5 Community Alternatives of North Carolina, specifically
CFR(s): 483.440(c)(4) the Starnes Group Home will ensure the individual

support plan (ISP) will include objective training to
address identified needs relative to independent living

The individual program plan states the specific skills. Program Manager will inservice QP to include

objectives necessary to meet the client's needs, objective fraining to address identified needs relative
as identified by the comprehensive assessment toblndEpﬁﬂdeﬂéiIVIn_g Sﬁ}l*sfvlac?,ssfizgmggtg ancll

. : ; observations. Specifically for Client#3 additiona
required by paragraph (c)(3) of this section. program objectives will be implemented to improve his

independent living skills.

QP will review assessments and individual program
plan monthly to ensure the individual program plan will

This STANDARD is not met as evidenced by: include objective training to address identified needs

; : including independent living skills. Program Manager
Based on observations, record reviews and or designee will review charts monthly via monthly site
interview, the facility failed to ensure the individual revlle‘\jN to t?ns?re }he_ Ir_ldlvtlduaéldprow_agl r;l_?ndmn p

P . " Inciuge objectlive training to address identified needs
support plan (ISP) included objectives to address including independent living skills.

identified needs relative to independent living
skills for 1 of 3 sampled clients (#3). The finding
is:

Observations on the morning of 12/17/19 at 6:15
AM revealed client #3 stood and talked to staff in
front of the tv in the living room area. Further
observations from 6:30 AM - 8:00 AM revealed
client #3 walked throughout the group home and
talked to various staff and clients. At no point
during the observations did staff prompt client #3
to engage in any activities or treatment
programming.

Review on 12/17/19 of the current record for
client #3 revealed an ISP dated 11/7/19. Review
of the ISP for client #3 revealed the following
program objectives: identify coins, recite group
home address, cooking, laundry, cleaning his
room and bathroom, complete a volunteer activity
two times a week, and complete a daily
scheduled activity for 30 minutes. Review of the
community/home life assessment dated 9/8/19
revealed numerous skills that client #3 can
perform independently in categories such as meal
preparation, home activites, dressing and
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undresssing, personal care, comunity
activities/skills, and
employment/vocational/educational skills.

Further review of the ISP revealed client #3 could
benefit from additional programming to challenge
him to improve his independent living skills.

Interview with client #3 on 12/17/19 at 7:30 AM
verified he is "bored" with not having enough
activities and he is "bored" with attending the day
program. During the interview, client #3 also
verified he would like to have a job again.
Interview with the house manager (HM) and
QIDP verified client #3 has had previous
employment in the community. Further interview
with the HM and substantiated by the QIDP
confirmed that client #3 could benefit from
additional program objectives to improve his
independent living skills.
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