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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 observation, record review, and staff 
interviews, the facility failed to ensure the 
person-centered plan (PCP) included objective 
training to address needs relative to 
non-compliance for 1 of 3 sampled clients (#5).  
The finding is:  

Observations the morning of 1/23/2020 at 9:30 
AM revealed client #5 to get into the agency van 
and put on his seat belt, immediately moving the 
shoulder strap and placing it behind his back as 
the van prepared for departure.  

Review of the record for client #5 on 1/23/2020 
revealed a PCP dated 6/21/2019.  Further review 
of the PCP revealed a behavior support plan 
(BSP) that identified client target behaviors to 
include PICA and picking skin.  Further review of 
the BSP did not reveal non-compliance behaviors 
relative to properly wearing a seat belt during van 
transports.  

Interview with the Home Manager (HM) on 
1/23/2020 at 9:45 AM relative to the improper use 
of the seat belt shoulder strap verified client #5 
refuses to wear his seat belt often and places the 
shoulder strap around his torso or behind his 
back during the van transport.  Further interview 
with the HM verified client #5 does not have 
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W 227 Continued From page 1 W 227

training objectives to address proper seat belt 
use.  Interview with the Qualified Intellectual 
Disabilities Professional (QIDP) on 1/23/2020 
verified that client #5 should properly wear his 
seat belt during van transports. Further interview 
with the QIDP confirmed that client #5 could 
benefit from formal training objectives to address 
properly wearing a seat belt during van 
transports.

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 observation, record review, and staff 
interviews, the facility failed to ensure objectives 
listed in the person-centered plan (PCP) were 
implemented as prescribed relative to adaptive 
equipment (cervical collar) for 1 of 3 sampled 
clients (#3).  The finding is:

Observations in the group home on 1/22/2020 
from 2:15 PM to 3:00 PM revealed client #3 
positioned at a table in the living room while 
playing a music activity with staff.  Further 
observation revealed client #3 to have a helmet 
and foot brace attached to the handle of his 
wheel chair.  At no point during the observation 
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W 249 Continued From page 2 W 249

did client #3 have on a cervical collar.  

Subsequent observations from 4:30 PM to 5:50 
PM revealed client #3 completing an activity with 
staff.  Further observation at 5:50 PM revealed 
client #3 to transition with staff support to the 
medication administration room.  Upon return 
from the medication administration room, client 
#3 was observed wearing a cervical collar which 
was loosely fastened around his neck.  Continued 
observations at 6:00 PM revealed client #3 
positioned at the dinner table participating in the 
dinner meal with staff assistance.  Further 
observation at 6:15 PM revealed the cervical 
collar for client #3 to fall from his neck to the floor.  
At that time, staff G picked up the cervical collar 
from the floor and placed it on the handle of client 
#3's wheel chair.  

Observations in the group home on 1/23/2020 
from 7:30 AM to 8:20 AM revealed client #3 to sit 
in the living room and participate in a music 
activity with staff.  Further observation at 8:30 AM 
revealed staff D to place the cervical collar 
around client #3's neck and transition the client to 
the medication administration room.

Review of the record for client #3 on 1/23/2020 
revealed a person-centered plan (PCP) dated 
4/15/2019.  Further review of the PCP revealed 
client #3's adaptive equipment to include: a gait 
belt, soft shell helmet, high-sided dish, dycem 
mat, spoon only, shirt protector, ted hose, wheel 
chair, cervical collar, and upper chest harness. 
Further review of the PCP revealed client #3 
should wear his cervical collar during the day and 
it can be taken off during his shower, at meal 
times, and when sleeping.  
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W 249 Continued From page 3 W 249

Interview with the Home Manager (HM) on 
1/23/2020 revealed that client #3 can have his 
cervical collar off occasionally to rest his neck.   
Interview with the Qualified Intellectual Disabilities 
Professional (QIDP) verified that client #3's PCP 
goals and objectives are current.  Further 
interview with the QIDP confirmed that client #3 
should have his cervical collar on as prescribed.
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