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W 227 | INDIVIDUAL PROGRAM PLAN W 227
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:
Based on observations, record review, and
interview, the facility failed to ensure the individual
support plan (ISP) for 1 of 3 sampled clients (#3)
included objective training to address needs
relative to non-compliance and personal space.
The finding is:

Observations in the group home on the afternoon
of 9/1/20 at 5:00 PM revealed client #3 to sit in
the living room and engage in an activity with his
peers. Further observations revealed client #3 to
stand up in front of this surveyor, arms stretched,
asking for a hug, and touching this surveyor's
shirt. Client #3 was redirected by Staff (B) to
refrain from standing so close, maintain distance
and return to sitting on the sofa. Client #3 was
observed returning to the sofa, hugging one of his
peers, and again being redirected by staff (B) to
refrain from touching other clients and stating,
"you know better and should not be touching
others". Client #3 immediately refrained from
touching his peer and moved to the opposite side
of the sofa.  Further observations at 5:30 PM
revealed client #3 to return from the laundry and
extend his arms, hugging another peer in the
hallway. Continued observations revealed staff
(B) intervening by redirecting client #3 to refrain
from hugging his peers and return to the sofa for
an activity.
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Observations in the group home on the morning
of 9/2/20 at 7:00 AM revealed client #3 coming
from the kitchen and standing in front of the
medication cabinet while another peer was
receiving medication administration. Staff (D)
redirected client #3 to refrain from standing
behind the client receiving medications and to go
to the living room until he is called for his
medications. Client #3 was observed walking
away from the medication cabinet and walking
into the living room. Further observations at 7:45
AM revealed client #3 returning from his room
and walking behind a peer and looking over his
shoulder at the medication cabinet during
medication administration. Staff (D) was
observed redirecting client #3 to go into the living
room and refrain from being in his peer's
personal space. Staff (D) was observed telling
client #3 "you do this all the time and you know
better". Continued observations at 8:15 AM
revealed client #3 to walk up to a peer in the tv
room and attempt to place his forehead in the
person's face. Staff (A) was observed redirecting
client #3 to get out of his peer's face and sit down
for a group activity.

Review of the client record for client #3 revealed
an Individual Support Plan (ISP) dated 7/9/20.
Further review of the ISP states that client #3 has
the following program goals: Tooth brushing,
evacuate during fire drill, dry lower body after a
bath, close door for privacy, stay on task ten
minutes, recognize community survival signs,
take medications independently, and a
horticulture goal. Further review of the ISP does
not include respecting the personal space of
others.
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Interview with staff (D) on 9/2/20 verified that
client #3 will often come into the medication area
with his peers, however he usually responds well
to prompting from staff. Interview with the
Qualified Intellectual Disabilities Professional
(QIDP) verified that client #3 has exhibited this
type of behavior in the past and the team is
familiar with this type of behavior. Further
interview with the QIDP confirmed that client #3
does not have any current program goals as it
relates to personal space. QIDP also verified
during the interview that client #3 could benefit
from training objectives relative to respecting
personal space.
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