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W 242 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(iii)

The individual program plan must include, for 

those clients who lack them, training in personal 

skills essential for privacy and independence 

(including, but not limited to, toilet training, 

personal hygiene, dental hygiene, self-feeding, 

bathing, dressing, grooming, and communication 

of basic needs), until it has been demonstrated 

that the client is developmentally incapable of 

acquiring them.

This STANDARD  is not met as evidenced by:

W 242

 The facility failed to ensure the individual 

habilitation program (IHP) for 1 of 3 sampled 

clients (#6) included training in personal skills 

essential for independence in self-feeding as 

evidenced by observation, interview and record 

verification.  The finding is:

Evening observations in the group home on 

10/12/20 at 5:50 PM revealed client #6 sitting at 

the dining room table with his peers with an 

empty plate.  Further observations revealed Staff 

A sitting beside client #6 with a plate of food and 

drinks for client #6.  Continued observations 

during supper revealed Staff A to load a spoonful 

of food and place the spoon on client #6's plate.  

Client #6 would then pick up the spoon and eat 

the food before handing it back to Staff A.  

Subsequent observations revealed client #6's 

drinks were given to him in the same manner with 

only a couple of sips presented to him in a cup at 

a time.

Morning observations in the group home on 

10/13/20 at 8:30 AM revealed client #6's 

breakfast was regulated in the same manner with 
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W 242 Continued From page 1 W 242

Staff B sitting beside the client and offering client 

#6 bites of food and sips of drink.  The client was 

observed to eat 100% of both meals with some 

spillage noted.

Interview with the qualified intellectual disabilities 

professional (QIDP) revealed the client is not able 

to eat independently due to his excessive speed 

of eating, spillage, and grabbing items from 

others.  Review of client #6's IHP dated 11/21/19 

revealed the client has "assistive needs" in most 

areas of dining.  Further review of the IHP, 

substantiated by further interview with the QIDP, 

revealed the client currently has guidelines for 

mealtimes, dated 3/1/19, which notes the use of 

the two plate system which was observed during 

mealtimes.  Continued review of the IHP and 

interview with the QIDP revealed the IHP 

currently does not contain any objective training 

to teach client #6 new skills in dining and 

decrease the restrictive dining guidelines 

currently in place.
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