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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:
Based on observations, record review, and
interview, the facility failed to ensure the individual
support plan (ISP) included guidelines to address
identified needs relative to behavior management
and vehicle safety for 1 of 3 sampled clients (#1).
The finding is:

Observations in the group home on 11/6/20 from
8:30 AM to 8:45 AM revealed client #1 to load the
van for an outing. Further observations revealed
staff E to request that all clients put on their
seatbelts. Subsequent observations revealed
client #1 to put on his seatbelt and to immediately
remove the shoulder strap placing it behind his
back. Additional observations revealed staff E to
complete a van check by walking around the van
then to enter the van and secure the door.
Observations revealed the van exited the
driveway and client #1 to not have on his
shoulder strap.

Review of the record for client #1 on 11/6/20
revealed an ISP dated 1/28/20. Further review of
the record revealed behavior management
guidelines dated 1/2/20 which included the
following target behaviors: intermittent verbal and
physical aggression towards others and wearing
clean clothing. Review of the record did not
reveal guidelines or interventions relative to
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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:
Based on observations, record review and
interview, the facility failed to ensure objectives in
the individual support plan (ISP) were
implemented as prescribed for 1 of 3 sampled
clients (#5) relative to behavior management.

Observations in the group home on 11/6/20 from
7:45 AM to 8:00 AM revealed client #5 to
transition to the medication room for medication
administration. Further observations revealed
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non-compliance and vehicle safety.
Interview with the qualified intellectual disabilities
professional (QIDP) on 11/6/20 verified that she
was not aware of client #1 having any target
behaviors relative to non-compliance and vehicle
safety. The QIDP also verified during the
interview that all of client #1's goals are current.
The QIDP confirmed during the interview that
client #1 could benefit from guidelines and/or
interventions relative to non-compliance and
wearing his seatbelt appropriately to ensure
vehicle safety.
W 249 | PROGRAM IMPLEMENTATION W 249
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client #5 to refuse numerous times to take his
medications. Observations revealed staff C to
continue to prompt client #5 to take his
medications and to offer leisure activities if the
client would take his medication as requested.
Continued observations revealed client #5 to
become agitated, move his head to the side and
to move the cup with his hand. Observations at
8:00 AM revealed client #5 to take his
medications after 15 minutes of continuous
prompting from staff.

Review of records for client #5 on 11/6/20
revealed an ISP dated 10/5/20. Further review of
the record revealed a behavior support plan
(BSP) dated 10/15/20 which indicated client #5
has the following target behaviors:
non-compliance, property damage or misuse,
physical aggression, and agitation/tantrums.
Further review of the BSP stated when client #5
exhibits non-compliance behaviors such as
hygiene and taking medications, staff should gain
his attention by standing within arm's length from
him, stating his name, followed by 2 prompts and
waiting 5 minutes between prompts.

Interview with the qualified intellectual disabilities
professional (QIDP) on 11/6/20 verified that client
#5 often exhibits refusal and non-compliance
behaviors during medication administration. The
QIDP verified during the interview that all of the
goals and objectives for client #5 are current.
Continued interview with the QIDP confirmed that
all staff should follow interventions and guidelines
as prescribed in the BSP relative to client #5's
non-compliance behaviors during medication
administration.
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