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W 247 INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(6)(vi)

The individual program plan must include 
opportunities for client choice and 
self-management.
This STANDARD  is not met as evidenced by:

W 247

 Based on observations, record reviews and 
interviews, the facility failed to ensure 3 of 5 audit 
clients (#6, #9 and #10) had the opportunity to 
choose their personal preference regarding the 
manner in which they consumed their food.  The 
finding is:

During breakfast observations in the home on 
2/16/21 at 7:57m, staff served scrambled eggs 
and grits in an individual bowl, mixed the two food 
items together and assisted clients to consume 
the mixture. Clients were not afforded the 
opportunity to choose not to have their breakfast 
food items mixed together prior to consumption.  

Interview on 2/16/21 with Staff B revealed they 
normally mix grits and eggs together because 
they felt the clients liked it done this way.

Review on 2/16/21 of client #6's Individual 
Program Plan (IPP) dated 3/14/20 revealed, 
"[Client #6] uses a combination of eye gaze, 
vocalizations, word approximations, adapted sign 
language, facial expressions, augmentative 
communication device and short phrases."  
Additional review of client #6's Communication 
Checklist noted he should be given opportunities 
to "make choices."  

Review on 2/16/21 of client #9's Speech 
Language update (dated 1/29/20) revealed, 
"[Client #9] makes choices effectively."  Additional 
review of the client's Individual Program Plan 
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W 247 Continued From page 1 W 247

(IPP) dated 2/25/20 noted, "She can 
communicate to others by facial expressions 
(smiles, frowns, etc.), cries and vocalization."

Review on 2/16/21 of client #10's IPP dated 
9/1/20 revealed, "[Client #10] uses a combination 
of facial expressions, verbal output, body 
posturing, actions and body movements to 
communicate his wants and needs....[Client #10] 
is able to ask and answer simple why -questions.  
[Client #10] is encouraged to express his feelings 
verbally."  Additional review of client #10's 
Communication Checklist noted he should be 
given opportunities to "make choices".

Interview on 2/16/21 with the Qualified Intellectual 
Disabilities Professional (QIDP) confirmed each 
client can communicate and make 
choices/preferences known in their own way and 
staff should acknowledge these preferences 
individually.

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 observations, record reviews and 
interviews, the facility failed to ensure 5 of 5 audit 
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W 249 Continued From page 2 W 249

clients (#4, #6, #7, #9 and #10) received a 
continuous active treatment program consisting 
of needed interventions and services to support 
the achievement of objectives identified in the 
Individual Program Plan (IPP) in the areas of 
structured activities, objective implementation, 
behavior plan implementation and choice.  The 
findings are:

A.  During observations throughout the survey in 
the home on 2/15 - 2/16/21, client #10 
consistently sat positioned in his wheelchair in his 
bedroom.  Throughout the observations, the client 
was not offered any activities or objective training.  
Other than brief verbal interactions with staff and 
hearing the sound of a television being watched 
by his roommate, client #10 remained 
unengaged.

Interview on 2/15/21 with Staff I indicated several 
clients were in their bedrooms to practice "social 
distancing".  Additional interview on 2/16/21 with 
Staff H revealed clients have schedules they 
follow each day which includes daily activities, 
games and "hands-on" participation from staff.  

Review on 2/15 - 2/16/21 of client #10's IPP 
dated 9/1/20 revealed, "[Client #10] is aware and 
interactive within his environment."  Additional 
review of the client's Socialization/Leisure Activity 
Program list indicated, "Staff will offer [Client #10] 
the opportunity to participate in social and leisure 
activities throughout each day."  Further review of 
the list noted activities such as music, reading, 
television, arts and crafts, a table game, video, 
exercise activity, ball play, a switch, a walk, 
cooking activity, interaction with peers, and a 
musical instrument.  Review of client #10's daily 
schedule indicated designated times for various 
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W 249 Continued From page 3 W 249

activities including range of motion, objectives, 
domestic skills, leisure activities, sensory 
activities, arts and crafts and movies.

Interview on 2/16/21 with the Qualified Intellectual 
Disabilities Professional (QIDP) indicated client 
#10 should not be spending the majority of his 
time in his bedroom unengaged and activities and 
training should be offered.  Additonal interview 
revealed each client has a daily schedule which 
should be followed by staff.

B.  During observations throughout the survey in 
the home on 2/15 - 2/16/21, client #9 frequently 
sat in her bedroom positioned in her wheelchair 
with a radio or a television playing in the 
background.  Other than sitting in the day room 
on the evening of 2/15/21 while a story was 
playing loudly in the room, client #10 was not 
actively engaged with any activities or training.

Interview on 2/15/21 with Staff I indicated several 
clients were in their bedrooms to practice "social 
distancing".  Additional interview on 2/16/21 with 
Staff H revealed clients have schedules they 
follow each day which includes daily activities, 
games and "hands-on" participation from staff.  

Review on 2/15 - 2/16/21 of client #9's IPP 
revealed objectives to tolerate 5 minutes of a 
group activity without becoming agitated with 60% 
accuracy and participate in a touch screen activity 
on the computer 60% of trials.  Additional review 
of the client's Communication Checklist noted 
she should be provided with opportunities to 
respond to her name, making choices, follow 
one-step directions, vocalizing, using switches 
and voice output devices, and turn taking in a 
game or activity.  Review of client #9's daily 
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schedule indicated designated times for various 
activities including range of motion, objectives, 
domestic skills, leisure activities, sensory 
activities, arts and crafts and movies.

Interview on 2/16/21 with the Qualified Intellectual 
Disabilities Professional (QIDP) indicated client 
#9 should not be spending the majority of her 
time in her bedroom unengaged and activities 
and training should be offered.  Additional 
interview revealed each client has a daily 
schedule which should be followed by staff.  

C.  During observations throughout the survey in 
the home on 2/15 - 2/16/21, client #7 consistently 
sat positioned in his wheelchair in his bedroom 
with his roommates television playing in the 
background.  Other than sitting in the day room 
on the morning of 2/16/21 while a story played in 
the background, client #7 was not offered 
activities or objective training.  

Review of client #7's IPP dated 7/1/20 revealed 
objective training to activate a switch, engage in 
sensory activities, respond to interactions and 
make choices.  Additional review of client #7's 
IPP revealed a daily schedule that includes range 
of motion, objective training, leisure activities, arts 
and crafts and movies.  

Interview on 2/15/21 with Staff I indicated several 
clients were in their bedrooms to practice "social 
distancing".  Additional interview on 2/16/21 with 
Staff H revealed clients have schedules they 
follow each day which includes daily activities, 
games and "hands-on" participation from staff.  

Interview on 2/16/21 with the QIDP confirmed 
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client #7 should not be spending the majority of 
his time in his bedroom unengaged and activities 
and training should be offered.

D.  During observations in the home on 2/16/21 at 
7:42am, client #4 was observed to walk into her 
peers bedroom and repeatedly hit her peer on the 
head, and attempted to grab her peers 
magazines off the nightstand.  Staff B was 
observed to take the magazines away from client 
#4 but did not redirect her for hitting her peer.  

Additional observations in the home on 2/16/21 at 
7:54am revealed client #4 standing in the dining 
area of the home.  She was observed to 
repeatedly hit her peer on his back.  Staff B and 
Staff E were observed in the dining room with 
client #4 and her peer, but did not redirect client 
#4 from hitting her peer.

Review on 2/16/21 of client #4's IPP dated 7/1/20 
revealed objective training to address various 
identified target behaviors including hitting her 
peers.  Additional review of client #4's IPP 
revealed a Behavior Support Plan (BSP) dated 
7/7/11 to address aggressive behaviors to other 
clients which states, "If [Client #4] attempts to 
head butt, slap, pinch, scratch, kick or grab other 
clients and is not agitated, she should be 
physically redirected to an activity without 
comment."  

Interview on 2/17/21 with the QIDP confirmed 
staff should follow the guidelines of client #4's 
BSP and physically redirect her to a activity.  

E.  During observations throughout the survey in 
the home on 2/15 - 2/16/21, client #7 was 
observed to sit in his bedroom or day room in his 
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wheelchair.  Throughout the observations, client 
#7 was observed to use his right hand to try to 
propel his wheelchair.  The brake on the 
wheelchair was observed to be locked throughout 
these times. 

Review on 2/15/21 of client #7's IPP dated 
12/3/20 revealed "[Client #7] is non-ambulatory, 
however he is able to propel his wheelchair using 
his right hand."  

Additional review on 2/16/21 of client #7's IPP 
dated 12/3/20 revealed wheelchair guidelines 
(undated) which states "[Client #7] is able to push 
his wheelchair on flat surfaces for short 
distances, often in circles, when desired.  Since 
[client #7] is able to self propel, his wheelchair 
should not be locked unless he is in an unsafe 
area (uneven surfaces, steps, curb, or near 
traffic) or needs to be stationary for a program or 
activity like mealtime."

Interview on 2/16/21 with Staff F revealed that 
staff lock client #7's wheelchair to prevent him 
from moving his wheelchair because his 
roommate is often walking in and out of their 
bedroom and they don't want him to hit his 
roommate.

Interview on 2/16/21 with Staff H revealed that 
staff lock client #7's wheelchair because he 
moves around a lot and staff don't want him 
moving and bumping into something and hurting 
himself.  

Interview on 2/16/21 with the QIDP revealed that 
client #7 does move around a lot and is at risk for 
hurting himself.  The QIDP confirmed that the 
wheelchair guidelines should be followed as 
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written but also stated that she believes the 
guidelines need to be reviewed and revised due 
to the risk of injury for client #7's movements.    

F.  During observations in the home on 2/15/21 at 
12:17pm, client #6 was observed to finish eating 
his lunch and maneuver his wheelchair down the 
hall to the bathroom.  At 12:30pm (14 minutes 
later), client #6 was observed laying in the bed.  

Review on 2/15/21 of client #6's IPP dated 
3/14/20 revealed client #6 is to "be kept in an 
upright position for 30 minutes after 
meals/snacks."  

Review on 2/16/21 of client #5's nursing 
evaluation dated 2/25/20 revealed "staff should 
keep [Client #6] in an upright position for at least 
30 minutes after a meal and/or snack."  

Interview on 2/16/21 with the QIDP confirmed that 
due to digestive issues, client #6 should have 
been kept in an upright position for 30 minutes 
following his lunch.  

G.  During observations in the home on 2/15/21 
at 5:10pm, Staff C was observed to begin feeding 
client #7.  Throughout the observations, Staff C 
fed client #7 by scooping the food and putting the 
spoon to client #7's mouth.  At not time during the 
observation was client #7 prompted to do 
hand-over-hand assistance with feeding.  

Review on 2/15/21 of client #7's IPP dated 
12/3/20 revealed client #7 is supported with 
mealtime guidelines.  These guidelines state 
"[Client #7] will sometimes tolerate 
hand-over-hand feeding with a spoon that has 
food on it.  Give him 5 opportunities at each meal 
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to eat from a spoon with hand-over-hand 
assistance."

Interview on 2/16/21 with the QIDP confirmed that 
staff should follow client #7's mealtime guidelines 
at each meal.  

H.  During observations in the home on 2/16/21 at 
8:04am, Staff E was observed to feel client #4 her 
food, at times using hand-over-hand assistance 
to scoop the food and bring the spoon to her 
mouth, and at other times scooping the food and 
putting the spoon in her mouth.  Staff E was also 
observed to bring client #4's cup to her mouth to 
drink from and use a napkin to wipe client #4's 
mouth.  

Review on 2/16/21 of client #4's IPP dated 7/1/20 
revealed client #4 is supported with mealtime 
guidelines.  These guidelines state, "Prompt 
[Client #4] to feed herself, if necessary.  She is 
independent from there on.  [Client #4] is 
independent in drinking from a regular cup or 
glass."  

Interview on 2/16/21 with the QIDP confirmed that 
staff should follow client #4's mealtime guidelines 
at each meal. 

I.  During observations in the home on 2/16/21 at 
8:54am, Staff E was observed to stand beside 
client #6's wheelchair and feed him or use 
hand-over-hand assistance to scoop his food and 
bring the spoon to his mouth.  

Review on 2/15/1 of client #6's IPP dated 3/14/20 
revealed client #6 feeds himself independently 
with intermittent verbal prompts to continue 
without assistance.  Additional review of client 
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#6's IPP revealed he is supported by mealtime 
guidelines.  These guidelines state, "Given verbal 
prompts, [Client #6] will feed himself.  He is 
capable of scooping food and getting it to his 
mouth."  

Interview on 2/16/21 with the QIDP confirmed that 
staff should follow client #6's mealtime guidelines 
at each meal.

W 252 PROGRAM DOCUMENTATION
CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria 
specified in client individual program plan 
objectives must be documented in measurable 
terms.

This STANDARD  is not met as evidenced by:

W 252

 Based on record review and interviews, the 
facility failed to ensure client #10's data relative to 
Individual Program Plan (IPP) objectives was 
documented as indicated.  This affected 1 of 5 
audit clients.  The finding is:

Review on 2/16/21 of client #10's IPP dated 
9/1/20 revealed, "[Client #10] wears a hand splint 
on both hands for 2 hours in the morning and 2 
hour in the afternoon."  Additional review of data 
collection sheets for the hand splints revealed the 
following days of documentation:

06/20 - 8 days
07/20 - 6 days
08/20 - 0 days
09/20 - 0 days
10/20 - 0 days 
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11/20 - 1 day
12/20 - 18 days
01/21 - 0 days
02/21 - No data sheet available

Interview on 2/16/21 with Staff G revealed all data 
for objectives is documented by direct care staff 
in the facility's electronic system (Therap); 
however, some things are written on sheets 
located in the individual client's training books.

Interview on 2/16/21 with the Qualified Intellectual 
Disabilities Professional (QIDP) confirmed the 
use of client #10's hand splints should be 
documented in the morning and afternoon.

W 454 INFECTION CONTROL
CFR(s): 483.470(l)(1)

The facility must provide a sanitary environment 
to avoid sources and transmission of infections.

This STANDARD  is not met as evidenced by:

W 454

 Based on observations and interviews, the facility 
failed to ensure the potential for 
cross-contamination was prevented.  This 
potentially affected all clients residing in the 
home.  The findings are:

A.  During observations throughout the survey in 
the home on 2/15 - 2/16/21, client #4 was 
observed to repeatedly spit in common areas of 
the home (hallways, den), on railings, door 
frames, dining tables that were set up for dining, 
a kitchen counter with adaptive dining equipment 
laying on it, and in other clients bedrooms.  
During these times, the areas were not cleaned 
or sanitized before others in the home used them.  
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Review on 2/16/21 of the facility's COVID-19 
protocols revealed, "We continue to ask 
employees to cooperate in taking steps to reduce 
the transmission of communicable diseases in 
the workplace by doing the following...Clean 
frequently touched surfaces..."

Interview on 2/16/21 with the Qualified Intellectual 
Disabilities Professional (QIDP) confirmed that 
staff in the home should have cleaned and 
sanitized all areas of the home that were affected.  
Additionally, the QIDP confirmed that the dining 
table should have been cleaned and the adaptive 
dining equipment should have been replaced and 
rewashed. 

B.  During observations in the home on 2/15/21 at 
12:23pm, client #4 was observed walking down 
the hallway.  Staff A was observed standing in the 
laundry closet doorway.  On the floor near the 
laundry closet and bathroom door were pieces of 
cut up fruit that was served during lunch.  Client 
#4 sat on the floor and began eating the fruit off 
the floor.  Staff A was observed to say "Don't pick 
stuff up off the floor."  Staff A did not prompt client 
#4 to stop eating the pieces of fruit nor did she 
clean the fruit up off the floor.  

Interview on 2/26/21 with the QIDP revealed that 
client #4 is known to try to pick food up off the 
floor and eat it.  The QIDP confirmed that staff 
should have stopped client #4 from eating the 
fruit, and either immediately cleaned the area or 
removed client #4 from the area until it could be 
cleaned.
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