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PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(1)(iii)

The individual program plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not limited to situations in which the client is
failing to progress toward identified objectives
after reasonable efforts have been made.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure client #1's Individual Program
Plan (IPP) was revised after he failed to progress
towards identified objectives. This affected 1 of 3
audit clients. The finding is:

Review on 3/30/21 of client #1's IPP dated
6/12/20 revealed a formal training program to
produce 5 manual signs with 100% accuracy for 4
consecutive sessions. Further review of his
progress summaries revealed he had averaged
the following on this program during the past
several months:

October: 75%
November 2020: 75%
December: 75%
January: 75%
February: 75%

Interview on 3/31/21 with the qualified Intellectual
disabilities professional (QIDP) revealed she had
asked direct care staff at the home several
weeks ago to monitor the training and let her
know what factors seemed to be affecting client
#1's progress, or to determine if he had met his
potential for training on this program. Further
interview revealed the team had not met or
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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discussed this program and that training
continues without revisions.
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