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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 observation, review of records and
interview, the person centered plan (PCP) failed
to have sufficient training objectives to meet
identified client needs for 1 of 4 sampled clients
(#6). The finding is:

Observations in the group home throughout the
4/20-21/2021 survey revealed at various times for
staff to engage in verbal communication with
client #6. Observation of client #6 with staff
communication revealed the client to often ask
staff to repeat questions, directives or
instructions. Subsequent observation also
revealed staff to get close to client #6 when
communicating and speak loudly to the client.

Review of records for client #6 on 4/21/21
revealed a PCP dated 1/14/21. Review of the
1/2021 PCP revealed current training objectives
relative to: knock on the bathroom door,
medication administration, greeting others,
laundry and to match value of coins. Subsequent
review of records for client #6 revealed no
program objective or training related to
communication.

Continued review of records for client #6 revealed
a communication evaluation dated 2/5/20.
Review of the current communication evaluation
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revealed overall communication abilities are
moderately impaired. Continued review of the
2/2020 communication evaluation revealed
recommendations to include: 1) staff may
consider a visual schedule to help provide routine
and structure 2) consider developing a basic
orientation board (month, day, year, weather) and
review daily and 3) monitor hearing with
recommendations of audiologist.

Further record review for client #6 revealed a
hearing evaluation dated 2/17/20. Review of the
2/2020 hearing evaluation revealed speech
thresholds for client #6 were consistent with
moderate hearing loss for at least a portion of the
frequencies in each ear. Continued review
revealed word recognition scores were poor in
each ear, with speech presented at an elevated
listening level in quiet. Further review of the
current hearing evaluation revealed visual
reinforcement audiometry in the sound field was
consistent with severe to moderate hearing loss
in at least one ear, although reliability was
considered poor. A review of recommendations
of the 2/2020 hearing evaluation revealed the
need to follow-up with ENT, re-test per ENT
recommendation or with caregiver concern,
hearing protection in noise, and amplification
recommendations withheld due to poor reliability
of findings.

A review of an ENT evaluation dated 2/17/20
revealed hearing loss could not be ruled out.
Poor reliability of results with audio. Return as
needed.

Interview with staff on 4/21/21 revealed client #6
did not have a hearing aid and seems to hear
what he wants to hear. Interview with the facility
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nurse on 4/21/21 revealed no further testing had
been conducted relative to client #6's hearing
since 2/2020. Continued interview with the facility
nurse revealed the guardian of client #6 has
reported the client has always asked for things to
be repeated and has not attributed this to a
communication or hearing deficit.

Interview with the qualified intellectual disabilities
professional (QIDP) verified client #6 had no
program relative to communication. Subsequent
interview with the QIDP and facility nurse, verified
by current assessments, that a hearing
impairment for client #6 had not been ruled out.
Additional interview with the QIDP and facility
nurse verified recommendations of the
communication evaluation for client #6 should
have been considered to further monitor
communication deficits.

W 436 | SPACE AND EQUIPMENT

CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide training to
address non-compliance behavior with a
recommended gait belt for 1 of 3 sampled clients
(#2). The finding is:

W 227

W 436
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Observation in the group home on 4/20/21 at 5:02
PM revealed client #2 to walk around the group
home with a gait belt that fell off the client.
Observation of client #2's gait belt revealed the
belt to be a wide black belt with handles towards
the back and multiple personal patches attached.
Continued observation revealed staff to observe
client #2 without the gait belt, to then place the
gait belt around client #2 and to tighten it on the
client.

Subsequent observation in the group home from
5:45 PM until 6:15 PM revealed client #2 to
ambulate throughout the group home and to
repeatedly take his gait belt off by placing his
hands into the sides of the belt and sliding the
adaptive device down to the floor. Staff were
observed multiple times to attempt to place the
gait belt back on the client and the client to
continue to slip the adaptive equipment off to the
floor. Staff were also observed to access a
different gait belt from the clients room that the
client also slipped off and at times to allow the
client to ambulate without his belt due to client
resistance.

Observation in the group home on 4/21/21 at 7:12
AM revealed staff to place client #2's gait belt on
the client. Continued observation at 7:14 AM
revealed client #2 to slip off his gait belt and
continue to ambulate throughout the group home.
Further observation revealed client #2 to
repeatedly take his gait belt off with staff efforts to
put the gait belt back on the client. Subsequent
observation revealed client #2 to state "l win" with
taking his gait belt off and bringing the adaptive
device to staff. Observation at 7:25 revealed staff
to swap out the wide gait belt of client #2 for a
different belt accessed from the client's room.
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Review of client #2's record on 4/21/21 revealed
a person centered plan (PCP) dated 9/9/20.
Review of client #2's PCP revealed training
objectives relative to knocking on the bathroom
door, to follow directions, to use appropriate table
manners, hand washing and bill identification.
Continued review of client #2's record revealed a
behavior support plan dated 9/19/19 with target
behaviors of: activity refusal, hallucinations,
excessive drinking, self injurious behavior,
property destruction, AWOL, verbal aggression
and physical aggression. A Review of client #2's
PCP revealed no programs, training objectives or
guidelines to address refusal behavior related to
the client's gait belt use.

Subsequent review of records for client #2
revealed a fall risk screening dated 12/28/20.
Review of the the current fall risk assessment
revealed client #2 has a gait belt to assist with
walking, has trouble with balance when
walking/standing and sitting, needs help
occasionally when walking and with transfers and
has visual limitations with cataracts.

Review of an occupational therapy (OT)
evaluation for client #2 dated 8/4/20 revealed
client #2's mobility reflects instability on his feet
with decreased mobility. Review of a physical
therapy (PT) evaluation dated dated 8/5/20
revealed client #2 is impulsive with movement
placing him at risk of falls and adaptive
equipment includes a gait belt when up.

Interview with staff on 4/21/21 revealed client #2
is resistant to wearing his gait belt on a daily
basis and has had frequent falls. Continued
interview with staff revealed a new gait belt was

W 436
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provided to client #2 on 4/20/20 in hopes he
would wear the new belt better than the previous
belt. Subsequent interview with staff verified
documentation was not specifically collected with
client #2's non-compliance with wearing his gait
belt.

Interview with the facility qualified intellectual
disabilities professional (QIDP) revealed client #2
will often take his gait belt off. Continued
interview with the QIDP verified a recent attempt
to support client #2 with compliance in wearing
his gait belt included furnishing the client with a
new belt that included patches representing
personal interests of the client. Further interview
with the QIDP verified client #2 did not have a
program or guidelines to address the need to
wear his gait belt as prescribed.
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