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W 227 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:

W 227

 Based on observation, review of records and 

interview, the person centered plan (PCP) failed 

to have sufficient guidelines or training to meet 

identified client needs for 1 of 3 sampled clients 

(#2).  The finding is:

Observation the group home on 5/11/21 at 5:37 

PM revealed staff to verbally prompt client #2 to 

brush his teeth after the dinner meal.  Continued 

observation revealed client #2 to access his 

toothbrush from a hallway bathroom and to walk 

to the office area of the group home. Further 

observation revealed client #2 to request 

toothpaste from staff in the office of the group 

home and to return to the hallway bathroom with 

toothpaste on his toothbrush.  

Observation of the hallway bathroom used by 

client #2 on 5/11/21 revealed a hygiene caddy 

located in the bathroom closet with client #2's 

initials.  Observation of the contents in client #2's 

hygiene caddy revealed no toothpaste.  

Interview with staff A on 5/11/21 revealed client #2 

keeps his hygiene items in the bathroom closet 

by preference.  Continued interview with staff A 

revealed client #2 keeps his toothpaste in the 

office by preference and will throw the cap away if 

not monitored.  Staff A further revealed client #2 
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W 227 Continued From page 1 W 227

keeps hygiene and other personal items in 

multiple places throughout the group home.  

Further interview on 5/12/21 with staff A and B 

verified client #2 throws lots of various items 

away to include staff keys if not closely 

monitored.   

Review of records for client #2 on 5/12/21 

revealed a PCP dated 10/21/20.  Review of the 

10/2020 PCP revealed a behavior support plan 

with target behaviors of verbal aggression, 

physical aggression, tantrum behavior and 

refusing habilitation activities.  Subsequent review 

of records revealed no training objective or 

guidelines to address proper storage of hygiene 

items or throwing inappropriate items away.

Interview with the facility qualified intellectual 

disabilities professional (QIDP) on 5/12/21 

revealed he had become aware that client #2 

would throw various things away if not monitored.  

Interview with the habilitation specialist on 

5/12/21 revealed she unaware of client #2's 

behavior related to the storage of hygiene 

products or throwing things away.  Continued 

interview with the habilitation specialist verified 

client #2 should have a program to support 

proper storage of personal items and throwing 

inappropriate items away as identified by staff .
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