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INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(3)(v)

The comprehensive functional assessment must
include speech and language development.

This STANDARD is not met as evidenced by:
The facility failed to assure the individual
program plans (IPPs) for 2 of 3 sampled clients
(#4 and #5) included an updated assessment of
their speech and language development as
evidenced by observations, interview and record
verification. The finding is:

Observations in the group home during the
5/18-19/21 survey revealed clients #4 and client
#5 to be non-verbal and very limited in their
receptive and expressive communication abilities.
Review of client #4's IPP dated 8/10/20 and client
#5's IPP dated 1/29/21 revealed both clients to
have communication evaluations addendums in
their IPPs. However, client #4's communication
addendum was dated 10/1/18 and client #5's
communication addendum was dated 3/17/19.
Interview with the qualified intellectual disabilities
professional (QIDP) revealed the other 4 clients
in the home have updated addendums but none
could be found for clients #4 and #5. Further
interview with the QIDP revealed clients #4 and
#5 should have an updated communication
addendum as part of their current IPP.
INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(iii)

The individual program plan must include, for
those clients who lack them, training in personal
skills essential for privacy and independence
(including, but not limited to, toilet training,
personal hygiene, dental hygiene, self-feeding,
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bathing, dressing, grooming, and communication
of basic needs), until it has been demonstrated
that the client is developmentally incapable of
acquiring them.

This STANDARD is not met as evidenced by:
The facility failed to ensure the individual
program plan (IPP) for 1 of 3 sampled clients (#5)
included objective training to meet the client's
basic communication needs as evidenced by
observations, interview and record verification.
The finding is:

Observations in the group home during the
5/18-19/21 survey revealed client #5 to sit on the
couch or at the dining room table when placed
there by staff. Further observations revealed the
client to be non-verbal with limited communication
abilities and would only react and respond when
engaged by staff. Review of client #5's IPP dated
1/29/21, substantiated by interview with the
qualified intellectual disabilities professional
(QIDP), revealed the client met criteria on a
communication objective on 4/30/20 to use a
switch during meal prep, say a prayer and ask for
a drink at supper. Further review and interview
revealed client #5 has been without formal
objective training in communication for over a
year and currently has no formal communication
objective to teach the client any new
communication skills.
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