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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}

 The facility failed to assure the individual 
program plan (IPP) for 1 of 4 sampled clients (#5) 
included objective training to meet the client's 
leisure skill needs as evidenced by observation, 
interview and record verification. The finding is:

Afternoon observations in the group home on 
6/1/21 from 4:05 PM until 5:55 PM, substantiated 
by interview with staff, revealed client #5 to be in 
his bedroom taking a nap. Interview with the 
qualified intellectual disability professional (QIDP) 
revealed the client has been spending more time 
in his room and sleeping in the afternoons during 
the past several weeks.  

Review of client #5's IPP dated 4/26/21 revealed 
the team identified client #5's need for leisure 
skills and discussed adding a leisure skills 
program at his IPP meeting. Further interview 
with the QIDP revealed this may help client #5 
with motivation in the afternoons and compete 
with the client's inactivity and lack of active 
treatment. However, continued interview with the 
QIDP and review of the client's IPP, revealed as 
of the 6/1-2/21 survey, the team failed develop 
and implement the client's leisure program.

A follow-up visit was conducted on 8/26/21. 
Review of internal records on 8/26/21 relative to 
the facility's Plan of Correction (POC)  revealed 
no evidence of in-service training related to meal 
participation. Continued review of the internal 
records revealed no evidence of new program 
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{W 247} Continued From page 1 {W 247}
goals for any client to address meal participation 
were implemented as indicated in the POC. 
Further review of the internal records revealed no 
evidence of clinical monitoring, as also indicated 
in the POC, relevant to meal participation.

Interview with the program administrator on 
8/26/21 revealed evidence of in-service trainings, 
new training objectives, and clinical monitoring 
relative to the POC were not available for review 
during the follow-up survey. Continued interview 
with the program administrator revealed he was 
unsure why new goals relative to the POC could 
not be reviewed in the internal electronic system. 
Further interview with the program administrator 
revealed the qualified intellectual disabilities 
professional (QIDP) had evidence of in-service 
training and clinical monitoring, however, the 
QIDP was not available for the follow-up survey.
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