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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

 Based on observations, interviews and record 

verification, the facility failed to provide 

opportunities for choice and self-management for 

1 of 6 clients (#4). The finding is:

Observation in the group home on 10/1/21 at 6:50 

AM revealed staff A and staff B present at the 

facility, and client #3 and client #6 out of their 

rooms. Client #3 was observed sitting on the 

living room couch and client #6 was observed 

eating breakfast with support from staff A. Staff B 

was observed as occupied and not attending to 

clients. Continued observation at 6:55 AM 

revealed client #4 to exit her bedroom, enter the 

dining room in her pajamas, and be immediately 

redirected back to her room by staff A. Further 

observation at 7:00 AM revealed client #4 to enter 

the dining room again in her pajamas, and again 

be redirected back to her room by staff A. 

Interview with staff A revealed she redirected 

client #4 back to her room because "she's not 

dressed." Subseqent observation at 7:05 AM 

revealed staff B to enter client #4s bedroom and 

shut the door. At 7:10 AM staff B and client #4 

exited her bedroom and staff B instructed her to 

sit on the living room couch until breakfast.

Review of client #4's record on 10/1/21 revealed 

a person-centered plan (PCP) dated 4/23/21. 

Review of the PCP indicated no restrictions 

relative to client #4's wake-up time or wearing 

pajamas outside her bedroom.
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Interview with the facility qualified intellectual 

disabilities professional (QIDP) on 10/1/21 

verified staff did not promote client #4's choice 

and decision making by redirecting her back to 

her bedroom. Further interview with the QIDP 

confirmed the facility should not limit choices for 

clients relative to how and when a client wants to 

start their day.
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