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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 and interviews, the facility 
failed to provide opportunities for choice and 
self-management for 5 of 6 clients in the home 
(#1, #2, #3, #4, #6). The finding is:

Observation in the group home on 8/24/21 at 6:15 
AM revealed one third shift staff present at the 
facility. Further observation at 6:25 AM revealed 
client #4 to exit his bedroom, walk into the dining 
room and staff D immediately redirect him back to 
his bedroom. Continued observation from 6:35 
AM to 6:50 AM revealed clients #1, #2, #3, and 
#6 to exit their bedrooms, walk into the dining 
room and be immediately redirected by staff D to 
return to their bedrooms. 

Interview with staff D revealed she has historically 
redirected clients back to their rooms until first 
shift staff arrive "due to ratio and some of them 
having behaviors." Further interview with staff D 
revealed first shift staff are supposed to arrive at 
the home between 6:30 AM and 7:00 AM. 
Additional observation revealed first shift staff to 
arrive at 6:55 AM.

Interview with the qualified intellectual disabilities 
professional (QIDP) on 8/24/21 revealed first shift 
staff are not arriving at the home until 7:00 AM as 
a result of the clients not going to their day 
program due to COVID-19. Continued interview 
with the QIDP verified third shift staff can 
maintain a 1:3 staff/client ratio. Further interview 
with the QIDP confirmed that third shift staff 
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{W 247} Continued From page 1 {W 247}
redirecting clients back to their rooms, as well as 
the current staffing schedule, are denying the 
clients the opportunity for choice and 
self-management to wake up and begin their 
morning routines.

A follow-up survey was conducted on 10/28/21. 
Review of internal records on 10/28/21 relative to 
the facilities Plan of Correction (POC) revealed 
no evidence of first shift staff arriving to the group 
home at 6:30 AM, as scheduled, to ensure 
client's are given opportunity for choice and self 
management to wake up and begin their morning 
routines. Further review of the internal records 
revealed from 10/10/21-10/23/21 all staff 
indicated in the date range arrived after 7:00 AM 
with the exception of 10/18/21 when staff arrived 
at 6:38 AM. 

Interview with the house manager and qualified 
intellectual disabilities professional revealed they 
were unaware that staff were not following the 
6:30 AM schedule.  Further interview with the 
QIDP verified there was no evidence of daily 
monitoring to ensure staff were arriving to the 
group home on time.
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