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W 288 MGMT OF INAPPROPRIATE CLIENT 

BEHAVIOR

CFR(s): 483.450(b)(3)

Techniques to manage inappropriate client 

behavior must never be used as a substitute for 

an active treatment program.

This STANDARD  is not met as evidenced by:

W 288

 Based on observations, record review and 

interviews, the facility failed to ensure a technique 

to address inappropriate behavior was included in 

a formal active treatment plan for 1 unsampled 

client (#2).  The finding is:

Observations in the group home on 

12/20-12/21/21 revealed client #2 to walk around 

the home, spend time in their bedroom, 

participate in dinner meal and participate in 

breakfast meal.  Continued observation revealed 

client #2's clothing items to be placed in a dresser 

located in the activity area.

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

revealed an individual support plan (ISP) dated 

3/20/21.  Continued review of the ISP for client #2 

revealed a behavior support plan (BSP) dated 

2/22/21 with target behaviors of self-injurious 

behavior, PICA, sleep disturbance and mouth 

items.  Further review of record for client #2 

revealed a patient summary dated 6/25/21 with a 

diagnosis of hand swelling, fracture of proximal 

phalanx of middle finger, and fracture of phalanx 

of right little finger.  Subsequent review of the 

patient summary revealed a recommendation that 

patient would benefit from having the dresser 

removed as the injury may have resulted from 

closing their hand in the drawer.  At no time was 

a documented intervention provided to address 

the removal of client #2's clothing from her 

bedroom.  
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Interview with the qualified intellectual disabilities 

professional (QIDP) on 12/21/21 confirmed client 

#2's ISP dated 3/20/21 was current. Interview with 

the Behaviorist revealed client #2 would fall to the 

ground, pull out her drawers and push the 

drawers back into her dresser. Continued 

interview with Behaviorist confirmed that client 

#2's dresser containing clothes were removed 

from her bedroom for safety and interventions 

have not been integrated in the client's ISP.
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