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W 227 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(4)

The individual program plan states the specific 

objectives necessary to meet the client's needs, 

as identified by the comprehensive assessment 

required by paragraph (c)(3) of this section.

This STANDARD  is not met as evidenced by:

W 227

 Based on observation, review of records and 

interview, the individual support plan (ISP) failed 

to have sufficient training to meet identified client 

needs for 1 of 4 sampled clients (#6).  The finding 

is:

Observation in the group home on 1/4/21 at 5:15 

PM revealed client #6 to participate in the dinner 

meal. Continued observation throughout the 

dinner meal revealed staff A to assist client #6 

with fixing his plate. Further observations 

revealed client #6 to immediately begin eating at 

a rapid pace and to shove food into his mouth 

with his fingers. Subsequent observations 

revealed the home manager (HM) to serve client 

#6 two additional food items which he also 

shoved into his mouth with his fingers. The 

qualified intellectual developmental professional 

(QIDP) was further observed to provide verbal 

prompts to client #6 to use his utensils. 

Subsequent observations revealed client #6 to 

finish his meal at 5:30 PM. At no time during 

observations did staff prompt client #6 to slow 

down his rate of eating. 

Review of records for client #6 on 1/5/21 revealed 

an individual support plan (ISP) dated 1/1/22. 

Continued review of the ISP revealed training 

objectives to include; hygiene and oral routine, 

tidy his room, table manners, remain clothed, 

privacy, activity engagement, medication 

administration and leisure activities. Continued 
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W 227 Continued From page 1 W 227

review of objective training to address table 

manners revealed staff will assist the client in 

learning appropriate table manners by prompting 

him as needed to wipe his mouth with a napkin.  

Interview with the QIDP revealed client #6 tends 

to eat at a rapid pace based on the food items 

offered during meals and if the items are 

something that he really likes. Continued 

interview with the QIDP confirmed client #6 could 

benefit from a training objective relative to 

slowing down his rate of eating to prevent 

choking incidents.

W 249 PROGRAM IMPLEMENTATION

CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has 

formulated a client's individual program plan, 

each client must receive a continuous active 

treatment program consisting of needed 

interventions and services in sufficient number 

and frequency to support the achievement of the 

objectives identified in the individual program 

plan.

This STANDARD  is not met as evidenced by:

W 249

 Based on observation, record review and 

interview, the facility failed to ensure 1 of 4 

sample clients (#1) received a continuous active 

treatment program as identified in the individual 

support plan (ISP) relative to table manners and 

eating at an appropriate rate. The finding is:

Observation in the group home on 01/4/22 at 5:19 

PM revealed client #1 to participate in the dinner 

meal. Continued observation throughout the 
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W 249 Continued From page 2 W 249

dinner meal revealed staff to assist client #1 with 

serving cabbage onto his plate.  Further 

observation revealed client #1 to pick the 

cabbage off his plate with his fingers and to 

shove the cabbage into his mouth at a rapid rate. 

Subsequent observations revealed staff A to 

assist client #1 with serving two additional food 

items which the client rapidly shoved into his 

mouth with his fingers. Additional observation 

revealed staff A to provide multiple verbal 

prompts to the client to use his silverware.  

Review of records for client #1 on 01/4/22 

revealed an ISP dated 9/22/21.  Review of the 

ISP for client #1 revealed training objectives to 

address keeping room tidy, appropriate table 

manners, oral hygiene, exercise, appropriate 

social interaction, activity engagement, and 

medication administration. Continued review of 

goals revealed an objective for staff to monitor 

and redirect rate of eating and drinking, food 

stuffing, encourage chewing food thoroughly, 

avoid talking with food in mouth and swallowing 

food at a slow rate.  

Further review of records for client #1 revealed a 

nutritional evaluation dated 5/12/21.  Review of 

the nutritional evaluation revealed 

recommendations to cut food into bite size pieces 

(size of fruit cocktail) to avoid food stuffing and 

possible choking.  Subsequent review revealed 

the need for staff to sit next to the client at meals 

and to direct the client to use utensils and put 

utensils down between bites to slow rate of 

eating.  Additional review of the 

recommendations revealed staff need to direct 

the client to avoid talking with food in his mouth, 

food stuffing, to slow rate of eating and chew food 

thoroughly to avoid choking.  
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W 249 Continued From page 3 W 249

Interview with the facility qualified intellectual 

disabilities professional (QIDP) on 1/5/22 verified 

client #1 did not receive adequate prompts or 

redirections during the dinner meal to address 

rate of eating.  Continued interview with QIDP 

revealed client #1 has a goal to address rate of 

eating and drinking, food stuffing and to 

encourage chewing food thoroughly.  Further 

interview with the QIDP verified guidelines to 

address rate of eating as identified in the 

nutritional assessment and training objective 

were not followed as prescribed.

W 368 DRUG ADMINISTRATION

CFR(s): 483.460(k)(1)

The system for drug administration must assure 

that all drugs are administered in compliance with 

the physician's orders.

This STANDARD  is not met as evidenced by:

W 368

 Based on observation, record review and 

interview, the facility failed to assure all drugs 

were administered without error for 2 sampled 

clients (#2, #5).  The findings are:

A. Medications were not administered as 

prescribed per physician order for client #5.  For 

example:

Observation in the group on 1/5/22 at 6:50 AM 

revealed all clients in the group home to be 

awake, dressed and engaged in various activities 

in the group home. Continued observation at 6:50 

AM revealed client #5 to enter and participate in 

morning medication administration.  Continued 

observation of client #5 revealed the client to exit 

the medication administration area at 6:55 AM.  
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W 368 Continued From page 4 W 368

A review of physician orders dated 1/1/22 for 

client #5 revealed multiple medications ordered at 

8:00 AM that included: diazepam 5mg, 

guanfacine 1mg, propranolol 40mg and vitamin 

D3. 

Interview with the facility nurse on 1/5/22 revealed 

medication can be administered up to one hour 

before and one hour after the time prescribed. 

Continued interview with the facility nurse verified 

she was not contacted by the group home staff to 

indicate medications were administered before 

7:00 AM on 1/5/22.  

B. Medications were not administered as 

prescribed per physician orders for client #2.  For 

example:

Observation in the group home on 1/5/22 at 7:15 

AM revealed client #2 to enter the medication 

administration area of the group home and 

participate in the morning medication pass, 

exiting the medication administration area at 7:18 

AM.  

Review of the physician orders dated 1/1/22 for 

client #2 revealed medications ordered at 9:00 

AM that included: Concerta ER 18mg. 

Interview with the facility nurse on 4/13/21 

revealed medication can be given up to one hour 

before and one hour after the time prescribed. 

Continued interview with the facility nurse verified 

client #2's medications should not have been 

administered before 8:00 AM.
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