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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 observations, record review and 

interview, the facility failed to assure the individual 

habilitation plan (IHP) for 1 of 4 sampled clients 

(#6) included training in dining skills.  The finding 

is:

Observation in the group home on 2/28/22 at 6:30 

PM revealed client #6 to participate in the dinner 

meal.  Continued observation throughout the 

meal revealed staff to provide client #6 close 

supervision with sitting next to the client.  Client 

#6 was further observed to load her fork with a 

large portion of food while using her butter knife 

to scoop the food onto the fork at a rapid pace.  

Staff were further observed to answer questions 

client #6 would ask while eating at a rapid pace.  

Client #6 was observed to finish her plate of roast 

beef, carrots, potatoes, greens beans and 

pudding in under 5 minutes.

Morning observations in the group home on 

3/01/22 at 8:30 AM revealed client #6 to 

participate in a breakfast meal.  Continued 

observation throughout the breakfast meal 

revealed staff to provide client #6 with close 

supervision by sitting next to the client.  Staff 

were further observed, as with the dinner meal, to 

engage in conversation with the client but 

provided no prompts to slow rate of eating.  

Subsequent observations revealed the client to 

again finish her meal in under 5 minutes.
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W 227 Continued From page 1 W 227

Record review for client #6 on 3/01/22 revealed 

an IHP dated 3/04/21.  Review of the IHP 

revealed training objectives to address 

independence in home management, money 

management, meal prep, laundry/hanging clothes 

and making bed.  Further review of program 

goals revealed guidelines to ensure privacy, 

increase independence with recreational skills 

and money earned.  Continued review of client 

#6's guidelines revealed procedures for cleaning 

her glasses, maintaining appropriate 

communication and walking.  

Subsequent review of records for client #6 

revealed a comprehensive functional assessment 

(CFA) dated 3/01/21.  Review of the CFA for 

client #6 revealed a skill assessment; "does 

require prompts to take small bites on occasion".  

Interview with the qualified intellectual disabilities 

professional (QIDP) on 3/01/22 verified client #6 

did not have formal programming to address her 

rate of eating.  Continued interview with QIDP 

revealed client #6 could benefit from 

programming to address rate of eating to reduce 

her risk of choking.
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