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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 observation, record review and 

interview, the facility failed to assure clients (#1, 

#2, #3, #4, #5, #6) were provided opportunities 

for choice and self-management and not for the 

convenience of staff relative to locked bedroom 

doors.  The finding is:

Observations throughout the 1/31/23-2/1/23 

survey revealed all clients to have locked 

bedroom doors and door chimes outside of each 

door.  Continued observations revealed six keys 

to hang on a wall in the hallway labeled by the 

clients'  (#1, #2, #3, #4, #5, #6) names.  Further 

observations revealed staff to unlock all clients ' 

doors upon entry to their bedrooms.  Additional 

observations revealed staff to lock various clients ' 

doors with a key and the clients to remain inside 

of their rooms.

Review of records for client #1 on 2/1/23 revealed 

an individual support plan (ISP) dated 9/28/22.  

Continued review of the ISP for client #1 revealed 

the following program goals:  clean his room, get 

dressed, table manners, oral hygiene goal, refrain 

from interrupting others, participate in medication 

administration, complete a household chore, 

engage in an activity in the common area and an 

exercise goal.  Review of the ISP did not include 

a program goal to use a key to unlock bedroom 

door.  Additional review of the record for client #1 

revealed a behavior support plan (BSP) dated 

10/1/22. Review of the BSP for client #1 revealed 

the following target behaviors:  darting/running 
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W 247 Continued From page 1 W 247

away, social aggression, property aggression, 

inappropriate toileting, refusal, self-injurious 

behaviors (SIBs) and tantrums. 

Interview with the qualified intellectual disabilities 

professional (QIDP) and Chief Regulatory Officer 

(CRO) on 2/1/23 revealed the locks on the 

bedroom doors are to prevent clients from going 

into each other's rooms and taking other's 

belongings. Continued interview with the QIDP 

and CRO revealed there is no plan in place 

should client #1 have SIBs in his room with the 

door closed and the bedroom door is locked from 

the outside. Further interview with the CRO 

revealed there are multiple copies of the bedroom 

keys for all clients (#1, #2, #3, #4, #5, #6) in the 

group home should a key is lost or misplaced or 

in the event of an emergency that would require 

evacuation of the group home.

W 263 PROGRAM MONITORING & CHANGE

CFR(s): 483.440(f)(3)(ii)

The committee should insure that these programs 

are conducted only with the written informed 

consent of the client, parents (if the client is a 

minor) or legal guardian.

This STANDARD  is not met as evidenced by:

W 263

 Based on observation, record review and 

interview, the facility failed to ensure that 

updated, written informed consent of the legal 

guardian and human rights committee (HRC) was 

approved and received relative to interior 

bedroom doors for 6 of 6 clients (#1, #2, #3, #4 

#5 and #6).  The finding is:  

Observations throughout the 1/31/23-2/1/23 

survey revealed all clients to have locked 

bedroom doors and door chimes outside of each 
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door.  Continued observations revealed six keys 

to hang on a wall in the hallway labeled by the 

clients' names.  Further observations revealed 

staff to unlock the clients' doors upon entry and 

exiting their bedrooms.  

Review of client records on 2/1/23 for clients (#1, 

#2, #3, #4 #5 and #6) revealed consents relative 

to the exterior locked entry system.  Review of 

the documentation did not reveal written informed 

consent from the human rights committee (HRC) 

and legal guardians relative to interior bedroom 

door locks. 

Interview with the qualified intellectual disabilities 

professional (QIDP) and Chief Regulatory Officer 

(CRO) on 2/1/23 revealed that human rights 

consent limitation forms for the interior bedroom 

doors for clients #1, #2, #3, #4 #5 and #6 have 

not been reviewed and signed by the HRC and 

legal guardians.  Continued interview with the 

CRO and QIDP revealed all HRC limitation 

consent forms for all clients should be updated 

and signed by the HRC and legal guardians 

annually.
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