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W 252 PROGRAM DOCUMENTATION

CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria 

specified in client individual program plan 

objectives must be documented in measurable 

terms.

This STANDARD  is not met as evidenced by:

W 252

 Based on review of records and interview the 

team failed to ensure data for 2 of 2 money 

management objectives listed in the person 

centered plan (PCP) for 2 of 3 sampled clients 

(#1 and #3) was collected as prescribed.  The 

findings are:

A. The team failed to ensure data for a training 

objective to address money management listed in 

the PCP for client #1 was collected as prescribed.  

For example:

Review of records on 2/26/19 for client #1 

revealed a PCP dated 4/1/18.  Review of the 

current PCP revealed a training objective for 

client #1 at least twice a month, when shopping, 

to carry a chosen item to the counter and place it 

on the counter with no more than two verbal 

prompts per occasion.  Additional review of the 

purchasing objective, implemented 4/2018 

revealed the client to remain at 0% throughout 

the review year.  Review of data related to the 

purchasing objective revealed for 8 of 10 months 

of implementation over the review year, the 

objective was not implemented as prescribed.  

Interview with the facility qualified intellectual 

disabilities professional (QIDP) revealed she was 

aware client #1's purchasing objective had not 
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been implemented as prescribed for most of the 

review year.  Continued interview with the QIDP 

verified client #1's purchasing objective had not 

been revised over the review year although the 

client remained at 0%.  Interview with the QIDP 

further revealed client #1 does get out into the 

community although the purchasing objective had 

not been implemented by staff as prescribed.  

The QIDP additionally verified client #1's 

purchasing objective should have been 

implemented as prescribed and revised 

according to skill progress or decline of the client.  

B.  The team failed to ensure data for a training 

objective to address money management listed in 

the PCP for client #5 was collected as prescribed.  

For example:

Review of records on 2/26/19 for client #5 

revealed a PCP dated 5/24/18.  Review of the 

current PCP revealed a training objective for 

client #5 to make a purchase twice a month with 

no more than 3 verbal prompts per occasion for 6 

consecutive months, implemented 5/2018.  

Review of data related to the purchasing 

objective for client #5 revealed for 4 of 9 months 

of implementation over the review year, the 

objective was not implemented as prescribed.  

Additional review of data for client #5's 

purchasing objective revealed in 6/2018 the client 

was at 100% achievement and from 11/2018 

through 2/2019 the client was at 0% 

achievement.

Interview with the facility qualified intellectual 

disabilities professional (QIDP) revealed she was 

aware client #5's purchasing objective had not 

been implemented as prescribed for most of the 
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review year.  Continued interview with the QIDP 

verified client #5's purchasing objective had not 

been revised over the review year although the 

client had declined in goal progress since 6/2018.   

Interview with the QIDP further revealed client #5 

does get out into the community although the 

purchasing objective had not been implemented 

by staff as prescribed.  The QIDP additionally 

verified client #5's purchasing objective should 

have been implemented as prescribed and 

revised according to skill progress or decline of 

the client.
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