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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 a 

communication objective contained in the 

individual support plan (ISP) was implemented as 

prescribed for 1 of 3 sampled clients (#5) related 

to communication.  For example:

Observations in the group home during the 

3/12-13/19 survey revealed client #5 to be 

non-verbal.  The client was noted to make loud 

vocalizations at various times while staff stayed 

close to the client.  Further observations revealed 

staff to direct client #5 verbally and with a 

communication board that revealed pictures that 

included medications, brush teeth, mailbox and 

go to van.  Staff were observed multiple times to 

walk the client to a communication board, identify 

an activity with a communication card and 

support client #5 with transition to the identified 

activity leaving the communication card on the 

board.  Client #5 was observed to transition to 

medication administration on 3/13/19 by taking 

the communication card off the board and taking 

the card to the medication room.  At no time was 

client #5 ever observed to return the medication 
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administration card to the communication board.  

Review of client #5's record on 3/13/19 revealed 

a diagnosis of autism, anxiety disorder and 

profound intellectual disability.  Continued record 

review revealed an individual support plan (ISP) 

dated 3/15/18.  Review of the 3/2018 ISP 

revealed a receptive communication objective 

implemented 7/1/18.  Review of the 

communication objective revealed given two 

verbal, one gestural and one visual prompt per 

task, the client will follow a two step object 

schedule by taking the object to the designated 

location.  Further review of the communication 

objective revealed the methodology for the 

objective to indicate staff will have the board set 

up with the two objects in the order client #5 will 

do the tasks.  Additional review of the objective 

revealed a two task methodology that included 

client #5 was to take the object cue to the 

designated activity. When complete, lead client 

#5 back to have the client put the object away 

and begin task #2.

Interview with the facility qualified intellectual 

disabilities professional (QIDP) verified client #5's 

communication objective remains current and 

should have been implemented as written.  

Further interview with the QIDP verified client #5 

was to take the object cues from the 

communication board and return the object cue 

after completing the designated activity.  The 

QIDP further verified client #5's communication 

program was not implemented as written during 

the time the client was in the group home during 

the survey.
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