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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 person 
centered plan (PCP) was implemented as 
prescribed for 1 non-sampled client (#1) related 
to communication.  For example:

Afternoon observations in the group home on 
4/8/19 from 3:40 PM to 5:24 PM revealed client 
#1 to wear bilateral hearing aids. Further 
observation at 5:25 PM revealed client #1 to 
remove both of his hearing aids and place them 
both on a side kitchen table. Continued 
observations revealed at 5:27 PM, staff C 
obtained a latex glove and retrieved both of client 
#1's hearing aids from the side kitchen table and 
took them to the medication administration closet. 
At no time was staff observed to prompt client #1 
to place his hearing aids back into his ears.

Review of records for client #1 on 4/9/19 revealed 
a PCP dated 4/24/18.  Review of the 4/24/18 PCP 
revealed a diagnosis of "mild to severe 
sensorineural hearing loss". Further review of the 
PCP revealed a formal training objective titled 
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W 249 Continued From page 1 W 249

"Wears Hearing Aids at Home". Continued review 
of the hearing aid objective revealed client #1 will 
wear his hearing aids throughout the day, 
beginning at home, with a verbal prompt 100% of 
the time for two consecutive review periods. 
Ongoing review of client #1's hearing aid training 
objective revealed if staff notices client #1 has 
removed his hearing aids, staff should prompt the 
client to place his hearing aids back in his ear. 

Interview with staff C on 4/8/19 at 5:30PM 
revealed client #1 has a formal program to wear 
his hearing aids and the devices are stored in the 
medication administration room.  Interview with 
the qualified intellectual disabilities professional 
(QIDP) on 4/9/19 verified client #1 should have 
been prompted to place his hearing aids back into 
his ears.
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