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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 provide needed 

interventions in sufficient number and frequency 

to support the achievement of communication 

and behavioral objectives identified in the 

individual program plan (IPP)  for 1 of 3 sampled 

clients (#5).  The findings are:

A.  The facility failed to provide needed 

interventions to support the achievement of a 

behavioral objective identified in the IPP for client 

#5.

Observations conducted in the group home 

throughout the 2/5/19 - 2/6/19 survey revealed 

client #5 was verbally prompted by staff to 

participate in leisure activities, meal preparation, 

setting table, eating meals, using bathroom, 

washing hands and medication administration 

among other activities.  No use of a TEACCH 

schedule was observed at any time during the 

2/5/19-2/6/19 survey.

Review of the record for client #5, conducted on 

2/5/19 and 2/6/19 revealed an IPP dated 1/16/19.  
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{W 249} Continued From page 1 {W 249}

Review of the 1/16/19 IPP revealed a Psychology 

Evaluation dated 1/14/19 which stated staff 

should encourage the use of a picture schedule 

to ensure a stable and predictable routine for 

client #5.  Further review of the IPP revealed a 

behavior support plan (BSP) dated 2/1/19 which 

documented targeted behaviors included 

repetitive requests, agitation, difficulty 

transitioning, self injury, restlessness, aggression 

and disrupted sleep.  Continued review of the 

BSP revealed prevention strategies/interventions 

for transition difficulties, agitation/aggression, 

repetitive requests and disrupted sleep should 

include the use of a TEACCH schedule with 

picture icons.

Interview conducted on 2/6/19 with the qualified 

intellectual disabilities professional (QIDP)verified 

a TEACCH schedule should be utilized for client 

#5 as documented in the 1/16/19 IPP.  Interview 

with the group home manager conducted on 

2/6/19 verified staff are not currently utilizing a 

TEACCH schedule in the group home for client 

#5.

B.  The facility failed to provide needed 

interventions to support the achievement of a 

communication objective identified in the IPP for 

client #5.

Observations conducted in the group home 

throughout the 2/5/19-2/6/19 survey revealed 

client #5 was verbally prompted by staff to 

participate in activities including using the 

bathroom and medication administration among 

others. No use of communication pictures or 

cards was observed during the survey. 

 Review of the record for client #5, conducted on 
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{W 249} Continued From page 2 {W 249}

2/5/19 and 2/6/19 revealed an IPP dated 1/16/19.  

Review of the 1/16/19 IPP revealed a 

communication objective with an implementation 

date of 1/18/18 stating client #5  would select 

appropriate communication cards with 90% 

accuracy for two consecutive review periods.  

Continued review of the IPP for client #5 revealed 

a Communication Evaluation dated 12/20/17 

recommending client #5 have a communication 

system available to him as he moves between 

settings so he may refer to it when having 

difficulty communicating via speech.  Further 

review of the record for client #5 revealed a 

mini-team report dated 1/9/18 documenting the 

interdisciplinary team accepted the 

recommendations of the 12/20/17 

Communication Evaluation, and further 

documented the habilitation specialist would 

design a communication program to be available 

as client #5 moves between settings.

Interview conducted on 2/6/19 with the habilitation 

specialist verified staff should assist client #5 in 

the use of  picture cards indicating medication 

administration, bathroom, food and drink as 

indicated in the communication objective 

implemented on 1/18/18.  Interview conducted 

with the QIDP verified staff should utilize client 

#5's expressive communication picture cards 

during all appropriate opportunities.

During the followup survey on 5/3/19 

observations at the group home from 7:45 AM 

until observations ended at 9:00AM revealed 

client #5 to be verbally prompted to participate in 

various activities to include meal preparation, 

eating meals, washing hands and medication 

administration.  Observations revealed client #5 
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{W 249} Continued From page 3 {W 249}

to transition to all activities with verbal and 

physical prompting of staff.  No use of a TEACCH 

schedule was observed at any time during the 

follow-up survey.

Review of internal documentation on 5/3/19 

relative to the plan of correction for the 

recertifiation survey completed 2/6/19 revealed 

an in-service would be conducted by the facility 

habilitation specialist and behavior analyst to 

address client #5's communication needs and 

TEACCH schedule.  Review of trainings on 

5/3/19 revealed a training for client #5's 

communication needs and TEACCH schedule 

could not be located by the facility home manager 

or facility administrator during the follow up 

survey.  

Interview with the facility home manager (HM) on 

5/3/19 revealed an in-service was completed 

although she was unaware of where the 

documentation of the training was.  Further 

interview with the HM revealed staff should have 

used client #5's communication schedule for 

various activities during the morning routine.  

Interview with the facility administrator revealed 

he was unable to locate documentation of the 

in-service training completed for client #5's 

communication programming.
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