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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 observations, record reviews and 

interviews, the facility failed to assure the 

individual program plan (IPP) was consistently 

implemented specifically around mealtime 

guidelines for 1 of 3 audit clients (#5).  The 

finding is:

Client #5's mealtime specifics were not 

consistently followed.

During observations on 9/5/19 at breakfast, client 

#5's food was not the correct consistency and 

staff attempted to feed him with a left hand 

curved spoon from the right.  His food was finely 

chopped but only his cereal was moistened.

Review on 9/5/19 of client #5's IPP dated 7/31/19 

revealed he should be allowed to feed himself 

with a curved spoon and should received a 

pureed diet.

Interview on 9/5/19 with the nurse revealed client 

#5 had a history of aspiration and his food should 

therefore be pureed.
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W 249 Continued From page 1 W 249

Interview on 9/5/19 with the qualified intellectual 

disabilities professional (QIDP) confirmed his 

food should have been pureed in consistency.
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