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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 ensure 3 of 5 audit 
clients (#2, #4, #6) received a continuous active 
treatment program consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the areas of 
meal preparation, family style dining, and 
domestic skills.  The findings are:

1.  Client #4 and #6 were not involved with 
cooking tasks.

During dinner preparation observations on 
9/16/2020,  the home manager prepared food 
and drink items (vegetable soup and chicken 
thighs) including removing food from the freezer, 
placing food into pots or pans, stirring food 
transferring to the serving bowls.  NO clients were 
observed to be prompted or assisted to 
participate with cooking tasks.

Interview on 9/16/2020 with the home manger 
revealed clients are able to do some of the 
cooking tasks.  Additional interview indicated 
client #4 and #6 assist in the meal prep with 
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{W 249} Continued From page 1 {W 249}

prompting.

Review on 9/16/2020 of client #4's IPP dated 
10/24/19 revealed, "[Client #4]...requires physical 
prompting to complete most domestic task such 
as.....food/meal preparation. Additional review 
revealed client #4 can make food without mixing 
with physical assistance.

Review on 9/16/2020 of client #6's IPP dated 
12/27/19 revealed, "[Client #6]...requires physical 
prompting to complete most domestic task such 
as.....food/meal preparation and enjoys learning 
how to cook

Interview on 9/16/2020 with the Qualified 
Intellectual Disabilities Professional (QIDP) 
indicated some clients in the home are "able to 
participate" with meal preparation tasks.  The 
QIDP confirmed client #6 can assist with various 
cooking tasks including preparing food items, 
pouring, stirring, and transferring the food to the 
serving bowl.. 

2. Clients (#2) was not prompted or assisted to 
participate with the folding the laundry .

During observations of laundry folding during the 
survey, staff B removed dried clothes from the 
dyer and folded them without involving the clients. 
Client #2 was given folded towel to put in his 
room.

Review on 9/16/2020 of client #2's IPP dated 
3/7/2020 revealed, "[Client #2] needs physical 
prompting to complete most domestic task such 
as....folding laundry.
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Interview on 9/16/2020 with staff B revealed 
some client including client #2 can assist with 
laundry with physical prompt.
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