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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 review and 

interviews, the facility failed to ensure clients 

received a continuous active treatment program 

consisting of needed interventions as identified in 

the plan of care (POC) for 2 of 3 sampled clients 

(#2, # 3).  The findings are:

A.  The facility failed to utilize the hand splint 

guidelines for client #3 as prescribed.  For 

example:

Afternoon observations throughout the group 

home on 6/30/21 from 4:30pm to 6:00pm 

revealed client #3 to participate in various 

activities including games and outdoor activities.  

Client #3 was not observed to wear a hand splint 

on either the right or left hand during survey 

observations.  Subsequent observation in the 

group home on 7/1/21 from 7:00 AM to 9:00 AM 

revealed client #3 to participate in various 

activities without wearing a splint on either the 

right or left hand.  
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W 249 Continued From page 1 W 249

Review of records on 7/1/21 for client #3 revealed 

a plan of care (POC) dated 2/19/21 which 

indicated that client #3 has the following adaptive 

equipment:  elbow splint, hand splints, wheel 

chair, tech talk, Ipad, and a marissa electric lift.  

Further review of the record for client #3 revealed 

hand splint guidelines dated 6/6/14, which 

indicated that client #3 should wear both splints at 

the same time, during all waking hours and 

between meals and baths.  Review of the 

occupational therapy evaluation dated 12/22/20 

indicated that client #3 should continue to use 

bilateral forearm-based splints with hand and 

thumb support with the current wearing schedule 

of all waking hours between meals and baths.  

Interview with the facility nurse on 7/1/21 verified 

that client #3 should consistently wear prescribed 

hand splints according to the hand splint 

guidelines and doctor's orders.  Interview with the 

Home Manager (HM) on 7/1/21 verified that client 

#3 does not like to wear the prescribed hand 

splints.  Continued interview with the HM 

confirmed that staff should follow the hand splint 

guidelines according to guidelines as directed by 

the physician.  

Interview with the qualified intellectual disabilities 

professional (QIDP) on 7/1/21 verified that client 

#3 should be wearing her hand splints according 

to medical orders.  Continued interview with the 

QIDP verified that all of client #3's goals and 

interventions are current.  Further interview with 

the QIDP confirmed that client #3 should wear 

her hand splints as prescribed to assist with hand 

and thumb support.  
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W 249 Continued From page 2 W 249

B. The facility failed to provide adequate active 

treatment to engage client #2 during large 

amounts of unstructured time.  For example:  

Afternoon observations throughout the group 

home on 6/30/21 at 4:30 PM revealed client #2 to 

remain in his bedroom with the door closed for 50 

minutes of observations.  Continued observation 

of client #2 at 5:23 PM revealed the client to walk 

into the dining room with the assistance of a 

walker.  Further observation of client #2 at 5:30 

PM revealed the client to enter the kitchen, pour 

his beverages, microwave his dinner and take all 

meal items to the dining room table using a bin on 

the walker.  At no point during the observation 

period was staff observed to offer client #2 

activities outside of his room.  

Morning observations throughout the group home 

on 7/1/21 at 6:50 AM revealed client #2 to remain 

in his bedroom with the door closed for 60 

minutes of observations.  Continued observation 

of client #2 at 7:54 AM revealed the client to walk 

in the dining room dressed for the day.  Further 

observation at 8:00 AM revealed the client to 

prepare and eat his breakfast meal.  Subsequent 

observations at 8:29 AM revealed client #2 to go 

to the medication room for medication 

administration.  At no point during the observation 

period was staff observed to offer client #2 

activities outside of his room.

Review of records for client #2 on 7/1/21 revealed 

a POC dated 6/19/20.  Review of the ISP dated 

6/19/20 revealed client #2 to have program goals 

for group exercise, to sit up straight/tall in the 

wheel chair (WC) while looking into a mirror to 

strengthen core muscles and posture, to use a 
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calculator, improve social skills, to complete 3 

personal hygiene tasks, and a communication 

goal.  Continued review of record for client #2 

revealed a Behavior Support Program (BSP) 

dated 5/1/21. Review of the BSP dated 5/2021 

revealed client #2's target behaviors of 

inappropriate use of electronics and inappropriate 

use of social media.  Further review of records for 

client #2 on 7/1/21 revealed interventions for the 

target behaviors to indicate the need to 

encourage the client to spend time out of his 

bedroom, engaged in non-computer activities to 

support the client connecting with his peers and 

staff.

Interview with the QIDP on 7/1/21 revealed client 

#2 has a history of posting sexually inappropriate 

pictures on social media and talking to scammers 

through the computer.  Continued interview with 

the QIDP verified client #2 can participate in 

meaningful activities in the home and can have 

access to a computer in other areas of the home.  

Further interview with the QIDP confirmed client 

#2's BSP is current and should be followed as 

prescribed.

FORM CMS-2567(02-99) Previous Versions Obsolete 955811Event ID: Facility ID: 922880 If continuation sheet Page  4 of 4


