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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

 The facility failed to assure a continuous active 

treatment program was provided for 2 of 6 clients 

in the home (#3 and #8) consisting of needed 

interventions and services in sufficient number 

and frequency to support the achievement of the 

objectives identified in their habilitation plan as 

evidenced by observation, interviews, and record 

verification.  The findings are:

A. The facility failed to provide adequate active 

treatment to engage for client #3 during large 

amounts of unstructured time.  For example:

Afternoon observations in the group home on 

9/21/21 from 4:15 PM until 6:30 PM revealed the 

client sitting unengaged without activity for 60 

minutes of the 135 minutes of observation in his 

wheelchair in the sensory room and bedroom with 

a sensory item laying on top of his wheelchair 

tabletop.  Continued observations revealed at no 

time was client #3 offered choices in leisure 

activities.

Morning observations in the group home on 

9/22/21 from 7:00 AM until 9:00 AM revealed 
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W 249 Continued From page 1 W 249

client #3 to transition to the sensory room, dining 

area and back to his room at 8:00 AM and sit 

unengaged without activity for 75 minutes of the 

120 minutes of observation.  At 8:00 AM client #3 

was noted to sit in his room until 8:45 AM. During 

the remaining 15 minutes of observations, the 

client was noted to sit in front of an IPAD awaiting 

his teacher to call in for class.

Review of medical record for client #3 on 9/22/21 

revealed a plan of care (POC) dated 5/14/21.  

Continued review of the POC revealed the client 

to have objective trainings relative to 

communication utilizing a pressure switch and to 

wash his face. Further review of the POC 

revealed a "Needs prioritized at POC" section.  

Additional review revealed needs for #2 to include 

recommendations to provide opportunities for 

choices throughout the day. Consideration of 

multisensory stimulation when offering client 

leisure activities and encourage engagement with 

each part of the daily routine. 

Interview with the qualified intellectual 

developmental professional (QIDP) on 9/23/21 

revealed client training objectives are current. 

Further interview revealed staff should be 

implementing client #3's active treatment 

programing throughout the day and encouraging 

client #3 with meaningful activities during periods 

of inactivity.

B. The facility failed to provide adequate active 

treatment to engage client #8 during large 

amounts of unstructured time.  For example:

Afternoon observations in the group home on 

9/21/21 from 4:15 PM until 6:30 PM revealed the 

client to sit unengaged without activity for 60 
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minutes of the 135 minutes of observation in his 

wheelchair in his room, participate in dinner meal, 

sensory room with a sensory item laying on top of 

his wheelchair tabletop.  Continued observations 

revealed at no time was client #8 offered choices 

in leisure activities.

Morning observations in the group home on 

9/22/21 from 7:00 AM until 9:00 AM revealed 

client #8 to participate in the breakfast meal, 

transition to the bathroom and then back to his 

room at 8:00 AM and sit unengaged without 

activity for 75 minutes of the 120 minutes of 

observation.  At 8:00 AM client #8 was noted to 

sit in his room until 8:45 AM. During the 

remaining 15 minutes of observations, the client 

was noted to sit in front of an IPAD awaiting his 

teacher to call in for class.

Review of medical record for client #8 on 9/22/21 

revealed a plan of care (POC) dated 7/16/21.  

Continued review of the POC revealed the client 

to have objective trainings relative to tolerate 

walking, toothbrushing, communication utilizing a 

Big Mack switch and to turn on radio/tape player 

utilizing a pressure switch. Further review of the 

POC revealed a "Needs prioritized at POC" 

section.  Additional review revealed needs for #1 

to include recommendations; client should be 

provided with a variety of one on one interaction 

including tactile auditory and movement 

stimulation. The client should be involved in 

training to activate a variety of devices with 

switches. The client should be provided with 

opportunities to use switches/environmental 

controls to make choices. 

Interview with the QIDP and group home director 

(GHD) confirmed client training objectives are 
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current. Further interview revealed staff should be 

implementing client #8's active treatment 

programing throughout the day and encouraging 

all clients with meaningful activities during 

afternoon and morning periods of inactivity.
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