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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 

interview, the facility failed to ensure 4 of 6 clients 

(#1, #2, #3 and #4) received a continuous active 

treatment program consisting of needed 

interventions as identified in the person-centered 

plan (PCP) relative to adaptive equipment. The 

finding is:

Observations in the group home throughout the 

10/5-6/21 survey revealed clients #1, #2, #3 and 

#4 were engaged in various activities including 

watching television, drawing, playing games, 

hygiene, meal preparation, meal participation and 

clean up. At no time thoughout the observations 

did staff prompt or request any of the clients to 

access or wear their eyeglasses.

Review of client #1's record revealed an 

Individual Support Plan (ISP) dated 6/3/21. 

Review of the ISP indicated training objectives to 

include "eyeglasses wear" and "cleaning 

eyeglasses." Further review of client #1's record 

revealed a vision consultation and an eyeglasses 

prescription both dated 10/13/20.
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Review of client #2's record revealed an ISP 

dated 3/4/21. Review of the ISP indicated training 

objectives to include "eyeglasses wearing and 

cleaning." Further review of client #2's record 

revealed a vision consultation and an eyeglasses 

prescription both dated 11/12/20.

Review of client #3's record revealed an ISP 

dated 12/20/20. Review of the ISP indicated 

training objectives to include "eye glass wear" 

and "eye glass cleaning." Further review of client 

#3's record revealed a vision consultation and an 

eyeglasses prescription both dated 12/7/20.

Review of client #4's record revealed an ISP 

dated 2/4/21. Review of the ISP indicated training 

objectives to include "eyeglasses wear" and 

"eyeglasses cleaning." Further review of client 

#4's record revealed a vision consultation and an 

eyeglasses prescription both dated 5/6/21. 

Interview with the facility qualified intellectual 

disabilities professional (QIDP) on 10/6/21 

verified client's #1, #2, #3 and #4 are prescribed 

eyeglasses and their ISP objectives relative to 

eyeglasses are current. Continued interview with 

the QIDP revealed each client maintains their 

eyeglasses in personal bins in their bedrooms. 

Further interview with the QIDP revealed that the 

staff prompt each client to wear their eyeglasses 

in the morning, however, they will sometimes 

refuse. Additional interview with the QIDP 

confirmed the facility should provide additional 

prompting throughout the day in order to teach 

clients to use and care for their eyeglasses as 

prescribed in their ISP.
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