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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, interview and record 
reviews the facility failed to ensure 2 of 3 sampled 
clients (#2 and #5) received a continuous active 
treatment program as identified in their 
person-centered plans (PCPs). The findings are:

A. The facility failed to engage client #2 in 
sufficient training and services consistent with 
their PCP. For example:

Review of records for client #2 on 7/26/22 
revealed a PCP dated 3/24/22. Review of client 
#2's PCP, substantiated by interview with  the 
habilitation specialist on 7/27/22, revealed client 
#2's current training programs include complete 
eating skills with 95% accuracy, knock on 
bathroom door given visual cue, identify a penny 
with one distracter, obtain medication with 85% 
accuracy given partial physical prompts, and 
decrease disruptive behaviors.

Observation in the group home on 7/26/22 from 
3:45 PM to 4:18 PM revealed client #2 to play 
with toys in his bedroom. Continued observation 
at 4:18 PM revealed staff to briefly check on client 
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W 249 Continued From page 1 W 249
#2. Further observation at 4:23 PM revealed 
client #2 to continue playing independently in his 
bedroom until being prompted by staff to wash 
hands for dinner at 5:05 PM. Additional 
observation at 5:35 PM revealed client #2 to enter 
his bedroom after the dinner meal and continue 
playing with his toys until survey observations 
concluded at 5:50 PM. 

Observation in the group home on 7/27/22 from 
6:30 AM to 7:09 AM revealed client #2 to watch 
cartoons in the living room area. Continued 
observation at 7:09 AM revealed staff to prompt 
client #2 to use the bathroom. Further 
observation at 7:10 AM revealed client #2 to enter 
his bedroom and play with his toys until being 
prompted by staff to wash hands for breakfast at 
7:22 AM. Additional observation at 7:50 AM 
revealed client #2 to enter his bedroom after the 
breakfast meal and continue playing with his toys 
until being prompted by staff to receive his 
medications at 8:28 AM.

Observations times on 7/26/22 from 3:45 PM to 
5:50 PM indicated 90 of 125 minutes of 
observations with minimal to no engagement. 
Observations times on 7/27/22 from 6:30 AM to 
9:00 AM indicated 89 of 150 minutes of 
observations with minimal to no engagement. 
     
B. The facility failed to engage client #5 in 
sufficient training and services consistent with 
their PCP.  For example:

Review of records for client #5 on 7/26/22 
revealed a PCP dated 11/18/21. Review of client 
#5's PCP, substantiated by interview with the 
habilitation specialist on 7/27/22, revealed client 
#5's current training programs include secure 
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W 249 Continued From page 2 W 249
robe correctly, learn to shop and make purchase 
at mock self-checkout, will learn to sort colors 
with two or fewer prompts, and will demonstrate 
appropriate table manners.

Observation in the group home on 7/26/22 from 
3:45 PM to 4:10 PM revealed client #5 to watch 
cartoons in the living room area. Continued 
observation at 4:10 PM revealed staff to prompt 
client #5 to use the bathroom. Further 
observation from 4:15 PM to 5:08 PM revealed 
client #5 to continue watching cartoons in the 
living room until staff prompted client #5 to wash 
hands for dinner.

Observation in the group home on 7/27/22 from 
6:30 AM to 7:17 AM revealed client #5 to watch 
cartoons in the living room area. Continued 
observation at 7:17 AM revealed staff to prompt 
client #5 to change his socks and wash his hands 
for breakfast. Further observation at 8:15 AM 
revealed client #5 to continue watching cartoons 
in the living room area until he was prompted by 
staff to pack his lunch at 8:33 AM.

Observations times on 7/26/22 from 3:45 PM to 
5:50 PM indicated 78 of 125 minutes of 
observations with minimal to no engagement. 
Observations times on 7/27/22 from 6:30 AM to 
9:00 AM indicated 65 of 150 minutes with minimal 
to no engagement.
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