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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 2 of 3 sampled clients 

(#2 and #5) were provided with a continuous 

active treatment program to meet their 

communication needs as evidenced by 

observations, interviews and record verification.  

The findings are:

A.  Afternoon observations in the group home on 

1/30/23 beginning at 3:45 PM revealed client #2 

to be non-verbal, blind and dependent on staff to 

move him in his wheelchair.  Staff were observed 

to talk to the client and take outside with his peers 

and then back inside to clip his fingernails.  Client 

#2 was noted to be very vocal and appear to be 

agitated after his nail cutting program at 4:15 PM 

so staff was observed to move him into his room 

to listen to music and calm for 35 minutes.  This 

process was repeated throughout the rest of the 

survey when client #2 expressed agitation with 

loud vocals, biting his fingers, lightly tapping his 

head and upper body movements with staff 

removing the client from the area either to his 

bedroom or outside for a short roll around the 

group home.
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W 249 Continued From page 1 W 249

Interview with the group home manager and staff 

revealed the client does not do well in loud 

environments and moving the client to a different 

area when agitated helps him to calm.  Further 

interviews, substantiated by further observations, 

revealed the client also stays calmer when using 

headphones with Christmas music playing.  

Continued observations revealed the client used 

and had access to his headphones throughout 

the survey.

Review of client #2's individual program plan 

(IPP) dated 7/11/22 revealed the client to have a 

behavior support plan to address hand 

chewing/biting and head hitting.  Further review of 

the IPP revealed a 7/10/22 psychological 

evaluation update which noted the client needs to 

increase his communication skills to assist with 

his behaviors.  Continued review of the IPP 

revealed the client to currently have a 

communication objective to demonstrate attention 

to auditory stimuli during snack.  Subsequent 

observations in the home during the 1/30-31/23 

survey revealed the client did not eat snack 

during observations and the client's 

communication objective was not expanded to 

other meals or activities in the home.

Review of client #2's progress on this 

communication objective revealed no data is 

available to measure the client's progress since 

7/22.  The facility failed to assure a continuous 

active treatment program to meet the client's 

communication needs by failing to include 

objective training to increase his communication 

attempts throughout the day, incorporate a 

means to for the client to learn to communicate 

his agitation appropriately and by failing to train 

and monitor the client's program on a consistent 
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basis.

B.  Observations of client #5 during the 

1/30-31/23 survey revealed the client to be 

non-verbal and communicate through a series of 

gestures including her favorite of waving to peers 

and staff in the group home to get their attention.  

Review of client #5's IPP dated 2/15/22 revealed 

the client to have a communication program to 

model the manual sign for "more." 

Further observations revealed no training of this 

objective or use of any other manual signs by 

staff during the survey.  In addition, review of 

program progress for this objective revealed no 

data since 9/22 has been available to evaluate 

the client's progress with this objective.  The 

facility failed to assure a continuous active 

treatment program regarding the client's 

communication needs has been implemented.
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