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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 
interviews, the facility failed to ensure 1 of 5 audit 
clients (#4) received a continuous active 
treatment program consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the area of 
medication administration.  The finding is:

During medication administration in the home on 
2/14/23 at 7:32am, Staff A spoon fed client #4 her 
medications.  At no time was client #4 given the 
opportunity to participate in her own medication 
administration.

During an interview on 2/14/23, Staff A reported 
she feeds client #4 her medications to help 
ensure she consumes all her medications.

Review on client #4's Community/Home Life 
Assessment dated 10/1/22 stated she needs 
physical assistance with taking her medications.

During an interview on 2/14/23, Site Supervisor 
(SS) reported client #4 should have been given 
the opportunity to self feed herself her own 
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W 249 Continued From page 1 W 249
medications.

W 263 PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(3)(ii)

The committee should insure that these programs 
are conducted only with the written informed 
consent of the client, parents (if the client is a 
minor) or legal guardian.
This STANDARD  is not met as evidenced by:

W 263

 Based on record review and interview, the facility 
failed to ensure restrictive programs were only 
conducted with the written informed consent of a 
legal guardian.  This affected 3 of 5 audit clients 
(#3, #4 and #6).  The findings are:

A.  Review on 2/14/23 of client #3's Behavior 
Support Plan (BSP) dated 10/24/22 stated, "...is 
prescribed psychotropic medications Venlafaxine 
ER, Aripiprazole (Abilify) and Lorazepam...."  
Further review revealed there was no consent 
signed by client #3's guardian in the chart.

B.   Review on 2/14/23 of client #4's BSP dated 
10/24/23 revealed, "She is prescribed 
psychotropic medications Klonopin and Paxil for 
behavior management, and Gabapentin for 
insomnia.  She also is prescribed Ativan and 
Hydroxyzine prior to invasive medical and dental 
procedures".  Further review revealed there was 
no consent signed by client #4's guardian in the 
chart.

C.  Review on 2/13/23 of client #6's BSP 
consents revealed they where last signed on 
3/2/22 and expire on 9/1/22.  Further review 
revealed client #6's medications are:  
Risperidone, Trazadone and Lorazepam (Ativan).  
Further review revealed there were no updated 
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BSP consents signed by client #6's guardian.

During an interview on 2/14/23, the Program 
Manager confirmed clients #3, #4 and #6 BSP 
consents were either not in their charts and not 
updated.
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