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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 review and 
interview, the facility failed to ensure 1 of 6 clients 
(#4) received a continuous active treatment 
program consisting of needed interventions 
relative to a target behavior. The finding is:

Observations in the group home throughout the 
2/21-22/23 survey revealed cleaning supplies in 
the form of Lysol spray and Clorox wipes to be 
accessible in the bathroom during both survey 
days. Continued observation on 2/22/23 revealed 
staff to lock the cleaning supplies in the cabinet 
under the kitchen sink when it was brought to 
their attention by the surveyor.

Review of records for client #4 on 2/22/23 
revealed a person-centered plan dated 11/22/22 
which indicated client #4's diagnosis to include 
severe IDD, Autism Spectrum Disorder, and 
PICA. Continued review of client #4's record 
revealed a behavior support plan (BSP) dated 
12/15/21 which indicated target behaviors of 
non-cooperation/resistance, self-injurious 
behavior, leaving a supervised area, aggression, 
and PICA behavior (eating non-edibles). 
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W 249 Continued From page 1 W 249
Continued review of client #4's BSP revealed 
interventions for PICA behavior to include 
cleaning supplies should be kept out of the client 
#4's reach to avoid consumption. 

Interview with staff on 2/22/23 revealed cleaning 
supplies are kept locked under the kitchen sink 
due to client #3's history of swallowing non-food 
items. Interview with the nurse supervisor on 
2/22/23 verified the house restriction on cleaning 
supplies is currently in place only for client #4, not 
client #3. Continued interview with the nurse 
supervisor confirmed it is staff's responsibility to 
ensure all cleaning supplies are kept out of their 
reach as indicated in client #4's BSP.

W 382 DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(l)(2)

The facility must keep all drugs and biologicals 
locked except when being prepared for 
administration.
This STANDARD  is not met as evidenced by:

W 382

 Based on observations and interview, the facility 
failed to ensure all drugs and biologicals were 
kept locked except when being prepared for 
administration. The finding is:

Observations in the group home throughout the 
2/21-22/23 survey revealed prescription 
medications to be accessible in the bathroom and 
client #4's bedroom during both survey days. 
Further observations revealed one medication in 
the bathroom to be prescribed to client #4, and 
two medications in client #4's bedroom to be 
prescribed to client #2. Continued observation on 
2/22/23 revealed staff to take the medications to 
the medication room when it was brought to their 
attention by the surveyor.
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W 382 Continued From page 2 W 382

Interview with the nurse supervisor 2/22/23 
confirmed staff are responsible for ensuring all 
prescription medications are kept locked except 
when being prepared for administration.

W 474 MEAL SERVICES
CFR(s): 483.480(b)(2)(iii)

Food must be served in a form consistent with the 
developmental level of the client.
This STANDARD  is not met as evidenced by:

W 474

 Based on observations, record reviews and 
interview, the facility failed to ensure food was 
served in a form consistent with the 
developmental level of 3 of 6 clients (#1, #3, & 
#4). The finding is:

Observations in the group home on 2/21/23 at 
5:15 PM revealed the dinner meal to include 
Shepard's pie, dinner rolls, oatmeal creme pies, 
milk, and water. Continued observation revealed 
clients #1, #3, and #4 to consume the dinner 
meal in whole form.

Review of records for client #1 on 2/22/23 
revealed a person-centered plan (PCP) dated 
12/14/22 which indicated the client's diet order to 
be 1/2-inch consistency. Review of records for 
client #3 on 2/22/23 revealed a PCP dated 
12/14/22 which indicated the client's diet order to 
be 1/4-inch consistency. Review of records for 
client #4 on 2/22/23 revealed a PCP dated 
11/2/22 which indicated the client's diet order to 
be 1/4-inch consistency. 

Interview with the nurse supervisor 2/22/23 
verified each client's orders are current. 
Continued interview confirmed staff are 
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W 474 Continued From page 3 W 474
responsible for ensuring all clients receive their 
diet orders as prescribed.
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