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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 2 of 6 
clients (#2 & #6) received a continuous active 
treatment program consisting of needed 
interventions. The findings are:

A. The facility failed to ensure safety guidelines 
were followed for client #2. For example:

Observations throughout the 2/27-28/23 survey 
revealed a green BIC pocket lighter to remain on 
a table in the living room area. Continued 
observations throughout the survey revealed 
client #2 to follow a smoking schedule and to 
freely access the lighter to smoke.

Review of client #2's record on 2/28/23 revealed 
a person-centered plan (PCP) dated 12/7/22 
which indicated the following restrictions have 
been put in place for client #2's safety and safety 
of the housemates: sharp utensils locked up, staff 
to monitor boxes sent by mom, cigarette 
schedule, candy/soda schedule, no access to 
lighters or matches, room sweeps, no spiked 
jewelry. Continued review of client #2's record 
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W 249 Continued From page 1 W 249
revealed a positive behavior support plan dated 
2/1/23 which indicated client #2 should not be 
allowed to carry lighters due to history.

Interview with the qualified intellectual disabilities 
professional (QIDP) on 2/28/23 confirmed client 
#2 should not have access to the cigarette lighter. 
Continued interview with the QIDP revealed the 
cigarette lighter should remain locked in the 
medication closest when it is not in use by client 
#2.
B. The facility failed to ensure a continuous active 
treatment program in the areas of leisure and 
opportunities for choices for client #6.  For 
example:

During observations throughout the survey on 
2/27/23 from 4:15 PM until 5:20 PM and on 
2/28/23 from 7:15 AM until 8:15 AM, client #6 was 
observed to sit at a chair in the dining room 
unengaged. At no point during the observations 
was client #6 prompted to do anything other than 
take medications, eat dinner meal on 2/27/23, 
and breakfast meal on 2/28/23.

Review on 2/28/23 of client #6's PCP revealed 
training in the areas of hand washing, mouth 
swab, flush toilet, communication by choices, 
time on task, and toilet schedule.

Interview on 2/28/23 with the QIDP confirmed that 
client #6 should have been prompted and 
engaged in an activity every 15 minutes.

FORM CMS-2567(02-99) Previous Versions Obsolete OKU011Event ID: Facility ID: 921704 If continuation sheet Page  2 of 2


