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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 4 audit 
clients (#1) received a continuous active 
treatment program consisting of needed 
interventions and services identified in the 
Individual Program Plan (IPP) in the area of 
adaptive equipment. The finding is: 

During morning observations in the home on 
5/21/24 at 6:35am, Staff A was observed pushing 
client #1 in a portable wheelchair.  Further 
observations revealed Staff A pushing the 
wheelchair to the end of the dining room table.  
Client #1 then stood up, walked five to six steps 
and then sat down in a dining room chair.  
Additional observations revealed client #1 did not 
have on her gait belt.

Review on 5/21/24 of client #1's Individual 
Program Plan (IPP) dated 1/13/24 stated, "I utilize 
a gait belt.  This should be used for staff to assist 
with ambulation".  Further review revealed client 
#1 has a gait belt is listed as adaptive equipment.

During an interview on 5/21/24, Staff B stated 
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W 249 Continued From page 1 W 249
client #1's gait belt should be put on after her 
clothes are put on in the morning.

During an interview on 5/21/24, the Qualified 
Intellectual Disabilities Professional (QIDP) 
confirmed client #1 should have had on her gait 
belt.  Further interview revealed Staff A has not 
been trained in the usage of client #1's gait belt.
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