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

A. The facility failed to implement objectives for 
client #1. For example:

Observations in the group home throughout the 
5/21-22/24 survey revealed client #1 to engage in 
various activities to include playing games with 
staff, independent play, hygiene, going outside, 
and mealtime. Further observations on 5/22/24 
from 6:30 AM to 7:22 AM revealed the client to be 
left unengaged while playing independently on the 
living room floor.  

Review of client #1's record on 5/22/24 revealed 
an individual habilitation plan (IHP) dated 7/14/23. 
Review of the IHP indicated the client's program 
goals to include choosing 1 chore to complete 
using verbal and gestural prompting if needed, 
with 60% accuracy over 3 consecutive months; 
increase physical stamina and leisure skills by 
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W 249 Continued From page 1 W 249
walking 15 minutes per day outside in the 
neighborhood, for 60% of days a month, for 3 
consecutive months; hit the switch to indicate he 
wants to go outside with verbal and tactile cues in 
60% of opportunities for 3 consecutive months; 
given verbal and gestural cues as needed, he will 
set the table, 70% of the trials over 3 consecutive 
months, and should work on increasing his 
independent living skills and assist with dinner 
prep with his housemates; accept hand over hand 
assistance for 2 strokes of deodorant to each 
underarm for 25% for 3 consecutive months; 
tolerate his teeth being brushed for 30 sec for 
25% of the trials for 3 consecutive months. 

Interview with the home manager and residential 
director on 5/22/24 confirmed client #1's program 
goals are current. Continued interview confirmed 
staff should support the client with his program 
goals at all opportunities. 

B. The facility failed to implement objectives for 
client #4. For example:

Observations in the group home throughout the 
5/21-22/24 survey revealed client #4 to participate 
in the dinner and breakfast meal. Continued 
observations revealed no lap tray present for 
client during mealtime.

Review of client #4's record on 5/22/24 revealed 
an occupational therapy assessment dated 
6/6/23. Review of the assessment indicated the 
client needs a lap tray on wheelchair to position 
materials within reach. 

Interview with the home manager and residential 
director on 5/22/24 revealed client #4's uses his 
lap tray at all mealtimes to support eating 
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W 249 Continued From page 2 W 249
independently. Continued interview confirmed 
staff should have provided his lap tray at 
mealtime as prescribed.

W 473 MEAL SERVICES
CFR(s): 483.480(b)(2)(ii)

Food must be served at appropriate temperature.
This STANDARD  is not met as evidenced by:

W 473

 Based on observations and interviews, the facility 
failed to ensure all foods were served at an 
appropriate temperature for 6 of 6 clients in the 
home. The finding is:

Observations in the group home on 5/21/24 
revealed the dinner menu to include baked 
chicken, cooked carrots, mashed potatoes, 
peaches, water, and lemonade. Continued 
observations at 5:30 PM revealed staff to leave 
the prepared carrots and mashed potatoes on the 
kitchen counter, uncovered, while the chicken 
finished cooking. Further observation at 6:00 PM 
revealed the family-style dinner meal to begin, 
and staff to serve the carrots and mashed 
potatoes that were sitting uncovered for 
approximately 30 minutes.  

Interview with the house manager and residential 
director on 5/21/24 revealed hot foods should sit 
for no more than 10 minutes before serving. 
Continued interview confirmed staff are 
responsible for ensuring all foods are served at 
the appropriate temperature.
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