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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 
interviews, the facility failed to ensure 1 of 4 audit 
clients (#9) received a continuous active 
treatment program consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the area of 
adaptive equipment. The finding is:

Observations throughout the survey on 11/18 - 
11/19/24 in the home revealed client #9 
participating in table activities, home routine 
activities, and dining. He did not wear glasses, 
and staff did not prompt him to wear glasses. 

Review on 11/18/24 of client #9's IPP, dated 
2/29/24, revealed he wears glasses. In addition, 
he has ongoing guidelines to maintain his glasses 
and to ensure he wears his glasses. The 
medication monitor is responsible for visually 
inspecting his glasses each morning, and staff 
should encourage him to wear his glasses 
throughout the day.

Interview on 11/19/24 with Staff B revealed client 
#9 does have glasses, but he often does not keep 
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W 249 Continued From page 1 W 249
them on. 

Interview on 11/19/24 with Staff C revealed client 
#9 has glasses but does not prefer to wear them.

Interview on 11/19/24 with the Qualified 
Intellectual Disabilities Professional (QIDP) 
revealed client #9 has glasses. Staff should 
prompt him to put them on.

Interview on 11/19/24 with the Director revealed 
client #9 has glasses but often does not keep 
them on. However, staff should prompts him to 
wear his glasses and make them available.

W 460 FOOD AND NUTRITION SERVICES
CFR(s): 483.480(a)(1)

Each client must receive a nourishing, 
well-balanced diet including modified and 
specially-prescribed diets.

This STANDARD  is not met as evidenced by:

W 460

 Based on observations, record review and 
interviews, the facility failed to ensure 1 of 4 audit 
clients (#7) received his specially prescribed diets 
as indicated. The finding is:

During observations in the home on 11/19/24 at 
7:50am, client #7 was served and consumed 
oatmeal, three turkey sausage links and one 
piece of toast. The sausage links and toast were 
cut into 1" pieces. Client #7 did not have any 
issues eating his meal. 

Review on 11/18/24 of client #7's Individual 
Program Plan (IPP), dated 6/20/24, revealed a 
prescribed calorie controlled diet with chopped 
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consistency.  

Review on 11/19/24 of client #7's physician 
orders, dated 8/23/24, revealed he should have 
all food textured to chopped consistency.

Interview on 11/19/24 with Staff A revealed client 
#7 should have chopped food items.

Interview on 11/19/24 with the Qualified Individual 
Disabilities Professional (QIDP) revealed client #7 
should have chopped consistency and not 1" 
pieces.
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