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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 4 
audited clients (#6) received a continuous active 
treatment program as identified in the 
person-centered plan (PCP). The finding is: 

Observation in the group home on 2/25/26 at 7:00 
AM revealed client #6 to enter the medication 
room for medication administration. Continued 
observations revealed staff to prompt client #6 to 
wash her hands and retrieve her medication 
basket. Further observation revealed staff to 
provide education and punch each medication 
from the blister packs into a cup. Additional 
observation revealed client #6 to take her 
medications with a cup of water and exit the 
medication room. 

Review of client #6's record on 2/25/26 revealed 
a PCP dated 9/16/25. Review of the PCP 
revealed client #6 has the following formal 
training objectives relative to medication 
administration: will retrieve her medication basket 
with 70% independence for 3 consecutive 
months; will punch each medication from the 
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W 249 Continued From page 1 W 249
blister pack with 70% independence for 3 
consecutive months; will take all medications with 
75% independence for 3 consecutive months; will 
return medication basket with 70% independence 
for 3 consecutive months.

Interview with qualified intellectual disabilities 
professional (QIDP) and program manager (PM) 
on 2/25/26 confirmed client #6's training 
objectives are current. Continued interview 
revealed staff should train client #6 on all her 
medication administration objectives at all 
opportunities.

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 review and 
interview, the facility failed to ensure food was 
served in a form consistent with the 
developmental level of 1 of 4 audited clients (#3). 
The finding is:

Observations in the group home on 2/24/26 at 
5:36 PM revealed client #3 to participate in the 
dinner meal which consisted of hamburger 
helper, greens beans, dinner roll, milk, water and 
juice. Continued observation revealed client #3 to 
serve herself and to independently tear the dinner 
roll into quarters. Further observation revealed 
client #3 to consume the remainder of the dinner 
meal in whole form.  

Observations in the group home on 2/25/26 at 
6:40 AM revealed client #3 to participate in the 
breakfast meal which consisted of hard-boiled 
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W 474 Continued From page 2 W 474
eggs, cereal, water, coffee and juice. Continued 
observations client #3 to independently chop her 
boiled egg into quarter-size pieces and consume 
the breakfast meal.

Review of client #3's record on 2/25/26 revealed 
a nutritional assessment dated 4/8/25 which 
indicated their diet order to be chopped, 
dime-size bites, no concentrated sweets. 

Interview with qualified intellectual disabilities 
professional (QIDP) and program manager (PM) 
on 2/25/26 confirmed the diet order for client #3 is 
current. Continued interview confirmed staff are 
responsible for ensuring clients receive their diet 
orders as prescribed.
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