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W 000 INITIAL COMMENTS W 000

 A revisit was conducted on 9/12/19 for all 

previous deficiencies cited on 6/11/19.  Several 

deficiencies were corrected. Tag W263 was 

recited.

 

{W 263} PROGRAM MONITORING & CHANGE

CFR(s): 483.440(f)(3)(ii)

The committee should insure that these programs 

are conducted only with the written informed 

consent of the client, parents (if the client is a 

minor) or legal guardian.

This STANDARD  is not met as evidenced by:

{W 263}

 Based on record review and interview, the facility 

failed to ensure restrictive behavior support plans 

were only conducted with the written informed 

consent of client legal guardian. This affected 1 of 

2 audit clients (#5).  The findings are:

1. The qualified intellectual disabilities 

professional (QIDP) failed to obtain written 

informed consent for client #5's psychotropic 

medication and crisis medications.

Review on 9/12/19 of client #5's revised behavior 

support program (BSP) dated 8/1/19 revealed 

she has target behaviors of: self-injurious 

behaviors. This program incorporated the use of 

several psychotropic medications to include: 

Thorazine, Gabapentin, Zyprexa, Ativan and 

Trazedone for sleep.  This program also included 

a crisis plan which incorporated contacting the 

Physician for crisis medications.

Review on 9/12/19 of client #5's record revealed 

a legal document from the clerk of court 
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{W 263} Continued From page 1 {W 263}

confirming client #5 was appointed a Guardian of 

the Person on 5/24/19 to act on her behalf.

Review on 9/12/19 of the informed consent for 

this program dated 8/1/19 indicates there is no 

written consent for this BSP from the legal 

Guardian of the Person.

Interview on 9/12/19 with the Residential 

Manager (RM) confirmed the legal guardian for 

client #5 should sign all consents on her behalf. 

Further interview revealed there is not verbal 

consent or an updated written consent from client 

#5's legal guardian for her BSP.
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