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W 000 INITIAL COMMENTS W 000

 A revisit was conducted on 1/24/20 for all 
previous deficiencies cited on 11/13/19. Two of 
the deficiencies were recited and no new area of 
noncompliance was found. The facility remains 
out of compliance.

 

{W 120} SERVICES PROVIDED WITH OUTSIDE 
SOURCES
CFR(s): 483.410(d)(3)

The facility must assure that outside services 
meet the needs of each client.

This STANDARD  is not met as evidenced by:

{W 120}

 Based on record review and interview, the facility 
failed to ensure outside services met the needs of 
2 of 3 audit clients (#1, #6).  The finding is:

A copy of each client's (#1, #6) current Individual 
Program Plan (IPP) was not available at the day 
program work site.

Review on 1/24/20 of documents at the day 
program revealed an IPP for client #6 dated 
3/15/17 and an IPP for client #1 dated 6/22/17.

Review on 1/24/20 of client #1's record revealed 
an IPP dated 6/22/19 and client #6's record 
revealed an IPP dated 10/31/19.

Interview on 1/24/20 with the day program 
supervisor revealed a copy of client #1's and 
client #6's most current IPP had not been 
provided by the facility.

Interview on 1/24/20 with the Qualified Intellectual 
Disabilities Professional (QIDP) confirmed the 
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{W 120} Continued From page 1 {W 120}

day program should have current copies of each 
client's IPP.

{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 a restrictive Behavior Support 
Program (BSP) was only conducted with the 
written informed consent of a legal guardian.  
This affected 3 of 3 audit clients (#1, #3, #6).  The 
findings are:

The restrictive BSP for 3 of 3 clients did not 
include a current written informed consent.

a.  Review on 1/24/20 of client #1's record 
revealed a BSP dated 8/21/19.  The BSP 
addressed aggression, property destruction, 
self-injurious behavior, severe disruption, 
inappropriate sexual behavior and threats to harm 
himself.  Additional review of the plan included 
the use of Latuda and Neurontin.  Further review 
of the record did not include a current written 
informed consent for the BSP.

b. Review on 1/24/20 of client #3's record 
revealed a BSP dated 9/1/19.  The BSP 
addressed inappropriate sexual behavior and 
making false allegations/false statements.  
Additional review of the plan identified the use of 
Geodon.  Further review of the record did not 
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{W 263} Continued From page 2 {W 263}

include a written informed consent for the BSP.

c.  Review on 1/24/20 of client #6's record 
revealed a BSP dated 9/26/19.  The BSP 
addressed aggression, property destruction, 
inappropriate verbalizations and taking 
food/beverages.  Additional review of the BSP 
identified the use of Abilify and Kapvay.  The 
record did not include a current written informed 
consent signed by the guardian. 

Interview on 1/24/20 with the Qualified Intellectual 
Disabilities Professional (QIDP) confirmed no 
current written informed consent had been 
obtained for clients #1, #3 and #6.
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