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W 000 INITIAL COMMENTS W 000

 A revisit was conducted on 11/4/2020, for all 
previous deficiencies cited on 2/19/2020. Some 
deficiencies have not been corrected. No new 
noncompliance was found.  The facility is not in 
compliance with all regulations surveyed

 

{W 252} PROGRAM DOCUMENTATION
CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria 
specified in client individual program plan 
objectives must be documented in measurable 
terms.

This STANDARD  is not met as evidenced by:

{W 252}

 Based on record reviews and interviews, the 
facility failed to ensure all data relative to the 
accomplishment of objectives was documented 
as indicated.  This affected 1 of 2 audit clients 
(#1).  The finding is:

A.  Client #1's Physical Therapy (PT) exercises 
and pressure relief/positioning program were not 
documented as recommended.

Review on 11/4/20 of client #1's record revealed a 
PT annual review dated 6/2019. The PT review 
included the following recommendations:

"1. Continue exercise program.  Staff should 
continue use of monthly exercise log to monitor 
[Client #1's] participation and response.
2. Continue positioning and pressure relief 
program.  Staff should continue of use of monthly 
positioning/repositioning log to monitor 
schedule..."
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{W 252} Continued From page 1 {W 252}

Review of client #1's objective training book did 
not include any documentation of PT exercises 
and a pressure relief/positioning program as 
recommended.

Interview on 11/4/2020 with staff A reviewed client 
#1 body stretch excercise are performed  by staff 
as PT guideline  and  no documentaion done.

Interview on 11/4//20 with the Qualified 
Intellectual Disabilities Professional (QIDP) 
confirmed client #1's PT exercises should have 
been collected as recommended.

{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 Plan 
for 1 of 3 audit clients (#3) was only conducted 
with the written informed consent of the legal 
guardian.  The findings are:

Client #3's BSP did not include written informed 
consent from the guardian.

Review on 11/4/20 of client #3's BSP dated 
1/30/2020 revealed an objective to display 0 
episodes of agitation per month for 12 
consecutive months.  The plan identified the use 
of Olanzapine, Fluvoxamine, Thorazine and 
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{W 263} Continued From page 2 {W 263}

Phenobarbital.  Further review of the record did 
not include a current written informed consent for 
the BSP from his guardian.

Interview on 2/19/20 with the Qualified Intellectual 
Disabilities Professional (QIDP) indicated a 
written informed consent had been sent to client 
#3's guardian; however, it had not been returned.
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