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{W 000} | INITIAL COMMENTS ' {W 000} '

| Arevisit was conducted on 10/12/21 for ‘ |
\ deficiencies previously cited on 5/17 - 5/18/21.
' One deficiency was recited. The facility remains | |
out of compliance. ‘ ; !
{W 263}  PROGRAM MONITORING & CHANGE {W 263} The Program Director, Clinical Director 12-10-21
| CFR(s): 483.440(f)(3)(ii) and QAC/Records Manager will create
| ‘ | a more robust protocol ford obtaining
The committee should insure that these programs ‘ | Consents and document this protocol |
are conducted only with the written informed ‘ on a form for this purpose. The QAC/ |
 consent of the client, parents (if the client is a ‘ Records Manager in conjunction with
minor) or legal guardian. ~ the QP will document all attempts to |
| obtain Consents on this form. ‘

| This STANDARD is not met as evidenced by: 1 g
Based on record review and interview, the facility | |

‘ failed to ensure restrictive programs were only

| conducted with the written informed consent of a | ‘

' legal guardian. This affected 2 of 2 audit clients ‘

(#3 and #6). The findings are: .

|

' A. Review on 10/12/21 of client #3's Mental ‘

| Health Plan (MHP) dated 10/28/20 revealed the
objective, "Across all settings, [Client #3] will have |
anxiety free days related to symptoms of his |
DSM-5 Primary Psychiatric diagnosis, ADHD ‘

combined presentation, specifically ‘ |

| non-compliance for 30 of 35 days." The MHP ‘

‘ incorporated the use psychiatric medications to i

address client #3's inappropriate behaviors. : ‘
Additional review of the record did not reveal a |

‘ current consent for the MHP. ‘ ‘

| ' RECEIVED

Interview on 10/12/21 with the Qualified

Intellectual Disabilities Professional (QIDP) 80T 93 2021 ‘
| confirmed no current consent had been obtained ‘ L
| from client #3's guardian. DHSR '
-M
| | | H Licensure Sect |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

eBe S0 Ced /o/23/2]

Any &eﬁnje_rﬁy statemekn{—eﬁdiﬁg with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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‘ 5/11/21 revealed the objective, "Across all

' related to symptoms of his DSM-5 Primary

85 days." The MHP incorporated the use
psychiatric medications to address client #3's

| record did not reveal a current consent for the
‘ MHP.

current consent had been obtained from client
#6's guardian.

| B. Review on 10/12/21 of client #6's MHP dated
' settings, [Client #6] will have incident free days

Psychiatric Diagnosis of Schizoaffective Disorder,
| Bipolar type, specifically for aggression for 80 of

inappropriate behaviors. Additional review of the

| Interview on 10/11/21 with the QIDP confirmed no

]
|
\
|
|

{W 263}
|

FORM CMS8-2567(02-99) Previous Versions Obsolete Event ID: TSQX12

Facility ID: 922849

If continuation sheet Page 2 of 2




