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W 000 INITIAL COMMENTS W 000

 A revisit was conducted on 7/13/22 for all 

previous deficiencies cited on 4/26/22. Some 

deficiencies were corrected and no new 

non-compliance was found..

 

{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 programs were 

only conducted with the written informed consent 

of a legal guardian. This affected 2 of 3 audit 

clients (#1 and #3). The findings are:

A. Review on 4/25/22 of client #1's behavior 

support program (BSP) dated 3/6/17 revealed 

has an objective statement to decrease episodes 

of inappropriate behavior to 15 or less a month 

for 4 consecutive months. His target behaviors 

were listed as: non-compliance, aggression, 

self-injurious behavior, public masturbation and 

food stealing. Further review of this program 

revealed it incorporates the use of Fluoxetine and 

Quetiapine Fumarate. Review of the consent for 

this program revealed the written informed 

consent from client #1's legal guardian was 

signed on 10/8/20.

Interview on 4/25/22 with the qualified intellectual 

disabilities professional (QIDP) confirmed the 

corporation that assumed ownership of the facility 

assumed responsibility in December 2021. 

Further interview confirmed the corporation was 
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{W 263} Continued From page 1 {W 263}

in the process of updating all BSP consents for 

the clients. Additional interview confirmed that 

client #1's BSP consent had not been updated 

since 10/8/20.

Review on 7/13/22 confirmed the facility had not 

obtained written informed consent for client #1's 

BSP.

B. Review on 4/25/22 of client #3's record 

revealed she has a BSP dated 3/4/17 that 

addresses non-compliance and attention seeking 

behaviors that incorporates the use of 

Citalopram, Clonazepam and Trazedone. A 

recent informed written consent for this program 

could not be located.

During observations on 4/25/22 the guardian 

representative from a county Department of 

Social Services that is client #3's legal guardian 

visited the facility and visited with client #3 at 

4:10pm.  However, the QIDP had just left the 

facility a few minutes earlier and was not there to 

obtain client #3's written informed consent.

Interview on 4/26/22 with the QIDP revealed he 

could not locate recent written informed consent 

for client #3's BSP and he had intended to get the 

updated written informed consent for client #3 

when the guardian representative visited on 

4/25/22,  however he was unable accomplish this. 

Further interview confirmed the corporation that 

assumed ownership of the facility assumed 

responsibility in December 2021. Further 

interview confirmed the corporation was in the 

process of updating all BSP consents for the 

clients. 

Review on 7/13/22 confirmed the facility had not 
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obtained written informed consent for client #3's 

BSP.
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