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W 262 PROGRAM MONITORING & CHANGE

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

The committee should review, approve, and 

monitor individual programs designed to manage 

inappropriate behavior and other programs that, 

in the opinion of the committee, involve risks to 

client protection and rights.

This STANDARD  is not met as evidenced by:

W 262

 Based on observation, record review and 

interview, the facility failed to ensure that 

updated, written informed consent from the 

human rights committee (HRC) was secured for 

behavior support medications and adaptive 

equipment for 3 of 3 clients ( #2, #3, and #4).  

The finding is:

Observations in the group home during the 

survey period from 1/10/23 - 1/11/23 revealed 

client #2 to utilize a built up spoon and deep 

divided dish during meals. Continued 

observations revealed client #3 to utilize a 

wheelchair throughout the survey.   

Review of client records on 1/11/23 revealed 

behavior support plans (BSP) dated 11/30/21 for 

client #2, 11/20/21 for client #3 and 9/7/21 for 

client #4.  Continued review of client #2 and #4 

BSP's revealed use of psychiatric behavior 

support medications, medication for sleep and 

dental/medical sedation as ordered by the 

physician. Further review of the BSP's revealed 

no consents from the human rights committee 

(HRC) relative to adaptive equipment and 

psychiatric behavior support medication.

Interview with the qualified intellectual disabilities 

professional (QIDP) on 1/11/23 revealed that 

current HRC consent forms for clients #2, #3, and 

#4 could not be provided during the survey.  
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W 262 Continued From page 1 W 262

Continued interview with the QIDP verified HRC 

consent forms for all clients should be updated 

and signed by the HRC and legal guardian 

annually.

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 observation, record review and 

interview, the facility failed to ensure that 

updated, written informed consent from the legal 

guardian was secured for behavior support 

medications and adaptive equipment for 3 of 3 

clients ( #2, #3, and #4).  The finding is:

Observations in the group home during the 

survey period from 1/10/23 - 1/11/23 revealed 

client #2 to utilize a built up spoon and deep 

divided dish during meals. Continued 

observations revealed client #3 to utilize a 

wheelchair throughout the survey.   

Review of client records on 1/11/23 revealed 

behavior support plans (BSP) dated 11/30/21 for 

client #2, 11/20/21 for client #3 and 9/7/21 for 

client #4.  Continued review of client #2 and #4 

BSP's revealed use of psychiatric behavior 

support medications, medication for sleep and 

dental/medical sedation as ordered by the 

physician. Further review of the BSP's revealed 

no consents from the legal guardians relative to 

adaptive equipment and psychiatric behavior 

support medication.
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W 263 Continued From page 2 W 263

Interview with the qualified intellectual disabilities 

professional (QIDP) on 1/11/23 revealed that 

current consent forms for clients #2, #3, and #4 

could not be provided during the survey.  

Continued interview with the QIDP verified 

consent forms for all clients should be updated 

and signed by the legal guardian and HRC 

annually relative to restrictions.

FORM CMS-2567(02-99) Previous Versions Obsolete UK1D11Event ID: Facility ID: 944936 If continuation sheet Page  3 of 3


