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{W 000} INITIAL COMMENTS {W 000}

 A revisit was conducted on 2/16/23 for 
deficiencies previously cited on 1/11/23. One 
deficiency was recited. The facility remains out of 
compliance.

 

{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 reviews and interviews, the 
facility failed to ensure written informed consent 
had been obtained from the guardian for 
restrictive programs for 2 of 3 audit clients (#1 
and #2).  The findings are:

A.  Review on 10/6/22 of client #1's Behavior 
Support Plan (BSP) dated 8/7/20 revealed an 
objective to exhibit 1 or fewer episodes of failure 
to cooperate per month for 12 consecutive 
months.  Additional review of the BSP identified 
the use of Cogentin, Carbatrol, Clozapine, 
Gabapentin, and Namenda XR to address the 
client's behaviors.  Further review of client #1's 
record did not reveal a signed written informed 
consent from the guardian for his BSP.

Interview on 10/6/22 with the former Qualified 
Intellectual Disabilites Professional (QIDP) 
confirmed client #1's written informed consent 
from his guardian was not available for review.

B.  Review on 10/6/22 of client #2's BSP dated 
12/16/21 revealed objectives to exhibit 2 or fewer 
episodes of failure to cooperate per month for 12 
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{W 263} Continued From page 1 {W 263}
consecutive months and to exhibit 2 or fewer 
episodes of inappropriately obtaining food per 
month for 12 consecutive months.  Additional 
review of the BSP identified the use of Thorazine, 
Diazepam, Gabapentin and Ambien to address 
his behaviors. Further review of client #2's record 
did not include a signed written informed consent 
from client #2's guardian for his BSP.

Interview on 10/6/22 with the former QIDP and 
former Area Supervisor revealed client #2's 
guardian had refused to sign client #2's BSP until 
she was provided with more information about the 
medications he was receiving.  Additional 
interview indicated as of the date of the survey, 
the guardian has not been provided with this 
information; therefore, his consent remains 
unsigned.

During a follow-up survey on 1/11/23, review of 
client #1's and client #2's record revealed no 
written informed consent for the BSP from the 
guardian for both clients.

During a second follow-up survey on 2/16/23, 
review of client #1's and client #2's record 
revealed no written informed consent for the BSP 
from the guardian for both clients.  

Interview on 2/16/23 with the QIDP confirmed no 
written informed consent for the BSP was 
available for review for client #1 and client #2.
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