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W 130 PROTECTION OF CLIENTS RIGHTS W 130
CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.
Therefore, the facility must ensure privacy during
treatment and care of personal needs.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interview, the facility failed to ensure 1 of 4 audit
clients (#1) were afforded privacy during personal
care and toileting. The finding are:

During observations in the home on 7/24/24 at
6:30am, client #1 was in the hallway and kitchen
area with a night shirt above her waistline and her
pull up was visible. Staff A assisted her to her
bedroom. Further observation at 6:45am, client
#1 was told by staff A to go to the bathroom.
Client #1 was in the bathroom with her pants
down and sitting on the toilet with the bathroom
open.

Review on 7/24/24 of client #1's
Community/Home Life assessment (dated
10/28/23) revealed client #1 requires verbal cues
for closing doors to bedroom/bathroom before
dressing, undressing or toileting.

Interview on 7/24/24 with staff A confirmed client
#1 needed verbal cues to close the door when
using the bathroom. Staff A also confirmed client
#1 requires verbal cues to be fully dressed before
leaving privacy of bedroom/bathroom.

W 262 | PROGRAM MONITORING & CHANGE W 262
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
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client protection and rights.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the restrictive behavior
techniques for 1 of 4 audit clients (#4) was
reviewed and monitored by the human rights
committee (HRC). The finding is:

Review on 7/23/24 of client #4's record revealed
no Behavior Support Plan (BSP). The Annual
Medication Consent revealed the client was
prescribed behavior medications as followed:
Strattera, Catapres, Mirtazapine, Risperdal and
Sertraline.

Further review on 7/23/24 of client #4's
Medication Consent revealed no written consent
by the HRC.

Interview on 7/24/24 with the program manager
confirmed that a BSP for client #4 could not be
located and client #4 did not have written consent
by HRC.

W 263 PROGRAM MONITORING & CHANGE W 263
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:
Based on observations, 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 1 of 4 audit clients (#4). The finding is:

Record review on 7/23/24 of client #4's Individual
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Program Plan (IPP) dated 2/23/24 revealed
diagnosis of autism, anxiety disorder and ADHD.

Record review on 7/23/24 of client #4's
physician's orders signed 6/13/24 revealed orders
for behavior medications as followed: Clonidine,
Strattera, Focalin, Hydroxyzine, Mirtazapine,
Risperidone, Sertraline and Topiramate .

Further record review on 7/23/24 of client #4's
consents revealed no written informed consent by
the legal guardian for the medications Focalin,
Hydroxyzine and Topiramate.

Interview on 7/24/24 with the program manager
revealed no written informed consent could be
located for client #4's medications.

W 312  DRUG USAGE W 312
CFR(s): 483.450(e)(2)

be used only as an integral part of the client's
individual program plan that is directed
specifically towards the reduction of and eventual
elimination of the behaviors for which the drugs
are employed.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the interdisciplinary team (IDT)
developed active treatment programs to use in
conjunction with client's psychotropic medications
for the reduction and/or elimination of restrictive
behavior medications. This affected 1 of 3 audit
clients (#4). The finding is:

Review on 7/23/24 of client #4's individual
program plan (IPP) dated 2/23/24 revealed he
was admitted to the facility 1/25/24.
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Review on 3/4/24 of client #4's physician orders
dated 6/13/24 revealed he receives Sertraline,
Strattera, Clonidine, Focalin, Hydroxyzine,
Mirtazapine, Risperidone, Sertraline and
Topiramate to manage anxiety and mood
disorder.

Review on 7/23/24 of client #4's record did not
include a formal active treatment program to use
in conjunction with his psychotropic medications.

Interview on 7/24/24 with the program manager
confirmed no Behavior Support Plan could be
located for client #4.
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