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{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}

 A follow up visit was completed on 1/20/26.  A 

total of one of seven deficiencies were not 

completed according to the plan of correction 

submitted.  The deficiency has been re-cited.  

Based on observations, record review and 

interview, the facility failed to ensure restrictive 

techniques were reviewed and approved by the 

legal guardians for 6 of 6 clients (#1, #2, #3, #4, 

#5 and #6). The finding is:

Observations throughout the recertification survey 

from 10/27/25-10/28/25 revealed exterior door 

alarms on exit doors of the facility. Further 

observation revealed the doors to chime loudly as 

staff and clients entered and exited the facility . 

Observations also revealed two locked hall closet 

doors.  

Review of facility documentation on 10/28/25 did 

not reveal updated legal guardian consents for 

exterior door alarms and locked hallway closets 

for clients #1, #2, #3, #4, #5 and #6. Further 

review of facility documentation did not reveal 

behavior support interventions for the locked hall 

closet doors for the clients. 

Interview with the qualified intellectual disabilities 

professional (QIDP) on 10/28/25 revealed she 

was not aware that the consents for the door 

alarms and door locks were not current with the 
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{W 263} Continued From page 1 {W 263}

legal guardians' approval and signatures.  Further 

interview with the QIDP verified that the consents 

are to be signed annually.
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