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Inspection of Care

 

W 262 483.440(f)(3)(i) PROGRAM MONITORING & 
CHANGE

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 8/19/15

 Based on record review and interview, the facility 
failed to ensure the Human Right Committee 
have reproducible documentation that programs 
are reviewed for 3 of 3 individuals (R1, R2 and 
R4) in the sample.

Findings include:

1.  R4's record was reviewed and documented 
that she has a Behavior Support Plan dated 
1/1/2015 for non-compliance, false accusations, 
elopement, verbal aggression and stealing.    R4 
is prescribed Invega Sust Injection 78/0.5 ml and 
Amitriptylin 25 mg. to manage her inappropriate 
behaviors.   The Human Rights Committee 
Meeting Minutes from 10/16/2014 to 5/21/2015 
were reviewed and there was no documentation 
that R4's program was reviewed and approved by 
the Human Rights Committee.

2.   R1's record was reviewed and documented 
that she has a Behavior Support Plan dated 
12/18/2014 for  Physical Aggression, Verbal 
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W 262 Continued From page 1 W 262

Aggression, Disruptive Behavior and Withdrawal 
or Inattentive Behavior.    R1 is prescribed 
Fluoxetine 20 mg to manage her inappropriate 
behaviors.   The Human Rights Committee 
Meeting Minutes from 10/16/2014 to 5/21/2015 
were reviewed and there was no documentation 
that R1's program was reviewed and approved by 
the Human Rights Committee.

3.   R2's record was reviewed and documented 
that she has a Behavior Support Plan dated 
4/8/2015 for Verbal Aggression, Withdrawal or 
inattentive behavior and Uncooperative Behavior.    
R2 is prescribed Nortriptylin 25 mg to manage her 
inappropriate behaviors.   The Human Rights 
Committee Meeting Minutes from 10/16/2014 to 
5/21/2015 were reviewed and there was no 
documentation that R2's program was reviewed 
and approved by the Human Rights Committee.

R1, Director of Adult Programs, was interviewed 
on 6/3/2015 at approximately 10:30 a.m. and 
validated that there was no reproducible 
documentation that the Human Rights Committee 
Reviewed R4's behavior support program.

W 322 483.460(a)(3) PHYSICIAN SERVICES

The facility must provide or obtain preventive and 
general medical care.

This STANDARD  is not met as evidenced by:

W 322 8/19/15

 Based on record review and interview, the facility 
failed to obtain gynecological services for 1 of 2 
individuals (R4)  in the sample.

Findings include:
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R4's record was reviewed for completion of a 
PAP (Papanicalaou test) and mammogram at 
least annual unless otherwise indicated.    The 
last PAP for R4 was completed on 5/30/2013 and 
the last mammogram was completed on 
4/13/2013.    Additional review of the record, did 
not document, why these test were not completed 
on an annual basis. 

E1, Director of Adult Programs, was interviewed 
on 6/3/2015 at approximately 1:00 p.m. and was 
unable to present any documentation that R4 had 
a PAP and Mammogram completed at least 
annual unless otherwise indicated per physician's 
orders or recommendations.
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