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W 249 483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has 
formulated a client's individual program plan, 
each client must receive a continuous active 
treatment program consisting of needed 
interventions and services in sufficient number 
and frequency to support the achievement of the 
objectives identified in the individual program 
plan.

This STANDARD  is not met as evidenced by:

W 249 10/5/16

 Based on record review and interview, the facility 
failed to informally implemented self medication 
programs all opportunities for 2 of 2 (R1 and R3) 
in the sample.

Findings Include:

1) Review of R1's ISP (Individual Service Plan) of 
3/1/16, R1 is an ambulatory verbal male who 
function in the Mild Range of Intellectual 
Disabilities.
Review of the MAR (Medication Administration 
Record), R1 receives Gabapentin 400mg 3x daily 
(6:00am, 4:00pm and 9:00pm)  for Anxiety.

R1's self medication states: R1 will  identify his 
medication Gabapentin by name independently 
for all session. Medication is given more than 
once daily, program will be run each time but 
documented only at the 9:00pm med pass.
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On 9/19/16 at 4:00pm, R1 was observed 
receiving his Gabapentin. E3 (Direct Support 
Person) was not observed to implemented his 
medication during the pass.

2) Review of R3's ISP (Individual Service Plan) of 
3/1/16, R3 is an ambulatory verbal male who 
functions in the Severe Range of Intellectual 
Disabilities.
Review of the MAR (Medication Administration 
Record), R3 receives Lithium Carbonate ER 
450mg 2x daily (7:00am and 5:00pm) for his 
Bi-Polar  Disorder.

Review of R3's self-medication program: R3 will 
state the color of Lithium with 3 verbal prompts 
for all sessions.

On 9/19/16 at 5:00pm, R3 was observed 
receiving his Lithium. E3 was not observed to 
implemented R3's program during the pass.

The facility failed to implemented medication 
programs at all opportunities.

W 263 483.440(f)(3)(ii) PROGRAM MONITORING & 
CHANGE

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 10/5/16

 Based on record review and interview, the facility 
failed to ensure that medications to control 
maladaptive behaviors have written consent by 
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the guardian for 1 of 4 (R2) in the sample.

Findings Include:

Review of R2's ISP (individual Service Plan) of 
6/7/16, R2 is an ambulatory verbal female who 
functions in the Moderate Range Of Intellectual 
Disabilities. R2 has additional diagnosis of 
Depression and Impulse Control Disorder. 

R2 receives the following medication to control 
her disorder of outburst: Clonazepam 
0.5mg,daily, Sertraline/Zoloft 100mg daily, Abilify 
5mg and Trazodone 50mg. 

Review of R2's written consent on 9/20/16, R2 did 
not have current consents for the Sertraline, 
Abilify and Cloonzepam. The last consent was 
dated on 6/17/15.

Interview with E2 (Qualified Intellectual Disability 
Professional) on 9/20/16, E2 stated, the guardian 
is aware of R2's medication but unable to 
produce the current consents at this time.
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