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FUNDAMENTAL

INSPECTION OF CARE

 

W 316 483.450(e)(4)(ii) DRUG USAGE

Drugs used for control of inappropriate behavior 

must be gradually withdrawn at least annually.

This STANDARD  is not met as evidenced by:

W 316

 Based on record review and interview, the facility 

failed to identify and ensure a gradual withdraw of 

drugs used for behavior control at least annually 

for 1 of 2 clients (R1) in the sample.

Findings include:

1) The 11/11/15 Individual Service Plan (ISP) 

states that R1 is a 24 year old male with a 

diagnosis as Mild Intellectual Disabilities and 

paranoid schizophrenia. The ISP further states 

that R1 takes the medication Lamictal 200mg & 

Seroquel 400mg daily for maladaptive behavior of 

hallucinations &anxiety that disrupt his daily 

life/routine.

According to R1's ISP and Human Rights 

Committee(HRC) minutes from 11/16/15; R1 is 

taking Lamictal 200mg & Seroquel 400mg daily 

and has been on the current doses for over a 17 

month period.

In addition it was reviewed that R1's current ISP, 

Medication Administration Record(MAR)of 

4/1/16-4/30/16 and Behavior Management 

Minutes of 11/16/16 do not specify any 
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W 316 Continued From page 1 W 316

medication reduction or attempted reduction of 

the behavior modifying medications in the past 

programming/calendar year.

.

E1(QIDP) confirmed on 4/12/16 @1:00PM that 

R1 did not have a medication reduction since 

12/14 and the team has planned to reduce the 

medications when R1 meets criteria or R1 

requests a review for a reduction, however there 

was no reproducible evidence to support the 

holding of an annual reduction or attempted 

reduction.
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