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This visit was for the annual fundamental 

recertification and state licensure survey.

Survey Dates: 9/24/14 and 9/25/14

Facility Number: 001042

Provider Number: 15G528

AIM Number: 100245270

Surveyor:

Keith Briner, QIDP

This deficiency also reflects a state 

finding in accordance with 460 IAC 9.

Quality Review completed 10/3/14 by 

Ruth Shackelford, QIDP.  

W000000  

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.

W000263

 

Based on record review and interview for 

2 of 4 sampled clients (#2 and #4), the 

facility's HRC (Human Rights 

Committee) failed to obtain the written 

informed consent of clients #2 and #4's 

guardians regarding the use of 

W000263     The facility Executive Director 

had a conversation withthe 

Residential Supervisor.  The 

purposeof the conversation was 

to discuss the plan to correct 

deficiency tag number 

W-263cited during the Indiana 

State Department of Health 
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psychotropic medications used for 

behavior management.

Findings include:

1. Client #2's record was reviewed on 

9/25/14 at 2:30 PM. Client #2's ISP 

(Individual Support Plan) dated 6/28/14 

indicated client #2 had a legal guardian. 

Client #2's BSP (Behavior Support Plan) 

dated 8/19/14 indicated client #2 received 

Quetiapine 100 milligrams (depression) 

and Sertraline 100 milligrams 

(depression) daily. Client #2's record did 

not indicate documentation of written 

informed consent from client #2's 

guardian regarding the use of 

psychotropic medications for behavior 

management. 

2. Client #4's record was reviewed on 

9/25/14 at 3:25 PM. Client #4's ISP dated 

1/29/14 indicated client #4 had a legal 

guardian. Client #4's BSP dated 2/14/14 

indicated client #4 received Paxil 10 

milligrams (anxiety) daily. Client #4's 

record did not indicate documentation of 

written informed consent from client #4's 

guardian regarding the use of 

psychotropic medications for behavior 

management. 

AS (Administrative Staff) #1 was 

interviewed on 9/25/14 at 3:30 PM. AS 

annual recertificationsurvey 

completed on September 25, 

2014.  Itwas not clear on the form 

that informed consent was given 

by the client/Guardian.   

TheExecutive Director revised the 

form so that it was clear that the 

person givingconsent is aware of 

the risks, benefits, alternatives, 

right to refuse andconsequences 

were explained to the 

Client/Guardian and that their 

informedconsent was given.  (see 

attachment A)     TheExecutive 

Director sent out an e-mail to all 

management staff and the 

HumanRights Committee 

Members to ensure that written 

consent is present prior 

toimplementation of any 

restrictive program. (see 

attachment B).          Completion 

Date: 10/14/14   
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#1 indicated there was not additional 

documentation available to review 

regarding the written informed consent 

from the clients' guardians for clients #2 

and #4's use of psychotropic medications 

used for behavior management.

9-3-4(a)
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