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- . the following actions: W'436 . !
The facility must furnish, maintain in good repair, ‘ | 483.470(g)(2) SPACE AND

 and teach clients to use and to make informed

choices about the use of dentures, eyeglasses, EQUIPMENT —The facility will

hearing and other communiications aids, braces, | furnish,‘maintajn'in good repai‘r and
and other devices identified by the , teach clients to use and to make

interdisciplinary team as needed by the client. informed choices about the use of E
: dentures, eyeglasses, hearing and -
other communications aids, braces,

This-STANDARD -is not met as evidencad by | | --and-other.devices identified by the
Based on observation, record review and interdisciplinary teani as needed by -
interview, the facility failed to ensure 1 of 6 clients | | the client. The QP will be trained in
(#1) in the-group home was taught to use and the understanding and

make informed choices about the use and care of implementation of Written

their hearing aid. The finding is: Training Programs to ensure

Observation in the group home on 7/18/18 during clients make informed decisions
a complaint investigation revealed client #1 to sit and take appropriate care of

in the living room watching television. Staff was adaptive equipment noted by the
observed to engage with client #1 while asking | Imterdisciplinary team. The QP
the client if the volume on the television was ok, will monitor Written Training

and then using the television remote to adjust the
volume to the client's preferenice. Additional
observation of the client revealed the client to not
be wearing a hearing aid.

Programs progress monthly to
ensure appropriate progress.

H
, : Responsible Party: QP
Review of records for client #1 on 7/18/18 T '
revealed an individual support plan (ISP) dated | Completed by: September 1, 2018
3/13/18. Further review of records for client #1
revealed adaptive equipment to include a hearing.
aid. Review of audiology reports revealed on
3/14/18 the client's hearing aid no longer fits
correctly and a new one should be made.
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Lprofessional (QIDP) on 6/18/18 revealed client #1

Continued From page 1

Additional audiology reports revealed on 6/20/18
the client's hearing aid was broken and repaired.
Additional review of client #1's ISP revealed no
objectives relative to the proper care or storage of
her hearing aid. :

Interview with the qualified intellectual disabilities

has a hearing aid although he did not know why
the client was not wearing it. Further interview
with the QIDP revealed the client's hearing aid is
kept locked in the medication closet at night and
provided to the client during her morning
medication administration due to the client losing
the hearing aid on multiple occasions to include

hiding-it-and-putting-in-the trash—The-QIDP-and~ |~ | -

facility operations manager verified client #1 did
not have current programming to address proper
storage or care of her hearing aid. Additional
interview with the facility operations manager
verified as of 6/29/18 the client's hearing aid is
the appropriate size for the client and working
properly after getting the hearing aid back from
the audiologist. Subsequent interview with the
QIDP and the facility operations manager verified
client #1 could benefit from training to address
storage and care of her hearing aid. It should be
noted the client's hearing aid was found during
the survey visit in the client's room.
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