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The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.
This STANDARD is not met as evidenced by:
Based on observations, record review and
interview, the facility failed to furnish prescribed
eyeglasses for 1 of 3 sampled clients (#3). The
finding is:

Observation in the group home throughout the
6/20-6/21/23 survey revealed client #3 to
participate in watching television, the dinner and
breakfast meal, walking and to participate in
medication administration. Continued
observation revealed at no time throughout the
survey was staff observed to prompt client #3 to
wear her prescribed eyeglasses.

Review of records on 6/21/23 for client #3
revealed a person-centered plan (PCP) dated
3/21/23. Continued review of record for client #3
revealed a vision consult dated 7/13/20 with a
diagnosis of dry eye syndrome and moderate
cataracts. Further review of the vision consults
on 6/21/23 revealed client #3 to be re-examined
for glasses and ordered prescribed eyeglasses.
Subsequent review of vision consults revealed
eyeglasses to be ready in a couple of weeks with
a scheduled follow-up in 4 months.

Interview on 6/21/23 with the qualified intellectual
disabilities professional (QIDP) confirmed that
client #3 should be wearing prescribed
eyeglasses. Continue interview with the QIDP
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revealed that client #3 does not like to wear
prescribed eyeglasses and confirmed that the
only pair of prescribed eyeglasses were broken.
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