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W 436 SPACE AND EQUIPMENT W 436

CFR(s): 483.470(g)(2) The facility will ensure that all

. . . . consumers are informed and taught

The facility must furnish, maintain in good repair, the proper use of adaptive

and teach clients to use and to make informed equipment. The facility will ensure

choices about the use of dentures, eyeglasses, that each consumer receives

hearing and other communications aids, braces, needed interventions and services

and other devices identified by the to support the achievement of

interdisciplinary team as needed by the client. . cpeay

This STAlp\iDAFgD is not met as eviydenced by: [ropel 20e Weal, da |d.ent:f;e‘d " B0

: their IPP. Staff will be inserviced to

Based on observations, record review and
interviews, the facility failed to ensure 1 of 3 audit
clients (#5) was taught to use and make informed
choices regarding the use of his eyeglasses. The
finding is:

review the use of all adaptive
equipment and the proper use. The
plan of correction will be monitored
by the House Manager and QP
through scheduled monthly
inspections a minimum of 3x’s per

During observations throughout the survey on
month.

5/15/23 - 5/16/23, client #5 did not wear
eyeglasses. The client was not prompted or
encouraged to wear eyeglasses.

Review on 5/15/23 of client #5's eye exam, dated |
11/20/20, revealed a prescription for full-time
glasses due to a diagnosis of Presbyopia and age
related cataracts.

Review on 5/15/23 of client #5's individual
program plan (IPP), dated 7/26/22, revealed a
nursing service for glasses. The IPP further listed
glasses as required adaptive equipment.

RE

Interview on 5/16/23 with the qualified intellectual CEIVED
disabilities professional (QIDP) revealed client M 4

#5's glasses were only used for reading as he MAY 3 0 2023

often chooses to not wear his glasses. OHSR-MH Licensure Sect

Interview on 5/16/23 with the facility nurse
revealed client #5's glasses were prescribed for

full-time use.
/W
T

ORY DIRECTOR!' R PROVIDE PPL P | 'S'glGNATURE‘—-“- . TITLE - -(_)S?)DATE
ok A T L D e N O 5. 75

Any deficiency statement ending with an asterisk (*) denytes a deficiency which the institution may be excused fr(fn correcting\ajviding it is determined that
other safeguards provide sufficient protection to atights. (See instructions.) Except for nursing homes, the findings stated akéve are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Further interview an 5/16/23 with the QIDP
revealed client #5 should be wearing glasses
full-time and staff should prompt client #5 to wear
his glasses.
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