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This visit was a post certification revisit
to a fundamental recertification and state
licensure survey conducted on August 26,
2011.

Dates of Survey: October 20 and 21,
2011.

Facility number: 000832
Provider number: 15G313
AIM number: 100249150

Surveyor: Christine Colon, Medical
Surveyor III/QMRP-Team Leader

The following deficiency also reflects
state findings in accordance with 460 IAC
9.

Quality Review completed 11/4/11 by W. Chris
Greeney ICF-ID Surveyor Supervisor

w0436 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.

W0436 Service Coordinator retrained all

Based on observation, record review and staff on the wpportance of
adaptive equipment and proper

interview, the facility failed for 2 of 4 documentation. Community
clients residing at the group home (client Services Nurse retrained staff on

11/19/2011
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#2 and #3), to encourage/teach them to
wear their prescribed eyeglasses.

Findings include:

An evening observation was conducted at
the group home on 10/20/11 from 4:30
P.M. until 6:15 P.M.. During the entire
observation period clients #2 and #3 were
not observed to wear eyeglasses, nor were
staff observed to prompt or teach the
clients to wear their prescribed eyeglasses.

A review of client #2's record was
conducted on 10/21/11 at 12:02 P.M..
Review of client #2's "Annual Physical"
dated 3/18/11 indicated client #2 wore
"corrective lenses."

A review of client #3's record was
conducted on 10/21/11 at 12:15 P.M..
Review of client #3's most current vision
exam dated 3/22/11 indicated he wore
"corrective lenses."

An interview with the Service
Coordinator (SC) was conducted on
10/21/11 at 12:20 P.M.. The SC stated,
"Staff should have prompted them (clients
#2 and #3) to wear their glasses."

This deficiency was cited on 8/26/11. The
facility failed to implement a systemic
plan of correction to prevent recurrence.

following the medication
administration record and proper
documentation. A form has been
added to the medication book
reminding staff to evaluate clients
for using prescribed adaptive
equipment. New objectives have
been put in place for clients #2
and #3 for adaptive equipment
desensitization. 11/19/11.

To ensure future compliance,
Service Coordinator and/or
Community Services will observe
the clients weekly for the next two
months and at least bi-monthly
thereafter to ensure they are
offered individual adaptive
equipment as prescribed.
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