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This visit was for a fundamental
recertification and state licensure survey.

Dates of Survey: March 25, 26, 27, and
28,2013

Facility number: 000810
Provider number: 15G291
AIM number: 100249070

Surveyor: Tim Shebel, Medical Surveyor
111

The following federal deficiencies also
reflect state findings in accordance with
460 TAC 9.

Quality review completed April 2, 2013
by Dotty Walton, Medical Surveyor III.
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continued program participation.
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W000137 | 483.420(a)(12)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must ensure
that clients have the right to retain and use
appropriate personal possessions and
clothing.
Based on observation and interview, the WO000137 | Client # 4 will be given the 04/27/2013
facility failed to assure 1 of 4 sampled opportunity to wear a Shi"t.
clients (client #1) did not wear a soiled protector at meals gnd qgrlng
shack times to avoid soiling her
sweater. clothing. If she chooses not to
wear a shirt protector, staff will
Findings include: ensure that soiled clothing is
changed in a timely fashion.
. . Regular and routine observations
Client #4 was observed during the by the Program Coordinator and
3/25/13 observation period from 3:17 QMRP during meal and snack
P.M. until 5:45 P.M. At4:10 P.M., client times will serve as oversight and
#4 ate a snack and spilled some of her monitoring to ensure consistency
in protecting and providing clean
beverage onto her sweater. From 4:10 clothing. Additionally, staff will
P.M. until 5:45 P.M., direct care staff #1, receive retraining at the upcomng
#3, and #4 all interacted with client #4 but staff meeting on April 18, 2013
did not assist or prompt the client in regarding the use of S,h'rt
. . protectors and providing clean
changing her sweater. Client #4 wore the clothing to individuals in effort to
soiled sweater throughout the 3/25/13 perserve dignity and their rights to
observation period. clean clothing. QMRP Program
Coordinator
QMRP (Qualified Mental Retardation
Professional) #1 was interviewed on
3/26/13 at 9:55 A.M. QMRP #1 indicated
direct care staff should have assured
client #4 changed from her soiled sweater.
9-3-2(a)
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SPACE AND EQUIPMENT
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.
Based on observation, record review, and WO000436 | A goal for teaching client #3 to 04/27/2013
interview, for 1 of 2 sampled clients who wear her glasses has been
wore eyeglasses (client #3), the facilit written and implemented for client
. yee > Y #3. Individuals refusing to wear
failed to encourage and teach client #2 to adaptive devices will be assessed
wear her eyeglasses. semi-annually by the Support
team and QMRP for appropriate
Findines include: ways to train the individual to use
g ) their adaptive equipment. Staff
will be trained formally to
Client #3 was observed at the group home implement the goal for Client #3
during the 3/26/13 observation period to wear her glasses at a house
from 6:14 A.M. until 8:15 A.M. During met.atllng on Aprll 18, 2013,
. . ] Training will include the
the observation period, client #3 was not appropriate use of all adaptive
observed to be wearing her eyeglasses nor equipment for all clients at the
were direct care staff #3, #5, or #6 Spruce home. Regular oversight,
observed to prompt or assist client #3 in monitoring and observations wil
. be conducted by the Program
wearing her eyeglasses. Coordinator and QMRP to ensure
implementation.QMRP Program
Client #3's record was reviewed on Coordinator
3/26/13 at 9:21 A.M. A review of the
client's 1/9/12 vision exam indicated
client #3 had been prescribed eyeglasses
for "full time wear."
QMRP (Qualified Mental Retardation
Professional) #1 was interviewed on
3/26/13 at 9:55 A.M. QMRP #1 indicated
client #3 wore eyeglasses but did not want
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to wear them. When asked if staff should
encourage and teach client #3 to wear her
eyeglasses, QMRP #1 stated, "Yes."
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