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W 436 SPACE AND EQUIPMENT

CFR(s): 483.470(g)(2)

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:

W 436

 Based on observation, record review and 

interview, the facility failed to maintain in good 

repair and teach 1 of 3 sampled clients to use 

prescribed hearing aids (client #1).  The finding 

is:

Observations conducted at the vocational center 

and in the group home during the 4/10/18-4/11/18 

recertification survey revealed client #1 was not 

observed to wear hearing aids at any time.  

Review of the record for client #1, conducted on 

4/11/18, revealed a Person Centered Plan (PCP) 

dated 5/31/17 containing a discontinued training 

goal implemented on 2/2/17 documenting client 

#1 would maintain his hearing aids in increments 

while at the vocational center for the entire day.  

Notation from the habilitation specialist dated 

9/28/17 documented client #1's hearing aids had 

been misplaced during the preceding review 

period with the goal discontinued on 9/28/17 due 

to client #1's hearing aids not being available.  

Continued review of the 5/31/17 PCP revealed a 

hearing services consultation dated 2/23/15 

documenting mild to severe sensory-neural 

hearing loss with bilateral hearing aids 

recommended.  Further review of the PCP for 
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W 436 Continued From page 1 W 436

client #1 revealed a mini-team report dated 9/6/17 

stating client #1 had lost his hearing aids and the 

team had found one which was sent out for 

repair.  This mini-team report further documented 

that once the hearing aid was repaired client #1 

would continue to wear it during vocational hours 

only, returning it to the habilitation specialist at the 

end of the day.  On-going review of the record for 

client #1 revealed a subsequent mini-team report 

dated 9/20/17 documenting the team met and 

determined client #1 was no longer wearing his 

hearing aids consistently.  This report further 

documented the team felt it would no longer be 

necessary for client #1 to wear his hearing aids 

due to a decrease in agitation and aggression 

since he had not been wearing them.  Continued 

review of the PCP for client #1 revealed the most 

recent communication evaluation was completed 

on 7/15/13. 

Interview conducted on 4/11/18 with the nurse 

revealed both client #1's hearing aids had been 

located and were being kept in the nursing office, 

however, both hearing aids were broken and the 

team had decided not to pursue having them 

repaired based on a decrease in agitation since 

they had been broken.  Interview with the 

qualified intellectual disabilities professional and 

the habilitation specialist further verified client 

#1's training goal to learn to use his hearing aids 

had been discontinued on 9/28/18 following the 

teams decision not to have them repaired based 

on a decrease in episodes of agitation and 

aggression during the time the hearing aids had 

not been available. These interviews further 

verified a communication evaluation had not been 

completed for client #1 since 7/15/13.
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