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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 observations, record review and 
interviews, the facility failed to ensure 
recommended equipment, specifically 
eyeglasses, were furnished for 1 of 3 audit clients 
(#4).  The finding is:

During observations throughout the survey on 
12/6/21 and 12/7/21, client #4 was not observed 
wearing his eyeglasses in the home and the day 
program.  Client #4 was observed drawing a 
variety of pictures at the day program and in the 
home.  Client #4 was also observed looking 
towards the television set while sitting in the living 
in the home.  Further observations revealed at no 
time was client #4 prompted to wear his 
eyeglasses.

During a review on 12/6/21 of client #4's 
individual program plan (IPP) dated 3/7/21 stated, 
"Vision:...[Client #4] wears eye glasses.  DX:  
Hyperopic Astigmatism. OU."

During a review on 12/7/21 of client #4's nursing 
assessment dated 3/21 - 5/21 revealed he wears 
eyeglasses.

During an interview on 12/7/21, the qualified 
intellectual disabilities professional (QIDP) 
revealed she does not remember the last time 
she saw client #4 wearing his eyeglasses.  
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W 436 Continued From page 1 W 436

Further interview revealed client #4's eyeglasses 
could not be located in his bedroom.
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