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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 provide teaching 

relative to eyeglasses for 1 of 3 sampled clients 

(#1). The finding is:

Observations at the day program and the group 

home throughout the 12/13-14/21 survey 

revealed client #1 to be engaged in various 

activities including leisure activities, hygiene, 

meal preparation, and mealtimes. At no time 

during the survey was client #1 observed wearing 

eyeglasses or for staff to prompt client #1 to wear 

eyeglasses. 

Review of client #1's record on 12/14/21 revealed 

a person-centered plan (PCP) dated 5/14/21. 

Review of the PCP indicated client #1 is 

prescribed eyeglasses. Continued review of client 

#1's record revealed an eyeglasses prescription 

dated 4/12/21. Further review of client #1's record 

revealed a behavior support plan (BSP) dated 

9/11/17 with a review date of 6/22/21. Review of 

client #1's BSP indicated target behaviors of 

disruptive behaviors, including property 

destruction, as defined by hitting or throwing 

objects including furniture, walls, eyeglasses, or 

other objects. Further review of client #1's BSP 

revealed no intervention procedures to address 

destroying eyeglasses. Continued review of client 

#1's record revealed incident reports and data 
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W 436 Continued From page 1 W 436

sheets indicating client #1 destroyed their 

eyeglasses on 7/8/21, 8/29/21, 10/5/21, and 

11/14/21.

Interview with the home manager (HM) on 

12/14/21 revealed client #1 has destroyed nine 

pairs of eyeglasses since June 2021. Further 

interview with the HM revealed client #1 

destroyed the most recent pair on 12/13/21. 

Interview with the qualified intellectual disabilities 

professional (QIDP) on 12/14/21 confirmed client 

#1's BSP is current with a review date of 6/22/21. 

Further interview with the QIDP confirmed client 

#1's disruptive behavior relative to destroying 

eyeglasses has never been formally addressed.
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