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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 

interview, the facility failed to furnish adaptive 

equipment for 2 of 6 clients (#4, and #6).  The 

findings are:

A.  The facility failed to furnish prescribed 

adaptive equipment for client #4.  For example:

Observation in the group home on 5/23/23 

revealed client #4 to participate in the dinner 

meal.  Continued observation revealed client #4 

to have a dinner meal consisting of beef 

stroganoff, carrots, biscuits, and fruit cocktail.  

Further observation revealed the client to have 

the following adaptive items for the dinner meal to 

include a rubber mat, grip spoon, grip fork, and 

grip knife.  Subsequent observation revealed at 

no time throughout the observation was staff 

observed to provide client #4 with a high sided 

plate.  Additionally, client #4 had large amounts of 

spillage throughout the dinner meal.

Observation in the group home on 5/24/23 

revealed client #4 to participate in the breakfast 

meal.  Continued observation revealed client #4 

to have a breakfast meal consisting of eggs, 

cereal, and milk.  Further observation revealed 

the client to have the following adaptive items for 

the breakfast meal to include grip spoon, grip 

fork, and grip knife.  Subsequent observation 
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W 436 Continued From page 1 W 436

revealed at no time through the observation was 

staff observed to provide client #4 with a dycem 

grip and a high sided plate.  Additionally, client #4 

had to hold bowl to keep from sliding while eating 

cereal.

Review of records on 5/24/23 for client #4 

revealed an individual support plan (ISP) dated 

6/27/22.  Continued review of record for client #4 

revealed an occupational therapy consult dated 

12/22/22.  Further review of the occupational 

therapy consults revealed client #4 to be 

prescribed a dycem grip/high sided plate and 

large grip utensils to decrease spillage with 

self-feeding.

Interview on 5/24/23 with the qualified intellectual 

disabilities professional (QIDP) confirmed that 

client #4's ISP is current.  Continue interview with 

the QIDP revealed that client #4 should have 

been provided prescribed adaptive equipment 

during mealtimes.  

B.  The facility failed to furnish prescribed 

adaptive equipment for client #6.  For example:

Observation in the group home on 5/23/23 

revealed client #6 to participate in the dinner 

meal.  Continued observation revealed client #6 

to have a dinner meal consisting of beef 

stroganoff, carrots, biscuits, and fruit cocktail.  

Further observation revealed the client to use a 

divided plate during the dinner meal.  Subsequent 

observation revealed at no time throughout the 

observation was staff observed to provide client 

#6 with a scoop plate and dycem mat.  

Additionally, client #6 had large amounts of 

spillage throughout the dinner meal.
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Observation in the group home on 5/24/23 

revealed client #6 to participate in the breakfast 

meal.  Continued observation revealed client #6 

to have a breakfast meal consisting of toast with 

jelly, cereal, and milk.  Further observation 

revealed staff to cut up toast for the client.  

Subsequent observation revealed at no time 

through the observation was staff observed to 

provide client #6 with a scoop plate and dycem 

mat.  

Review of records on 5/24/23 for client #6 

revealed an ISP dated 2/2/23.  Continued review 

of ISP for client #6 revealed that client #6 is 

prescribed a scoop plate and dycem mat.  

Further review of records on 5/24/23 revealed a 

nutritional assessment dated 1/19/22 for client #6 

to have a regular chopped -quarter size bites and 

scoop plate.

Interview on 5/24/23 with the QIDP confirmed that 

client #6's ISP is current.  Continue interview with 

the QIDP revealed that client #6 should have 

been provided prescribed adaptive equipment 

during mealtimes.

.
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