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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 ensure 1 of 6 clients 

(#4) received medically prescribed eyeglasses. 

The finding is::

During observations throughout the 1/22-23/24 

survey client #4 was observed to participate in an 

art activity, playing a game of pool, 

dinner/breakfast meals, household chores, and 

medication administration. Continued 

observations on 1/23/24 at 7:00 AM revealed 

client #4 to make his bed and to help with setting 

the breakfast table.  Subsequent observation 7:51 

AM revealed client #4 to adjust his radio, 

complete household chores and dance while 

watching music videos on the television.   

Review of client #4's record on 1/23/24 revealed 

a 12/31/21 written prescription for eyeglasses. 

Continued review of records revealed no 

evidence of the glasses being purchased for 

client #4. 

Interview with the facility registered nurse (RN) on 

1/23/24 revealed clients #4 was seen on 12/31/21 

for a scheduled eye examination. Continued 

interview with RN revealed client #4 should have 

the prescribed eyeglasses for daily wear. Further 

interview with the RN revealed client #4 has a 

scheduled optometrist appointment on 2/2/24.
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W 463 FOOD AND NUTRITION SERVICES

CFR(s): 483.480(a)(4)

The client's interdisciplinary team, including a 

qualified dietitian and physician must prescribe all 

modified and special diets.

This STANDARD  is not met as evidenced by:

W 463

 Based on observations, record reviews and 

interviews, the facility failed to ensure 3 of 6 

clients (#2, #5, and #6) received their specially 

prescribed diet as ordered by the interdisciplinary 

team. The finding is:

Afternoon observations on 1/22/24 at the group 

home revealed the dinner menu to include oven 

fried chicken, spinach, tater tots, sliced apples 

and oranges, Lactaid milk, 2% milk, whole milk 

and a sugar free beverage. Continued 

observation at 5:15 PM revealed clients #2, #5, 

and #6 to participate in the dinner meal 

independently and consume the entire meal. 

Morning observations on 1/23/24 revealed the 

breakfast menu included toasted oats cereal, 

milk, whole wheat toast margarine, Lactaid milk, 

2% milk, whole milk and orange juice. Continued 

observation at 7:15 AM revealed clients #2, #5, 

and #6 to receive frosted flakes cereal and whole 

wheat slice of bread untoasted. Further 

observation revealed clients #2, #5 and #6 to 

receive more than double portions of the frosted 

flake cereal. Subsequent observation revealed 

clients #2, #5 and #6 to receive more than the 

appropriate serving size of margarine on the 

untoasted whole wheat bread. Clients #2, #5 and 

#6 consumed the entire meal.

Review of records for client #4 on 1/23/24 

revealed an individual support plan (ISP) dated 

5/2/23. Further review of the ISP revealed a 
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W 463 Continued From page 2 W 463

diagnosis of Severe IDD, hypertension, arthritis, 

cervical spondylosis s/p fusion C3-4, urinary tract 

infection hypercholesterolemia, cerebral infract, 

and enlarged prostrate with urinary retention. 

Continued review revealed a nutritional evaluation 

dated 10/17/23 which indicated client's current 

diet order includes ADA, feeds self and high sided 

dish.

Review of records for client #5 on 1/23/24 

revealed an individual support plan (ISP) dated 

1/25/23. Further review of the ISP revealed a 

diagnosis unspecified anxiety disorder, 

intermittent explosive disorder, and Tourette's 

disorder. Continued review revealed a nutritional 

evaluation dated 10/17/23 revealed the client's 

current diet order is ADA with no adaptive 

equipment.

Review of client #6's record on 1/23/24 revealed 

an individual support plan dated 1/5/23. Further 

review of the ISP revealed a diagnosis of autism, 

profound IDD, chronic constipation, profound 

sensorineural hearing loss, bilateral deafness and 

edentulous (without teeth). Continued review 

revealed a nutritional evaluation dated 10/17/23 

which indicated client's current diet order includes 

ADA, high fiber one-half chopped pieces, and 

prune juice 4 oz BID. Further review revealed a 

physician order dated 1/23 revealed an order to 

promote bowel regularity with 4 oz prune juice 

daily at 7:00 AM and 8:00 PM. 

Interview with the facility nurse on 1/23/24 

revealed client #2, #5 and #6 diets are current 

and should be followed as prescribed.
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