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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 reviews and 
interviews, the facility failed to ensure 2 of 3 audit 
clients (#1 and #2) received a continuous active 
treatment program consisting of needed 
interventions and services as identified in the 
Individual Program Plan (IPP) in the area of 
eyeglasses. The findings are:

A.  During afternoon observations in the home on 
4/1/24 from 4:15pm through 6pm, client #1 was 
not observed wearing her eyeglasses.  At no time 
was client #1 prompted by staff to wear her 
eyeglasses.

During morning observations in the home on 
4/2/24 from 6:22am through 8:55am, client #1 
was not observed wearing her eyeglasses.  At no 
time was client #1 prompted by staff to wear her 
eyeglasses.

Review on 4/1/24 of client #1's IPP dated 
11/21/23 revealed she wears eyeglasses during 
awake hours.

B.  During afternoon observations in the home on 
4/1/24 from 4:15pm through 6pm, client #2 was 
not observed wearing her eyeglasses.  At no time 
was client #2 prompted by staff to wear her 
eyeglasses.
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W 436 Continued From page 1 W 436
During morning observations in the home on 
4/2/24 from 6:22am through 8:55am, client #2 
was not observed wearing her eyeglasses.  At no 
time was client #2 prompted by staff to wear her 
eyeglasses.

Review on 4/1/24 of client #2's IPP dated 7/6/23 
revealed she wears eyeglasses during awake 
hours.

During an interview on 4/2/24, the Qualified 
Intellectual Disabilities Professional (QIDP) 
confirmed both clients #1 and #2 are to wear their 
eyeglasses during their awake hours.  The QIDP 
also stated staff are to prompt clients #1 and #2 
to wear their eyeglasses.

W 460 FOOD AND NUTRITION SERVICES
CFR(s): 483.480(a)(1)

Each client must receive a nourishing, 
well-balanced diet including modified and 
specially-prescribed diets.

This STANDARD  is not met as evidenced by:

W 460

 Based on observations, record reviews and 
interviews, the facility failed to ensure each client 
received a nourishing, well balanced diet 
including modified specially prescribed diet as 
prescribed.  This affected 1 of 3 audit clients (#5).  
The finding is:

During dinner observations in the home on 4/1/24 
client #5 was observed eating a sloppy joe 
sandwich, corn and carrots.  At no time did client 
#5 prompted to eat a salad.

Review on 4/1/24 of client #5's Individual 
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W 460 Continued From page 2 W 460
Program Plan (IPP) dated 9/1/23 revealed client 
#5 is suppose to eat a salad during dinner.

During an interview on 4/2/24, the Qualified 
Intellectual Disabilities Professional (QIDP) 
confirmed client #5 should eat a salad with her 
dinner.
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