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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, document review and 
interviews the interdisciplinary team failed to 
ensure objective training to meet identified needs 
relative to the wearing of eyeglasses were 
implemented for 1 of 3 audit clients (#2).  The 
finding is:

During morning observations in the home on 
7/23/24 from 5:40am - 7:56am, client #2 was not 
prompted to wear his eyeglasses.  Further 
observations revealed client #2 was observed 
watching the television and putting together a 
puzzle.

Review on 7/23/24 of client #2's visual 
examination dated 7/19/24 indicated he is to wear 
his eyeglasses full time.

During an interview on 7/23/24, the Home 
Manager (HM) stated client #2 has not had a 
objective on the wearing of his eyeglasses.

During an interview on 7/23/24, the Program 
Manager (PM) revealed client #2 has not had a 
training objective for the wearing of his 
eyeglasses.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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