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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 furnish client #3 
with sport goggles and foot stool. this affected 1 
of 4 audit clients. The finding is:

During observations in the home on 8/26-27/24, 
client #3 did not wear sports goggles or was she 
offered to wear any. Client #3 also, did not use 
her foot stool while at the dinner and breakfast 
table.

Review on 8/26/24 of client #3 Individual Program 
Plan (IPP), dated 1/16/24 revealed she has a 
diagnosis of nearsightedness. She utilizes sports 
frames daily. Further review revealed current 
adaptive equipment foot stool.

Interview on 8/27/24 with Staff A revealed she 
was unsure of when client #3 should use the foot 
stool. Staff A was unsure of where client #3 
glasses were located. 

Interview on 8/27/24 with the program director 
and qualified intellectual disabilities professional 
confirmed that the glasses were not available at 
the facility. Program director confirmed the foot 
stool has been in place for a long time however 
could not find any guidelines for the use of the 
foot stool.
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