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483.450(e){1) DENTAL SERVICES

The facility must provide or make arrangements for
comprehensive diagnostic and freatment services
for each client from qualified personnel. including
licensed dentists and dental hygienists either
through organized dental services in-house or
through arrangement.

This STANDARD is not met as evidenced by: Based
on record review and staff interview, the facility staff
failed to make dental arrangements for one
individual {Individual #2) in the survey sample of 2
individuals.

The findings included:

Individual #2 was admitted on 2/17/09 with
diagnoses of organic mood disorder, Angleman's
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The unannounced annual Medicaid survey for

Intermediate Care Facilities for Persons with

Intellectual Disabilities (ICF/ID) was conducted on

1/31/17 through 2/02/17. Corrections are required

for compliance with CFR Part 483 Intermediate

Care Facilities for Individuals with Disabilities.

(ICF/ID) Federal Regulations. The Life Safety

Code report will follow.

The census in this 5 bed facility at the time of the

survey was 4. The survey sample consisted of 2

current Individual records (Individual #1 through

#2).
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ICF staff are reaching out to all local

Syndrome, seizures, and Severe Intellectual dental providers in order to meet the | 3/10/17
Disability. The facility staff failed to make needs of the individual regarding
arrangements for dental services for Individual dental wellness.
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Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from corecting providing it is determined that other safeguards pmw"de

sufficient protaction to the patients (See Instructions.} Except for nursing homes the findings stated above are disclosable 90 days following the date of survey whether or nota 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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Individual #2 had a physician's order for Annual ICF staff will collaborate and seek
dental care under sedation. The order was signed out assistance from all available
and dated 1/19/16. community resources regarding 3110417
dental health and hygiene in order
A review of the clinical records indicated: "A to meet the needs of the individuals.
Dental Health Consultation dated 10/28/15
identified Individual #2 needed general At the time of the Nursing Quarterly
anesthesia for dental services. Assessment, nursing will
Recommendations and Prognosis: Annual recall communicate with the individual's 3MonM7
schedule.” current provider to confirm
continued eligibility to be treated by
During an interview on 2/1/17 at 10:04 A.M. with said provider.
the Registered Nurse (RN} , she stated, *
Individual #2 has not been seen by a dentist During each communication nursing
since staff will attempt to obtain an 307
2015. We are in the process of finding him a appointment per the individualized
dentist. His former dentist is no longer taking schedule of treatment.
patients requiring sedation.”
The ICF staff will document in the
A letter dated April 21, 2016 from the former individual's record if a provider 3INOMT

dental services indicated: The dental contract for
services has ended. New services and a new
contract to be awarded. The FY17 (Fiscal Year)
dental contract will include enhanced standards
of practice and will open the opportunity for
community dentistry.

A Nursing Physical Assessment dated 1/12/17
indicated: Dental summary - Date: Continuing to
look for Dental services.

The facility staff failed to make dental services
arrangements

defers, refuses or otherwise
abstains from treating the
individuals.
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