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W 350 DENTAL SERVICES

CFR(s): 483.460(e)(3)

The facility must provide education and training in 

the maintenance of oral health.

This STANDARD  is not met as evidenced by:

W 350

 Based on record review and staff interview, the 

facility failed to provide effective training in the 

maintenance of oral hygiene to staff who are 

responsible for carrying out this activity for 2 of 6 

audit clients (#5, #6 ). The finding is:

The facility did not provide education for staff in 

the area of toothbrushing for client #5 and 

#6 after several dental visits identified oral 

hygiene needs. 

1. Review on 6/26/18 of client #5's individual 

program plan (IPP) dated 1/23/18 revealed client 

#5 requires assistance with toothbrushing. 

Further review revealed a training program dated 

3/1/18 "[client #5] will tolerate assistance with 

brushing her teeth 85% of the time for 6 

consecutive months by 2/28/19." Further review 

revealed a goal (9) implemented 3/1/18..." Target 

behavior: [client #5] needs to have proper dental 

care. Instructions: [client #5] will tolerate 

assistance with brushing her teeth."   

Review on 6/26/18 of client #5's most recent 

dental visits revealed: 

4/20/18: "Continue brushing after each meal and 

try to floss daily...Overall hygiene fair...6 weeks 

follow up." 

6/6/18: "stress brush after each meal more 

around the posterior molars and floss daily...RTC 
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W 350 Continued From page 1 W 350

in 3 months." 

Review on 6/26/18 of client #5's Task Analysis did 

not list steps for staff to follow to effectively brush 

her teeth. Steps are as follows: 

Staff will prompt [client #5] to...

1. ...retrieve necessary items to brush her teeth.

2. ...it is time to brush her teeth. Staff will 

assist...as needed to brush her teeth.

3. ...to put her dental items away.

There were no specific steps for staff to 

consistently and effectively follow to assist 

client #5 in brushing her teeth.

Interview on 6/26/18 with staff revealed they just 

brush after client #5 is finished with her portion of 

the task and there were no specific steps on how 

to brush her teeth.

Interview on 6/26/18 with the qualified intellectual 

disabilities professional (QIDP) confirmed client 

#5 is in need of a revised oral hygiene objective. 

In addition, the QIDP revealed staff is in need of 

training in oral hygiene care to ensure client #5 

improves her oral hygiene rating.

 

2. Review on 6/26/18 of client #6's IPP dated 

5/11/18 revealed an objective (implemented 

6/1/18) for the client to "tolerate assistance in 

brushing her teeth during oral hygiene routine 

100% of the time for 6 consecutive months by 

5/31/2019."
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Review on 6/26/18 of two dental evaluations 

dated 5/8/18 and 11/7/17 revealed "fair" ratings 

for "Appearance of Teeth" and "fair, slightly red" 

for "Appearance of Gums." 

Interview on 6/26/18 with the QIDP confirmed 

although client #6 has a new toothbrushing 

objective, it is similar to her previous 

toothbrushing objectives of which none have 

improved her oral hygiene rating; therefore, she is 

in need of revisions to her new toothbrushing 

objective to improve her oral hygiene rating. In 

addition, the QIDP confirmed staff is in need of 

training on oral hygiene care to ensure client #6's 

oral hygiene ratings improve.
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