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W 351 COMPREHENSIVE DENTAL DIAGNOSTIC 
SERVICE
CFR(s): 483.460(f)(1)

Comprehensive dental diagnostic services 
include a complete extraoral and intraoral 
examination, using all diagnostic aids necessary 
to properly evaluate the client's condition not later 
than one month after admission to the facility 
(unless the examination was completed within 
twelve months before admission).

This STANDARD  is not met as evidenced by:

W 351

 Based on record reviews and interviews, the 
facility failed to obtain in a timely manner a dental 
examination for 1 newly admitted client (#3).  The 
finding is:

The facility failed to obtain a dental examination 
for client #3 within 30 days of admission.

Review on 9/18/19 of client #3's individual 
program plan (IPP) dated 2/11/19 revealed he 
was admitted to the facility on 1/23/19.  Further 
review of client #3's record revealed he had a 
dental examination on 4/18/19.

During an interview on 9/19/19, the qualified 
intellectual disabilities professional (QIDP) 
confirmed client #3's dental examination did not 
occurr within 30 days of admission.

 

W 418 CLIENT BEDROOMS
CFR(s): 483.470(b)(4)(ii)

The facility must provide each client with a clean, 
comfortable mattress.

W 418
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W 418 Continued From page 1 W 418

This STANDARD  is not met as evidenced by:
 Based on observations and interviews, the facility 
failed to ensure client #5 had a comfortable 
mattress.  This affected 1 of 3 audit clients.  The 
finding is:

Client #5 was in need of a new mattress.

During observations in the group home on 
9/19/19, client #5's mattress was noted to have 
an indentation or dip in the middle.  

During an interview on 9/19/19, the home 
manager acknowledged the mattress had a 
noticeably dip or sink in the middle. She further 
added client #5 had a new behavior of jumping on 
his bed, which will be addressed during the next 
review period.

During an interview on 9/19/19 with the qualified 
intellectual disabilities professional (QIDP) 
confirmed the mattress had a dip in the middle.
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