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W 331 NURSING SERVICES

CFR(s): 483.460(c)

The facility must provide clients with nursing 

services in accordance with their needs.

This STANDARD  is not met as evidenced by:

W 331

 Based on observations, interviews and review of 

records, nursing services failed to provide 

services in accordance with client needs relative 

to ensuring specific instructions were given to 

direct care staff regarding the care of a client 

returning from a sedated dental visit.  This 

affected 1 of 4 clients (#5). The findings are:

Nursing services failed to ensure specific 

instructions were given to direct care staff 

regarding client #5's level of supervision, possible 

side effects and diet instructions after he returned 

from a sedated dental visit.

During observations on 11/18/19 client #5 was 

returned to the facility at 3:55pm from a sedated 

dental visit. Direct care staff B and the qualified 

intellectual disabilities professional (QIDP) 

assisted him into the facility. Client #5 was barely 

ambulatory and needed a great deal of 

assistance from both staff to get into the facility . 

Initially, client #5 was assisted to the bathroom 

and then to his bedroom. He sat up on his bed 

but was having trouble maintaining his balance. 

The Residential manager (RM) and QIDP 

assisted him to the living room and sat him in a 

chair at a table and gave him paper and markers 

to draw. The RM stated drawing is a preferred 

activity. He briefly used the markers and then 

appeared to sleep sitting up in the chair.

During observations on 11/18/19 of supper at the 
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W 331 Continued From page 1 W 331

facility at 5:13pm direct care staff B assisted 

client to walk to the dining room table. Client #5's 

eyes were closed and he was having difficulty 

standing upright. Staff C stated they were having 

tacos for supper. Staff B stated, "He can't eat 

that, we need to prepare him something softer." 

Staff C brought client #5 a container of jello and a 

container of chicken and rice. At supper, he had 

great difficulty bringing his spoon to his mouth. 

Client #5 ate a few spoonfuls and was physically 

assisted back to the living room table. Several 

times client #5 appeared to have his eyes closed 

and was hesitant to respond when staff were 

talking with him.

Interview on 11/18/19 with the QIDP revealed 

client #5 was seen at the dentist on 11/18/19 for a 

tooth extraction with sedation. When asked what 

specific instructions were available for staff 

regarding client #5's return to the facility after his 

sedated dental visit, he made a copy of his dental 

consultation dated 11/18/19. He stated the Facility 

Nurse would be at the facility in a few minutes to 

talk with staff.

Interview on 11/18/19 with the facilty nurse 

revealed usually the medical provider will give 

instructions on the dental consultation regarding 

suggested diet, possible side effects of sedation 

and other instructions for which they should be 

knowledgeable. Further interview with the Nurse 

revealed client #5 had tooth #15 extracted and 

that he had no sutures. The Nurse confirmed the 

Dentist had written an order for Motrin 800mg. 

Review on 11/18/19 of the dental consultation for 

client #5 dated 11/18/19 revealed "1 1/4 carpule 

of Articaine 4%, 100,00 with Epinephrine 

administered. Administered 50 O/50N. Bite Block 
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used for elevation and removal of #15 today. No 

sutures needed, Minimal bleeding. Rx Given: 

800mg. Motrin"

Interview on 11/19/19 with the Residential 

Manager (RM) revealed staff were instructed to 

give client #5 (4) tablets of 200 mg. Motrin as 

needed for pain since the original order by the 

Dentist on 11/18/19 was written for 800 mg. of 

Motrin for pain. Further interview revealed client 

#5 had not complained of any pain.

Interview on 11/18/19 with the facility Nurse 

confirmed there were no instructions about a soft 

diet for client #5 or any side effects of sedation 

given to staff. She stated the consultation sheet 

may need to be revised to include instructions for 

staff after sedated medical appointments.
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