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 M/PV - FIRST CERTIFICATION FOLLOW UP 
TO SURVEY OF 10/02/14.

 

{W 322} 483.460(a)(3) PHYSICIAN SERVICES

The facility must provide or obtain preventive and 
general medical care.

This STANDARD  is not met as evidenced by:

{W 322}

 Repeat

Based on record review and  interview  the facility 
has failed to provide  preventative services, for 1 
of 1,(R3) in the sample, by their failures to 
ensure:

1. Monitoring of Pap (Papanicolau smear) 
screening  for 1 of 1 female  individuals in the 
sample (R3).

2. Urologist Consultation (dated 7/7/14) identifies 
a history of Urinary Tract Infections. has the 
following recommendations:

Findings Include:

The Physician's Orders Sheet (POS), dated 
1/29/15, identifies R3 as a 42 year old individual 
who functions at the Moderate level of Intellectual 
Disabilities. The POS also states R3 is to receive 
a PAP every two years ... The POS also states R3 
has a history of Urinary Tract Infections.

1. In review of R3's consultations (10/02/14 - 
02/05/15) there was no written evidence that R3 
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{W 322} Continued From page 1 {W 322}

has had a gynecological exam or a Pap smear. a 
Consult Report, dated 10/06/14, signed by Z1, 
Physician, states "PAP smear - unable to obtain 
due to pts (patients) mental condition. This is ok 
per mother's request. Pt (patient) does not want 
to have one at his time."  A Consultation Report, 
dated 10/21/14, by Urological Physician, Z3, 
states R3 is to:
1. Avoiding holding urine for long time
  Try to void every 3 hours

2. Ensure adequate fluid intake daily

3. No fluid intake 2-3 hours before bedtime

During an interview with E1, Direct Staff Person 
(DSP), on 02/05/15 at 2:10 PM, E1 confirmed that 
R3 has not received a PAP screening.

During an interview with E1, Direct Staff Person 
(DSP), on 02/05/15 at 2:07 PM, E1 could not 
produce any evidence of the urologists 
recommendations being followed for R3.

During a telephone interview on 02/05/15/ at 3:09 
PM, with Z3's, (Urological Physician) Registered 
Nurse, Z2, Z2 confirmed the  physician 
recommendations of 10/21/14 and stated these 
recommendations were still in effect for R3. Z2, 
Registered Nurse, further stated R3's record did 
not contain a discontinue order for these 
recommendations.

{W 356} 483.460(g)(2) COMPREHENSIVE DENTAL 
TREATMENT

The facility must ensure comprehensive dental 
treatment services that include dental care 

{W 356}
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needed for relief of pain and infections, 
restoration of teeth, and maintenance of dental 
health.

This STANDARD  is not met as evidenced by:
 Repeat

Based on record review and interview the facility 
failed  follow up on the dental recommendations 
for 1 of 1 individuals, in the sample, (R1) who is in 
need of dental work.

Findings Include:

The Physician's Order Sheet (POS), dated 
01/29/15, identifies R1 as a 24 year old individual 
who functions at the Profound level of Intellectual 
Disabilities. 

The Dental Consultation Report, dated 02/18/14) 
states, "Patient was not cooperative for exam - 
could not diagnose today. Oral sedation to 
complete exam + (and) diagnose  so treatment 
can be accomplished"

During an interview with E1, Direct Staff Person 
(DSP), on 02/05/15 at 2:19 PM, E1 confirmed that 
R1 has not been been seen by the dentist since 
02/18/14.
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