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155668 07/18/2025

Charlestown Place at New Albany 4915 Charlestown Rd
New Albany, IN 47150

F 0790

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide routine and 24-hour emergency dental care for each resident.

Based on interview and record review, the facility failed to ensure routine dental services were provided 
timely for 3 of 4 residents reviewed dental services. Findings Include:1.The clinical record for Resident B was 
reviewed on 7/16/25 at 1:13 p.m. The resident's diagnoses included, but were not limited to, iron deficiency 
anemia, anxiety and chronic pain. The annual Minimum Data Set (MDS) assessment, dated 6/3/25, indicated 
the resident's cognition was intact.During an interview, on 7/16/25 at 4:25 p.m., the resident indicated she 
had not been seen by the dentist since she admitted to the facility.The admission paperwork, dated 10/5/23, 
and signed by the resident, indicated Resident B elected for the facility's third partner provider services for 
dental.The clinical record lacked documentation of a dental authorization/consent or any dental services 
provided to the resident since admission.During an interview, on 7/16/25 at 3:49 p.m., the Social Services 
Director (SSD) indicated she had been with the facility since March of this year. There had not been a great 
system in place for the dental services, and she had been auditing the consents. Social Services was 
responsible for the consents for the ancillary services. Residents with the elective services for dental should 
be seen every 6 months. Resident B had not received dental services at all that she could find. During an 
interview, on 7/18/25 at 11:58 a.m., the SSD indicated ideally and the best practice for those choosing 
ancillary services through the facility would be to have authorizations for services completed within 7 days 
after the admission paperwork was completed. There was no policy for that, but going forward, SSD would 
be handling all ancillary consents and authorizations. 2. The clinical record for Resident C was reviewed on 
7/16/25 at 12:45 p.m. The resident's diagnoses included, but were not limited to, adult failure to thrive and 
depression. The quarterly MDS assessment, dated 6/17/25, indicated the resident's cognition was intact. 
During an interview, on 7/16/25 at 11:16 a.m., the resident indicated he had not been seen by the dentist 
since he admitted to the facility.The admission packet, dated 10/16/24, and signed by the resident, indicated 
Resident C elected for the facility's third partner provider services for dental.The clinical record lacked 
documentation of a dental authorization/consent or any dental services provided to the resident since 
admission. 3. The clinical record for Resident D was reviewed on 7/16/25 at 9:27 a.m. The resident's 
diagnoses included, but were not limited to, dementia with agitation and dysphagia.During a telephone 
interview on 7/16/25 at 10:38 a.m., Resident D's Power of Attorney (POA) indicated upon admission to the 
facility, he had sent messages to the SSD about dental work. When he went to see Resident D in February, 
he was concerned there was a possible dental issue and spoke to SSD again about his dental concerns. The 
dentist finally saw the resident 5 months later and she needed a lot of her teeth extracted.The admission 
paperwork, dated 1/22/25, indicated the resident's POA elected for the facility's third partner provider 
services for dental.The clinical record indicated the dental authorization was completed on 6/17/25.The 
ancillary dental services consent, dated 6/27/25, indicated the resident needed a total of 12 teeth extracted.
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