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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm Based on observations, interviews, and record review it was determined the facility failed to provide dental

or potential for actual harm care to 1 of 2 sampled residents (#1) reviewed for ADLs. This placed residents at risk for unmet care needs.
Findings include:Resident 1 was admitted to the facility in 7/2025 with diagnoses including COPD (chronic

Residents Affected - Few obstructive pulmonary disease) and dementia. A 7/25/25 Dental/Oral Evaluation revealed Resident 1 had

oral thrush (fungal infection of the mouth) and wore full upper and partial lower dentures. A 7/27/25
admission MDS indicated Resident 1 was assessed with a BIMS score of 2 (severe cognitive impairment)
and required set-up assistance for oral hygiene. An 8/5/25 care plan revealed oral care was to include
cleaning her/his full upper and partial lower dentures. On 8/18/25 at 9:23 PM, Witness 3 (Family) stated she
was in the facility for 72 hours with Resident 1 and family cleaned and inserted the resident's dentures
because staff did not assist the resident. On 8/20/25 at 8:58 AM, Resident 1 was observed with mouth odor
and the resident stated she/he wore her/his dentures overnight. On 8/20/25 at 4:44 PM, Staff 25 (CNA)
stated a note was in Resident 1's room to ensure denture care was provided. Staff 25 stated dentures were
to be removed and cleaned nightly and confirmed Resident 1's dentures were found in her/his mouth in the
mornings on the last two days. Staff 25 stated nurses were not informed in order to address Resident 1's
lack of oral care. On 8/20/25 at 6:51 PM, Staff 26 (CNA) stated she was not aware Resident 1 wore dentures
and confirmed she assisted Resident 1 in the evenings with oral care. On 8/21/25 at 1:03 PM, Staff 15
(LPN-Resident Care Manager) confirmed Resident 1's dentures were to be cleaned in the morning and
evenings and removed at night. Staff 15 expected staff to communicate resident care concerns to ensure
adjustments were made for Resident 1's oral care hygiene.
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