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F 0791 Provide or obtain dental services for each resident.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39235
or potential for actual harm
Based on review of clinical records and staff interview, it was determined that the facility failed to timely
Residents Affected - Few follow-up with required dental services for one Medicaid payor source resident out of two residents sampled
(Resident 49).

Findings include:

A clinical record review revealed Resident 49 was admitted to the facility on [DATE], with diagnoses that
include chronic obstructive pulmonary disease (COPD), atrial fibrillation (a condition that causes the heart to
beat irregularly and sometimes much faster than normal), chronic kidney disease, and dysphagia (difficulty
swallowing).

Review of an Annual Minimum Data Set assessment (MDS-standardized assessment completed at specific
intervals to identify specific resident care needs) dated April 15, 2024, revealed that Resident 49 was
moderately cognitively impaired with a BIMS score of 10 (Brief Interview for Mental Status, which assesses
cognition, a tool to assess the resident's attention, orientation, and ability to register and recall new
information, a score of 7-12 equates to being moderately cognitively impaired).

A review of facility document entitled Inventory of personal effects dated May 24, 2021, indicated the resident
had full upper and lower dentures.

A review of Resident 49's care plan, initiated May 24, 2021, revealed she has an activity of daily living (ADL)
self care performance deficit related to immobility, with planned interventions to include personal
hygiene/oral care, resident requires 1 staff member participation with personal hygiene and oral care.
(However, the care plan made no indication of the resident having, or had dentures)

A review of facility provided Dental Consult Sheet dated February 23, 2023, indicating resident has dentures,
no problems.

A review of facility provided Dental Consult Sheet dated April 30, 2024, indicated resident has total upper
(TU) in place. Lost total lower (TL) - wants new total lower (TL). Recommendations, full lower dentures.

A review of nursing note dated May 1, 2024, at 9:31 AM revealed dental exam complete, no new orders
(NNOS).

(continued on next page)
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Level of Harm - Minimal harm or
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Residents Affected - Few

Review of resident 49's Nutritional Risk Assessment's dated April 17, May 2, and June 27, 2024, revealed
the resident's diet order was regular/regular texture/thin liquids, and makes no indication of the resident
having no lower dentures as confirmed during an interview with the Registered Dietician (RD) on August 14,
2024, at approximately 12:45 PM.

A review of current physician orders dated July 7, 2024, for regular diet, mechanical soft texture, thin
consistency.

A request from the state survey agency for the documented evidence of the facilities efforts, follow up, from
the Dental Consult dated April 30, 2024, of resident 49 having no lower dentures.

Facility provided the state survey team Grievance/Concern Form dated June 4, 2024, (approximately 35
days after the April 30, 2024, Dental Consult), from resident 49's family indicating the resident dentures are
missing.

Observation of resident 49 on August 14, 2024, at approximately 10:30 AM, and 12:55 PM, found the
resident lying in bed, with no dentures, upper or lower.

A third observation of resident 49 on August 14, 2024, at approximately 1:14 PM, found the resident lying in
bed, with no dentures, upper or lower, as confirmed by Employee 1 Licensed Practical Nurse (LPN).

There was no documentation in the resident's clinical record regarding the facilities response to the Dental
Consult Sheet dated April 30, 2024, indicating resident lost total lower (TL) dentures, and is requesting
replacement. There was no documented evidence in the resident's clinical record that a replacement of
Resident 49's lower dentures was being performed at the time of the survey ending August 14, 2024.

During an interview on August 14, 2024, at approximately 2:45 PM the Nursing Home Administrator (NHA)
was unable to provide documented evidence that the facility had provided timely and necessary assistance
to obtain dental services needed by the resident.

28 Pa. Code 211.12 (d)(3)(5) Nursing services

28 Pa. Code 211.15 Dental services
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