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The facility must provide medically-related social
sefvices to altain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based oh observation, medical record review,
and staff interview, the facility failed to arrange for
timely dental intervention for 1 of 3 (#89) sample
residents who required social service
interventions. The findings were:

Observation during the survey, including a dining
observation on 3/14/12 at 12:10 PM, showed
resident #89 did not have teeth and was not
wearing dentures. Review of the medical record
showed the resident was admitted to the facility
on 721111 with diagnoses which included
dementia. Review of a 7/22/11 speech therapy
evaluation revealed the resident's diet was
changed to pureed secondary to not wearing

F Tag 250 Social Services
It is the intent of the facility t
provide medically-related social
services to attain or maintain th
highest praticable physical,mental,
and psychosocial well-being of eac
resident.

CORRECTIVE ACTION: A dental
appointment was made for resident
#89 on March 28", 2012. Resident
#89 has declined a dentdl
appointment and has expressed
desire to remain edentulous at this
time. POA was contacted an
agrees with resident #89’s decision.
Resident #89 will be asked on
quarterly basis during e¢a
conferences if she would like to have
a dental appointment.

ID' OF OTHERS: An audit
records was conducted on Mare
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F 250 | Continued From page 1 Fogol 287, 2012. to determine if any

dentures to chew. The evaluation showed
toleration of mechanical soft foods as a short
term goal. Speech therapy documeniation dated
8/10/11 showed the resident was not able to wear
his/her dentures, and the 81011 restorative care
plan showed the resident's dentures "need (o be
re-fiited". Review of 8/4/11 and 9/9/11 nutritional
documentation confirmed the resident was placed
on a pureed diet secondary to "l fiiting dentures."
Review of the 8/7/11 dental visit documentiation
showed no information regarding any plan to
address the issue concerning the resident's
dentures. Review of the facility grievance Ing
revealed a 3/8/12 concern that the resident
needed dental intervention, and an appointment
for 3/28/12 for denture lining was obtained, The
following concems were noted:

a, Review of the care plan showed the facility
failed to set specific measurable goals to address
the resident's denture issue after it was identified,
and only stated that the resident's dentures "need
fo be re-fittad”.

b. The facility failed to schedule a dental visit
to address the resident's dentures from 9/8/11
until 3/28/12 (202 days).

¢. The resident was required to eat a
mechanically altered pureed diet (mechanical soft
was the goal for the resident) for an extended
period due to facility failure to address the
resident’s denture issue in a timely manner.

d. Inferview with the DON on 3/14/12 at 2:10
P confirmed the facility's expectation was to
address dental and other issues in a timely
manner, as early as possible after adrmission.
The DON further stated that over six months for
the resident's revisit to the dentist was not timely.

F 311 483.25(a)(2) TREATMENT/SERVICES TO F311| weeks and then monthly unt
as=D { IMPROVE/MAINTAIN ADLS system is sustained.
FORM CMS-2567(02-98) Previous Varslons Obsoleta Event ID:VSJH1

resident needed a dental
appointment or follow up. Any
found to need a consult or follow up
will have an appointment scheduled,
Any resident found to have these
needs will have had plans of care
reviewed and goals undated.
SYSTEM MEASURES: Educatioy
to Social Service Director ang
Coordinator by NHA/designee on o)
before 4/24/12 on the importance o
coordinating/documenting thest
services that would provide ou
residents of attaining o}
maintaining the highest practicabls
physical, mental, and psychosocia
well being. These services will b
offered in care conferences and a
needed basis and will b
documented.

SDC will educate staff to write ot
the 24 hour report any dental need
that the resident may need on of
before 4/24/12.
Social Service Director will initiate p
tickler to track dental appointmeni
and follow wup appointments
needed.
NHA/designee will review the
tickler on a weekly basis times

Tw i 1 e L] Lan TS ] T

—

LR 4

Facillly 10; WYG005 ¥ continuaticn sheet Page 2 of 6

This GfC aecpel ss ”f///”/ff/ Uity Tenofar [Piivme, dfnistis:
ond Ty Wﬂ/f{ﬁv Tha Osc s ¢feifie.

{] wl}i’



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/28/2012
FORM APPROVED
OMB NO. 0938-0391

A resident is given the appropriate treatment and
services to maintain or improve his or her abilities
specified In paragraph (a)(1) of this section.

This REQUIREMENT s not met as evidenced
by:

Based on observation, medical record review,
and staff interview, the facility failed to ensure
restorative measures were provided for 1 of 3
sample residents (#89) who required restorative
services. The findings were;

Observation on 3/13/12 showed CNAs #1 and #2
used a sit-te-stand lift to transfer resident #89 to
his/mer wheelchair. Observation at that time and
periodically during the survey showed the resident
dict not ambulate with or without assistance, and
staff did no exerclses with the resident. The
observations showed the resident moved all
extremities and had no contractures, Review of
the resident's 9/14/11 physical therapy
documentation, signed by PT #1 and PTA #1,
showed the resident was to be discontinued fram
physical therapy that week and placed on a
restorative program to maintain current function.
Review of the resident's 9/16/11 therapy
documentation, signed by PT #2, showed that no
further skilled Intervention was indicated and
physical therapy was discontinued, Review of the
medical record showed no plan of care from
physical therapy to start restorative services after
physical therapy was discontinuad. The following
concerns were noted;

a. During an interview with the restorative
program manager on 3/14/12 at 11 AM, she
stated that she did not receive a restorative plan
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F 311 Continued From page 2 F 311 MONITOR: Social  Service

Director/designee will track and
trend audits and report findings tg
the QA&A committee. The QA&KA
committee will evaluate the
effectiveness of the plan based on
trends identified and implemented
additional interventions as needed
to ensure continued compliance for
3 months.

Date of Compliance: 4/24/12
F TAG 311

It is the intent of the facility to give

the residents the appropriat

treatment and services to maintai
or improve his or her abilities.

CORRECTIVE ACTION: Residen
#89 was evaluated on 3/21/12

ID OF OTHERS: A review o
residents on 3/30/12. Two of th
residents were identified fo nee
further follow through wit
restorative programming and a re
evaluation by therapy will b
completed on or before 4/24/12,

SYSTEMS MEASURES: Regiona
Director of Rehab will provid
education for the Rehab Progran
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F 311 | Continued From page 3 F 311| restorative program and
from physical therapy for the resident. She further implementation.
stated that the restorative program would not pick Rehab Program Manager and
up ta resident a{ter physic?I therapy withgut Ia | Restorative Nurse will review
written restorative plan initi the physica . .
thert:py departmeni:t’. nitiated by the phy therapy . dlscharg.es daily .Monday
b. During an interview with PTs #1 and #2 on thru Friday during morning care
314112 at 12:45 PM, PT #1 confirmed that management meeting for need of
resident #89 should have received a restorative continued restorative program.
plan after discontinuation of physical therapy in Restorative  Nurse/designee  will
order to maintain current function, During the . 1 f
interview, PT #2 stated her documentation on review care plans for current
9/16/12 that discontinued physical therapy was residents  receiving  restorative
not meant to change the plan for restorative services to ensure updated and
services. Both therapists stated thelr expectation reflect current goals.
was for PTA #1 to write the restorative plan, and The Rehab Program Manager,
neither therapist could be certain if a restorative . . i
plan was written or not for the resident, PTA#1 is Restorative nurse Restorative Care
no fonger a staff member at the facility. Specialists and DON / designee will
¢. Review of the resident's care plan and meet twice per month to review
restorative documentation showed the facility restorative case load, goals and
failed to provide post physical therapy restorative FOUTAIS
services after that need was identified. programs. b P
F 411 | 483.55(a) ROUTINE/EMERGENCY DENTAL F411] MONITORING: Rehab Program
S8=D | SERVICES IN SNFS Manager and Restorative Nurse will
track and trend audits and reporf
The facility must assist residents in obtaining findings to the QA&A commitiee.
routine and 24-hour emergency dental care, The QA&A committee will evaluate
Afacility must provide or obtain from an outside the effectiveness of the plan based
resource, in accordance with §483.75(h) of this on  trends  identified  and
part, routine and emergency dental services to implemented additional
ﬂeet the neetéa of eaclr:iaesider[ﬁ; may charge a interventions as needed to ensure
edicare resident an additional amount for : ;
routine and emergency dental services; must if continued compliance for 3 months.
necessary, assist the resident in making )
appointments; and by arranging for transportation Date of Compliance: 4/24/12
to and from the dentist's office; and promptly refer F TAG 411
residents with lost or damaged dentures to a
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dentist,

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review,
and staff interview, the facility failed to arrange for
timely dental intervention for 1 of 2 (#89) sample
residents who required dental interventions. The
findings wers;

Observation during the survey, Including a dining
observation on 3/14/12 at 12:10 PM, showed
resident #89 did not have teeth and was not
wearing dentures. Review of the medical record
showed the resident was admitted to the facllity
on 7/21/11 with diagnoses which included
dementia, Review of speech therapy
documentation dated 8/10/11 showed the
resident was not able to wear hisfher dentures,
and the 8/10/11 restorative care plan showed the
resident's dentures "need to be re-filted". Review
of the 8/7/11 dental visit documentation showed
no information regarding any plan to address the
issue concerning the resident's dentures, and no
additional appointment to address that issue.
Review of the facility grievance log revealed a
3/8M12 concern that the resident needed dental
intervention, and an appointment for 3/28/12 for
denture lining was obfained. The following
concerns were riofed:

a. The facility falled to schedule a dental visit
to address the resident's dentures from 8/8/11
until 3/28/12 (202 days).

b. Interview with the DON on 3/14/12 at 2:10
PM confirmed the facility expectation was to
address dentaf and other issues in a timely
manner, as early as possible after admission,
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residents in obtaining routine and
24- hour emergency dental care,

CORRECTIVE ACTION: A denta
appointment was made for resident
#89 on March 28™, 2012, Residens
#89 has declined a denta
appointment and has expressed
desire to remain edentuleus at thif
time. POA was contacted and
agrees with resident #89’s decision
Resident #89 will be asked on 4
quarierly  basis during card
conferences if she would like to have
a dental appointment.

ID OF OTHERS: An aundit of
records was conducted on March
28" 2012. to determine if any
resident needed a dental}
appointment or follow wup. Any
found to need a consuli or follow up
will have an appointment scheduled;
Any resident found to have thes
needs will have had plans of car
reviewed and goals undated.

SYSTEM MEASURES: Educatio
to Social Service Director an
Coordinator by NHA/designee on o
before 4/24/12 on the importance o
coordinating/documenting thes
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resident's revisit to the dentist was not timely.

The DON also stated that over six months for the

maintaining the highest practicable
physical, mental, and psychosocial
well being. These services will be
offered in care conferences and as
needed  basis and will b
documented.

SDC will educate staff to write on
the 24 hour report any dental needs
that the resident may need on on
before 4/24/12.

Social Service Director will initiate
tickler to track dental appointment;
and follow wup appointments a
needed. NHA/designee will revie
the tickler on a weekly basis times
weeks and then monthly unti
system is sustained.

MONITOR: Social  Servic
Director/designee will track an
trend audits and report findings t
the QA& A committee. The QA& A
committee will evaluate th
¢ffectiveness of the plan based o1}
trends identified and implemente
additional interventions as neede
to ensure continued compliance fo
3 months.

Date of Compliance: | 42412
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