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E0000 E0000Initial Comments 

An unannounced recertification and complaint 
investigation survey was conducted from 3/16/26 through
3/19/26. The facility was found in compliance with the
requirement CFR 483.73, Emergency Preparedness. Event 
ID #1F35BD-H1. 

 

F0000 F0000INITIAL COMMENTS 

A recertification and complaint investigation survey 
was conducted from 3/16/26 through 3/19/26. Event ID 
#1F35BD-H1. The following intakes were investigated: 
2966895, 2808014, 2805699, 2804101, 2801910, 2788407, 
2742363, 2689050, 2628769, 2690868, 2609462, 2599990, 
2591740, 2585718, 2576604, 2567524, and 840457. 

3 of the 44 complaint allegations resulted in 
deficiencies. 

 

F0677 F0677

SS = D

04/11/2026ADL Care Provided for Dependent Residents 

CFR(s): 483.24(a)(2) 

§483.24(a)(2) A resident who is unable to carry out 
activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene; 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observations, record reviews, and resident and
staff interviews, the facility failed to provide nail 
care for 1 of 3 dependent resident reviewed for 
activities of daily living (ADL) (Resident #104). 

Findings include: 

Resident #104 was admitted on 8/25/25 with diagnoses 
including diabetes and bilateral hand contractures. 

A Physician order dated 8/25/25 indicated that Resident
#104 needed daily nail cleaning and weekly trimming was
to be done on the 7:00 AM to 7:00 PM shift for diabetic
care. 

A review of the Medication Administration Record for 

The Deficient practice occurred on 3/16-3/19/2026. When
Resident #104 fingernails were long, dirty had brown 
matter under thumbs a whitish substance underneath 2nd,
3rd, and 4th fingers of both hands. On 3/19/2026. The 
Director of Nurses (DON) cleaned, and trimmed Resident
#104 hands. 

ON 3/20/2026 The DON identified residents identified 
residents that were potentially impacted by this 
practice by completing 100% audits on all current 
residents. This audit was completed on 3/20/2026. The 
results included: 54 out of 134 residents required nail
care. On 3/20/2026 the DON implemented corrective 
action for those residents which includes: cut, trimmed
and clean nails and hands. 

On 3/20/2026, the DON in serviced all RNs, LPNs, 
Nursing Aide staff (including agency) on ADL policy. 
This training included: Nail care, cutting and trimming
and cleaning, if Diabetic, the nurse must perform the 
nail care. The Director of Nursing will ensure that any
of the above identified staff who does not complete the
in-service training by 4/10/2026 will not be allowed to
work until the training is completed. This education 
will be integrated into new hires and ongoing 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90 
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days 
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program 
participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued from page 1
March 2026 indicated that diabetic care should be done
daily on the 7:00 AM to 7:00 PM shift including 
fingernails should be cleaned daily and trimmed as 
needed. The feet should be kept clean and dry and 
assessed for injury and the need for toenails to be 
trimmed. The MAR was initialed as nail care being 
assessed each day as completed through 3/19/26. 

Resident #104’s quarterly Minimum Data Set (MDS) dated
3/9/26 specified the resident had intact cognition, 
limited range of motion to bilateral hands, use of hand
guards and had no rejection of care. Resident #104 
required dependent care for hygiene and nail care. 

A review of the quarterly care plan dated 3/9/26 
indicated Resident #104 received minimum to maximum 
assistance for ADL care from staff for bathing, range 
of motion, set up for feeding, hygiene, toileting, nail
and skin care. Resident #104 was not care planned for 
any rejection of care. 

An observation and interview on 3/16/26 at 9:50 AM, 
revealed Resident #104’s fingernails on both hands were
long, dirty, had brown matter under the thumbs and a 
whitish substance underneath the 2nd, 3rd and 4th 
fingers of both hands. The left thumbnail was orange in
color. The resident stated it had “been a long time” 
since his nails were cleaned or cut on either hand and
reported that staff did not offer nail care. 

An observation on 3/17/26 at 11:20 AM showed Resident 
#104’s nails were long and dirty with brown matter 
under the thumb nails on both hands, white matter under
the others. 

An interview with NA #6 on 3/17/26 at 11:30 AM 
indicated that she had not given the resident a bath 
because he was already up when she got there. She 
stated he was bathed by the 7:00 PM to 7:00 AM shift 
and put it into his electric wheelchair because he got
up early, and she had not noticed his nails needed to 
be cleaned. 

An interview and observation with Nurse #3 who was 
assigned to Resident #104 on 3/18/26 at 9:30 AM 
revealed that the physician orders read that Resident 
#104 was to have his nails cleaned daily and trimmed 
weekly and as needed. She indicated that due to his 
contractures it was difficult to trim them but agreed 
they did need to be cleaned and trimmed. The March 2026
MAR was reviewed with Nurse #3 during the interview, 
and the MAR was not initialed on 3/18/26 for diabetic 
care including fingernails being cleaned and trimmed 
daily. Nurse #3 further stated she had not looked at 

Continued from page 1
education. 

The Director of Nurses or designee will monitor 5 
random residents weekly for 4 weeks and monthly for 3 
months using the QA tool Activities of Daily Living 
(ADL) including Nail Care. Monitoring started on April
13, 2026. Reports will be presented to the monthly QA 
committee by the Administrator or Director of Nursing 
to ensure corrective action initiated as appropriate. 
Compliance will be monitored and ongoing auditing 
program reviewed at the monthly QA Meeting. The monthly
QA Meeting is attended by the Administrator, DON, MDS 
Coordinator, Therapy, HIM, and the Dietary Manager. 
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Continued from page 2
Resident #104’s nails that morning. 

An interview with Nurse Aide (NA) #4 on 3/19/26 at 9:28
AM was assigned to Resident #104 on 3/18/25 and 3/19/26
on the 7:00 AM to 7:00 PM shift. She stated she did not
bathe Resident #104 on 3/18/26 or 3/19/26 because she 
thought night shift (7:00 PM to 7:00 AM) had done so. 
Resident #104’s fingernails were observed during the 
interview, and she agreed they needed to be cleaned and
trimmed and had not been cleaned by 7:00 PM to 7:00 AM
shift. NA #4 indicated that Resident #104 was diabetic
and she could not trim his nails but could soak and 
clean them. NA #4 reported that Resident #104 did not 
refuse care. The NA further stated the nurse would have
to trim Resident #104’s nails because he had diabetes.

A phone interview on 3/19/26 at 10:56 AM with NA #5 
revealed she was assigned to Resident #104 on 3/18/26 
from 7:00 PM to 7:00 AM on 3/19/26. NA #5 reported she
bathed the resident that morning (5:30 AM), but stated
she was unable to clean or trim his nails due to his 
contracted hands into fists. She did not indicate that
she had reported the condition of the nails to nursing.

On 3/19/26 at 3:30 PM a joint interview was conducted 
with the Director of Nursing (DON) and the 
Administrator. The DON reported that the Administrator
trimmed the resident’s nails the previous day and 
stated the resident was a messy eater, making it 
difficult to keep his hands clean, but the aides giving
care should be making sure the residents hands and 
nails are trimmed are clean. The Administrator stated 
the DON had talked with him regarding Resident #104’s 
nail care and he understood the importance of 
maintaining the resident’s diabetic nail care and would
ensure the nail care was completed. 

F0688 F0688

SS = D

04/11/2026Increase/Prevent Decrease in ROM/Mobility 

CFR(s): 483.25(c)(1)-(3) 

§483.25(c) Mobility. 

§483.25(c)(1) The facility must ensure that a resident
who enters the facility without limited range of motion
does not experience reduction in range of motion unless
the resident's clinical condition demonstrates that a 
reduction in range of motion is unavoidable; and 

§483.25(c)(2) A resident with limited range of motion 
receives appropriate treatment and services to increase
range of motion and/or to prevent further decrease in 
range of motion. 

The deficient practice occurred on 3/16-3/19/2026 when
Resident #104 did not have palm guards applied to his 
bilateral hands as ordered. On 4/7/2026, the Resident 
#104 was referred to therapy for contracture 
management. 

On 4/7/2026 the Director of Nurses (DON) identified 
residents that were potentially impacted by this 
practice by completing 100% audits on all current 
residents with orders for splints/palm guards. This 
audit was completed on 4/7/2026. The results included:
9 out of 9 had the proper splints /palm guards as 
ordered and available. There was no corrective action 
due to no deficient practice. 
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Continued from page 3

§483.25(c)(3) A resident with limited mobility receives
appropriate services, equipment, and assistance to 
maintain or improve mobility with the maximum 
practicable independence unless a reduction in mobility
is demonstrably unavoidable. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, observations, and resident and
staff interviews, the facility failed to apply palm 
guards as ordered for 1 of 1 dependent resident 
reviewed for limited range of motion (Resident #104). 

Findings include: 

Resident #104 was admitted on 8/25/25 with diagnoses of
bilateral hand contractures (permanent tightening of 
muscles, tendons, or ligaments causing joint stiffness
and restricted movement). 

A review of the therapy discharge note dated 9/12/25 
indicated that the resident had met maximum potential 
and he needed to wear palm guards every day to maintain
maximum mobility and prevention of skin irritation. 

An order dated 9/8/25 indicated that Resident #104 was
to wear palm guards as tolerated 6 hours daily, 
removing them during range of motion exercises, eating
and activities of daily living care. Resident #104’s 
care plan dated 3/9/26 identified limited physical 
mobility related to bilateral hand contractures and use
of bilateral palm guards to be worn 6 hours each day 
and removed for range of motion and activity of daily 
living (ADL) care. 

A review of the care plan dated 2/3/26 indicated 
Resident #104 had limited physical mobility related to
bilateral hand contractures. Interventions included to
do range of motion to bilaterally contracted hands and
apply bilateral hand guards worn 6 hours daily or as 
tolerated, and to do daily hygiene reporting any skin 
issues to nursing. 

Resident #104’s most recent quarterly Minimum Data Set
dated 3/9/26 documented intact cognition, functional 
limitation in range of motion in both upper 
extremities, and dependent care for bathing, toileting,
transfers and dressing, set up for eating and mouth 
care, minimum assistance for positioning. There were no
behaviors or rejection of care. 

The Medication Administration Record (MAR) for March 

Continued from page 3
On 3/31/2026, the DON in serviced all RNs, LPNs, and 
Nursing Aids staff (including agency) on Splint policy.
This training included: Splints/palm guards. The 
Director of Nursing will ensure that any of the above 
identified staff who does not complete the in-service 
training by 4/10/2026 will not be allowed to work until
the training is completed. This education will be 
integrated into new hires and ongoing education 

The DON or designee will monitor 5 random residentsd 
with splints/palm guards using the QA tool Splints, 
weekly for 4 weeks and monthly for 3 months. Monitoring
started on 4/13/2026. Reports will be presented to the
monthly QA committee by the Administrator or Director 
of Nursing to ensure corrective action initiated as 
appropriate. Compliance will be monitored and ongoing 
auditing program reviewed at the monthly QA Meeting. 
The monthly QA Meeting is attended by the 
Administrator, DON, MDS Coordinator, Therapy, HIM, and
the Dietary Manager. 
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Continued from page 4
2026 indicated the resident was to wear palm guards up
to 6 hours daily as tolerated, as donned/doffed by 
nursing following ROM and hygiene, and with daily skin
checks. The palm guards were signed off as applied at 
9:00AM from 3/1/26 through 3/18/26. 

An observation and interview with Resident #104 on 
3/16/26 at 9:50 AM revealed contractures to bilateral 
hands that were in loose-fisted positions. When asked 
if he had a hand roll or splints, Resident #104 stated
he had palm guards but had not worn them in a long 
time. There were no palm guards observed in Resident 
#104’s room. Resident #104 stated that he had not 
declined to wear them and added that they didn’t hurt 
him and he would wear them as ordered if they prevented
his contractures from worsening. 

A second observation of Resident #104 on 3/17/26 at 
11:20 AM revealed the palm guards ordered were not on 
his hands and were not seen in the room. 

A third observation of Resident #104 on 3/18/26 at 
4:12PM AM revealed the ordered palm guards were not on
his hands and were not seen in the room. 

An interview with the Unit Manager (200 hall) on 
3/18/26 at 12:10 PM revealed the nurse aides usually 
applied the palm guards for Resident #104 after care 
and the nurses were supposed to make sure they were 
applied. 

An interview was completed with Nurse #1 on 3/18/26 at
2:12 PM and included a review of Resident #104’s MAR. 
After looking at the MAR Nurse #3 confirmed she had not
initialed the MAR for the palm guards on 3/18/26 and 
she had not completed her treatments yet. Nurse #1 
indicated the nurse aides were supposed to place the 
palm guards on Resident #104 when they got him up and 
bathed him. Nurse #1 was unable to say when she last 
saw Resident #104 wearing the palm guards. 

An interview with Nurse Aide (NA) #1 in Resident #104’s
room, on 3/19/26 at 9:28 AM, stated she had not seen 
Resident #104’s palm guards in a long time. NA #4 then
stated she knew Resident #104 used to wear the palm 
guards, but they must have gotten lost. NA #4 did 
attempt to look for the palm guards but could not 
locate them. 

An interview with the Therapy Director on 3/19/26 at 
11:30 AM revealed Resident #104 was given palm guards 
for both hands to be worn daily on 8/26/25. The Therapy
Director indicated that Resident #104 was discharged 
from therapy on 9/12/25, and it was the nursing staff’s
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Continued from page 5
responsibility to make sure the palm guards were placed
on both hands as ordered. The Therapy Director stated a
functional maintenance program was established and 
staff were trained on the application of palm guards. 

An interview with the Director of Nursing (DON) on 
3/19/26 at 3:30 PM revealed that she was not informed 
that Resident #104’s palm guards were missing. The DON
stated she would expect the staff to continue 
implementing active therapy orders and would check with
the therapy department to see if the resident was 
supposed to have the palm guards. She then indicated 
the palm guards were to be applied after care and kept
on at least 6 hours daily. 

On 3/19/26 at 3:30 PM, the Administrator stated the DON
had talked with him regarding Resident #104’s palm 
guards and that he was working with therapy to resolve
the issue. 

F0732 F0732

SS = C

04/11/2026Posted Nurse Staffing Information 

CFR(s): §483.35(g)(1)-(4) 

§483.35(g) Nurse Staffing Information. 

§483.35(g)(1) Data requirements. The facility must post
the following information on a daily basis: 

(i) Facility name. 

(ii) The current date. 

(iii) The total number and the actual hours worked by 
the following categories of licensed and unlicensed 
nursing staff directly responsible for resident care 
per shift: 

(A) Registered nurses. 

(B) Licensed practical nurses or licensed vocational 
nurses (as defined under State law). 

(C) Certified nurse aides. 

(iv) Resident census. 

Beginning 4/10, the Administrator in-serviced the 
Director of Nursing (DON) and unit managers on the 
daily posted staffing sheets. The Director of Nursing 
will ensure that any of the above identified staff who
has not received this training by 4/10/2026 will not be
allowed to work until the training is completed. This 
information has been integrated into the standard 
orientation training and in the required in-service 
refresher courses for all staff identified above. 

The DON or designee will monitor this issue using the 
Quality Assurance Tool for Nurse Staff Posting. The 
review will consist of observing staff posting sheets 
weekly x 4 weeks then monthly x 3 months or until 
resolved. Monitoring began on 4/13/2026. Reports will 
be given to the monthly Quality Assurance Performance 
Improvement Committee and corrective action initiated 
as appropriate. The Quality of Life Committee consists
of the Administrator, Director of Nursing, Assistant 
DON, Staff Development Coordinator, Unit Support Nurse,
MDS Coordinator, Business Office Manager, Health 
Information Manager, Dietary Manager and Social Worker.
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Continued from page 6

§483.35(g)(2) Posting requirements. 

(i) The facility must post the nurse staffing data 
specified in paragraph (g)(1) of this section on a 
daily basis at the beginning of each shift. 

(ii) Data must be posted as follows: 

(A) Clear and readable format. 

(B) In a prominent place readily accessible to 
residents, staff, and visitors. 

§483.35(g)(3) Public access to posted nurse staffing 
data. The facility must, upon oral or written request,
make nurse staffing data available to the public for 
review at a cost not to exceed the community standard.

§483.35(g)(4) Facility data retention requirements. The
facility must maintain the posted daily nurse staffing
data for a minimum of 18 months, or as required by 
State law, whichever is greater. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record review and staff 
interviews, the facility failed to ensure nurse 
staffing sheets were accurate for 4 of 7 days reviewed
for nurse staffing information (2/2/26, 2/9/26, 
2/22/26, and 3/16/26). 

The findings included:The daily posted nurse staffing 
sheet for 2/2/26 revealed 9 Licensed Practice Nurses 
(LPNs) and 22 Nurse Aides (NAs). 

The nursing staff assignment sheet dated 2/2/26 
revealed 6 Licensed Practical Nurses (LPNs) and 27 
Nurse Aides (NAs) worked. 

The daily posted nurse staffing sheet for 2/9/26 
revealed 8 LPNs and 24 NAs worked. The nursing staff 
assignment sheet dated 2/9/26 revealed 3 LPNs and 11 
NAs worked. 

The daily posted nursing staffing sheet for 2/22/26 
revealed 10 LPNs and 27 NAs worked. The nursing staff 
assignment sheet dated 2/22/26 revealed 11 LPNs and 23
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Continued from page 7
NAs worked. 

The daily posted nursing staffing sheet for 3/16/26 
revealed 10 LPNs worked. 

The nursing staff assignment sheet dated 3/16/26 
revealed 11 LPNs worked. 

An interview was conducted with the Director of Nursing
(DON) on 3/19/26 at 2:20 PM. She stated she was 
responsible for both the nursing staff schedules and 
completion and posting of the daily staffing posting 
sheet as the facility did not have a Staff Scheduling 
Coordinator. She stated if a nursing staff member 
called out or left early the daily staffing posting 
sheet should have been adjusted. The DON stated that 
the difference between LPNs scheduled and posted was 
because a Registered Nurse was counted as an LPN. The 
DON stated she was unaware the posting sheets were not
correct for 2/2/26, 2/9/26, 2/22/26, and 3/16/26. She 
stated that currently she does not have someone 
reconcile the nurse staff schedules with the daily 
posting nurse staffing sheet. 

During an interview on 3/19/26 at 2:40 PM, the 
Administrator stated the Director of Nursing was 
responsible for posting and updating the daily nurse 
staffing sheets. He was unable to give a reason for the
staff sheets not being filled out correctly. The 
Administrator stated he was not involved in the staff 
posting sheets; however, he would expect them to 
display the correct information. 

F0791 F0791

SS = D

04/13/2026Routine/Emergency Dental Srvcs in NFs 

CFR(s): 483.55(b)(1)-(5) 

§483.55 Dental Services 

The facility must assist residents in obtaining routine
and 24-hour emergency dental care. 

§483.55(b) Nursing Facilities. 

The facility- 

§483.55(b)(1) Must provide or obtain from an outside 
resource, in accordance with §483.70(f) of this part, 
the following dental services to meet the needs of each
resident: 

(i) Routine dental services (to the extent covered 

The deficient practice occurred on 3/17/2026 when 
Resident #9 revealed she had two teeth in the left 
upper back side of her mouth that needed to be 
extracted that she had not received dental care since 
she was admitted to the facility on 1/23/2025. A 
referred was made for dental services for 4/7/2026 in 
the facility at this time there’s no corrective action
since Resident #9 been discharged to the hospital from
3/25/26 and has not returned. 

On 4/9/26 the Director of Nurse (DON) identified 
residents that were potentially impacted by this 
practice by completing 100% audits on all current 
residents to ensure they received routine dental 
services since their admission to the facility. This 
audit was completed on 4/9/2026. On 4/9/2026, current 
residents that were able to be interviewed, were asked
if they needed dental care. This was completed by the 
DON. The results included: 67 out of 123 residents 
required no dental needs. Additionally, mouth audits 
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Continued from page 8
under the State plan); and 

(ii) Emergency dental services; 

§483.55(b)(2) Must, if necessary or if requested, 
assist the resident- 

(i) In making appointments; and 

(ii) By arranging for transportation to and from the 
dental services locations; 

§483.55(b)(3) Must promptly, within 3 days, refer 
residents with lost or damaged dentures for dental 
services. If a referral does not occur within 3 days, 
the facility must provide documentation of what they 
did to ensure the resident could still eat and drink 
adequately while awaiting dental services and the 
extenuating circumstances that led to the delay; 

§483.55(b)(4) Must have a policy identifying those 
circumstances when the loss or damage of dentures is 
the facility's responsibility and may not charge a 
resident for the loss or damage of dentures determined
in accordance with facility policy to be the facility's
responsibility; and 

§483.55(b)(5) Must assist residents who are eligible 
and wish to participate to apply for reimbursement of 
dental services as an incurred medical expense under 
the State plan. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record reviews, and resident and
staff interviews, the facility failed to obtain routine
dental services when requested for a resident with 
missing upper teeth for 1 of 1 sampled resident 
reviewed for dental care (Resident #9). 

The findings included: 

Resident #9 was originally admitted to the facility on
1/23/25 with diagnoses which included end-stage renal 
disease. 

Review of the Swallowing Assessment dated 11/29/25 
revealed Resident #9 had no swallowing disorders and 

Continued from page 8
were completed on current residents that were not 
interviewed. These residents were assessed to identify
if there were any broken teeth, missing teeth, redness,
swelling dental caries or mouth pain. The results 
included: 0 of 123 resident needed immediate dental 
assistance. On 4/9/26 there was no corrective action 
due to no deficient practice. 

On 4/9/2026, the DON began in servicing all RNs, LPNs,
Nursing Aids and Social Services, Director, Unit 
Managers staff (including agency) on Dental Services 
policy. This completed on 4/9/2026. This training 
included: referring residents to social work for dental
visits and routine dental visits. The Director of 
Nursing will ensure that any of the above identified 
staff who does not complete the in-service training by
4/10/2026 

The DON or designee will monitor will monitor 5 random
residents using the QA tool Dental care weekly for 4 
weeks and monthly for 3 months. Monitoring started on 
4/12/2026. Reports will be presented to the monthly QA
committee by the Administrator or Director of Nursing 
to ensure corrective action initiated as appropriate. 
Compliance will be monitored and ongoing auditing 
program reviewed at the monthly QA Meeting. The monthly
QA Meeting is attended by the Administrator, DON, MDS 
Coordinator, Therapy, Health Information Manager (HIM),
and the Dietary Manager. 
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Continued from page 9
received a diet of regular consistency and thin 
liquids. 

The quarterly Minimum Data Set (MDS) assessment dated 
2/13/26 indicated Resident #9 was cognitively intact 
and had no dental problems or significant weight loss.
Resident #9 received dialysis services. 

Resident #9’s active care plan revealed no information
related to dental care. 

A review of Resident #9’s medical record from 1/23/25 
through 3/16/26 revealed no evidence of the resident 
receiving dental services since her admission to the 
facility. 

During an observation and interview on 3/17/26 at 11:08
a.m., Resident #9 was noted with no upper teeth. The 
resident stated that she had two teeth in the left, 
upper back side of her mouth that needed to be 
extracted before she could be fitted for a partial 
denture. The resident did not indicate difficulty with
chewing her food and did not currently have any mouth 
pain; but has had some pain in the past from the 
remaining two upper back teeth. Resident #9 revealed 
that since her admission to the facility she had not 
been examined by a dentist. She stated that she made 
requests to several nurses (unable to recall names) to
see a dentist, but the nurses would always inform her 
the dentist’s visits at the facility were during the 
time she was at the dialysis center. The resident’s 
scheduled dialysis treatments were on Mondays, 
Wednesdays, and Fridays. 

An interview was conducted on 3/19/26 at 10:53 a.m. 
with the Appointment Schedular. She stated that the 
process for obtaining dental services included: the 
contracted dentist examined residents at the facility 
during scheduled visits every three months and the date
of the visit was determined by the dental provider. 
However, if a resident requested to be examined by a 
dentist, the resident’s name would be added to the list
of residents’ to be seen during the next scheduled 
dental visit unless the resident required an emergency
dental visit. If an emergency dental appointment was 
needed or if a resident was unable to meet with the 
dentist during on-site visits, she would schedule a 
dental visit with the contracted dentist’s office or 
the first available dental practice. The facility would
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Continued from page 10
be responsible for transporting the resident to and 
from the dental office. The Appointment Schedular 
revealed she was not informed by any of the facility’s
nurses that Resident #9 requested a dental appointment.

During a follow-up interview on 3/19/26 at 1:30 p.m., 
the Appointment Schedular stated that after the 
interview with this Surveyor, she reviewed the dental 
appointment records and contacted the visiting 
dentist’s office. She confirmed Resident #9 had not 
been seen by a dentist since her admission to the 
facility and was not included on the list of residents
scheduled to be examined by the dentist during his most
recent on-site visit at the facility on 1/30/26. As a 
result, she instructed the facility’s current Social 
Worker (began working at the facility the prior week 
and would be responsible for maintaining names of 
residents to be examined by the dentist) to include 
Resident #9’s name on the list of residents to be 
examined by the dentist during the next dentist’s visit
(exact date determined by the dental office) to the 
facility. 

During an interview on 3/19/26 at 4:27 p.m., the 
Administrator acknowledged Resident #9 should have 
received dental services since her admission to the 
facility and when the resident requested. 
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