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11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
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To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
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DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate
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(L21)
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(L24) (L41) (L25)
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(L44)

B. Rescind Suspension Date:
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26. TERMINATION ACTION: (L30)

 VOLUNTARY
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 INVOLUNTARY
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06-Fail to Meet Agreement
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07-Provider Status Change
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REGULATORY OR LSC IDENTIFYING INFORMATION)

F 000 INITIAL COMMENTS F 000

 On March 6, 7, and 8, 2018, a standard survey 
was completed at your facility by the Minnesota 
Department of Health to determine if your facility 
was in compliance with requirements of 42 CFR 
Part 483, Subpart B, Requirements for Long Term 
Care Facilities.

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form. Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 791

SS=D

Routine/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(g) 
of this part, the following dental services to meet 
the needs of each resident:
(i) Routine dental services (to the extent covered 
under the State plan); and
(ii) Emergency dental services;

F 791 4/30/18

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

04/03/2018Electronically Signed

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 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.
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F 791 Continued From page 1 F 791

§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, interview and record 
review, the facility failed to ensure 1 of 1 resident 
(R27) reviewed for dental services received 
services for dentures in a timely manner. 

Findings include:

During observation on 3/6/18, at 5:05 p.m. R27 
was observed without teeth. When asked if R27 
had any dental concerns, R27 replied "yes", and 

 All residents who are requiring dental 
services have the potential to be affected 
if individualized needs are not met.
R27 oral/ dental assessment and follow 
up dental appointment was immediately 
completed during survey process. 
Resident's desire to have dentures will be 
assessed by Apple Tree dental at next 
appointment date within the facility. 
Resident was notified about the 
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state the problem was she had no teeth. R27 
explained she had dentures at home that did not 
fit properly. R27 expressed concern about losing 
weight, and stated she had reminded staff about 
needing her teeth, but stated she had not heard 
anything from staff about her dentures and 
added, "I don't expect to see any teeth." 

According to the Admission Record in the 
electronic medical record, R27 was admitted to 
the facility on 10/12/17. 

On 10/18/17, staff completed an Oral/Dental 
Evaluation that described R27 as edentulous 
(without teeth). A summary documentation on the 
evaluation included: "Resident states has 
dentures, does not have them with.  Resident 
denies mouth pain when asked. Resident has no 
chewing/swallowing problems noted." 

During the admission Minimum Data Set (MDS) 
assessment dated 10/18/17, R27 was assessed 
to be cognitively intact using the the Brief 
Interview for Mental Status (BIMS, Score = 14). 
The MDS was also coded to indicate R27 had no 
natural teeth or tooth fragments. The care area 
assessment for Dental Care dated 10/25/17, also 
described the resident as not currently having 
dentures.  The assessment indicated:  "Resident 
has no mouth pain or chewing/swallowing 
problems noted. No other risks. No referrals 
needed. Will proceed to care plan."

R27's care plan revised 11/15/17, indentified the 
following focus area: "Alteration in dental care 
[related to] resident having no teeth, does not 
have dentures presently." Interventions for this 
focus included: "Dental visits as needed." 

appointment and stated that she is willing 
to wait until Apple Tree dental comes to 
the facility for routine visit. Currently 
Resident doesn�t have any immediate 
dental concerns. Resident remains in 
good health condition with no weight loss, 
no oral pain and no reports of eating or 
chewing discomfort.  An oral assessment 
has also been completed to ensure 
resident's oral status is healthy. 

All edentulous residents with triggered 
oral CAAs will be reassessed by 
correction date.
 
Weekly random audits will be performed 
for 5 residents per week, one at a time, 
for 4 weeks to ensure all residents' oral/ 
dental status are comprehensively 
assessed for individualized needs.  
Facility will also continue to complete all 
care assessment areas (CAAs) when 
triggered with scheduled MDS and 
significant changes.
All assessment summaries or reports 
from the Dentists or Dental assistants will 
be reviewed by nursing prior to filing them 
in residents' charts to ensure collaboration 
of care and any dental follow up that is 
required. 

All trends and patterns triggered by this 
process will be reviewed at IDT meetings, 
care conferences and at quarterly QAPI 
meetings for sustainable solutions.
Director of Nursing and/or designee will 
be responsible person.
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Review of the R27's chart revealed an Oral 
Health Plan & Consent Form signed by R27 on 
11/28/17. A box on the form was checked 
indicating R27's authorized Apple Tree Dental, a 
third party dental provider, to provide dental care. 
Documentation indicated a hygienist from Apple 
Tree Dental had performed an oral assessment 
for R27 on 10/26/17. According to documentation 
on the assessment, R27 had no natural teeth or 
tooth fragments, and no upper or lower dentures, 
and the hygienest had referred R27 for routine 
dental care and documented: "interested in 
pursuing dentures, as eating is difficult." 

During interview with the registered dietitian (RD) 
on 3/8/18, at 8:48 a.m. the RD stated she was 
aware R27 did not have any teeth. The RD stated 
R27 was able to choose what to eat, and stated 
R27 could still chew. 

During interview on 3/8/18, at 10:54 a.m. the 
director of nursing (DON) stated Apple Tree 
Dental provided visits at the facility at least 
quarterly, or more often if needed. The DON said 
if a resident was interested in dentures, facility 
staff would communicate with Apple Tree to add 
the resident to the list to be seen by a dentist. 
After the interview, the DON reported at 11:56 
a.m., that she had followed up with Apple Tree 
Dental and stated R27 had not been on Apple 
Tree's list to be seen by the dentist regarding 
dentures. The DON said R27 had been added to 
the list "today"  3/8/17, to be seen the next time 
the dentist was scheduled to visit the facility. 
During an additional follow-up interview at 1:01 
p.m., the DON stated typically after the hygienist 
performed the initial oral assessment (completed 
for R27 10/26/17), the DON, health unit 
coordinator (HUC), and nurse manager reviewed 
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the form to see whether the resident had urgent 
dental needs. If the resident had urgent needs, 
the HUC would call Apple Tree to schedule a 
follow-up dental appointment for the resident. The 
DON stated the hygienist had checked the box 
indicating referral for routine dental care, rather 
than immediate dental care with urgent dental 
needs. When questioned about the hygienist's 
note indicated R27 was "interested in pursuing 
dentures, as eating is difficult," the DON replied 
that R27 had not mentioned anything about 
requiring dentures since then, and did not show 
signs of difficulty eating. The DON described the 
MDS oral assessment schedule, and said facility 
staff had performed two MDS oral assessments 
for the resident since admission, and R27 had not 
expressed difficulty chewing or eating during 
either assessment. At 3:22 p.m., the DON stated 
the facility used to have a HUC on staff who 
handled all scheduling of dental visits, and stated 
the HUC would have known how often routine 
dental visits occurred however, said the former 
HUC no longer worked at the facility.
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