m % DEPARTMENT
) © OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
August 27, 2025

Administrator

The Estates at Greeley LLC

313 SOUTH GREELEY STREET
STILLWATER, MN 55082

RE: CCN: 245342
Cycle Start Date: June 12, 2025

Dear Administrator:

On August 6, 2025, the Minnesota Departments of Health and Public Safety, completed a revisit to
verify that your facility had achieved and maintained compliance. Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
Imposed.

Feel free to contact me if you have questions.

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us
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Electronically delivered
July 9, 2025

Administrator
The Estates At Greeley LLC

313 South Greeley Street
Stillwater, MN 55082

RE: CCN: 245342
Cycle Start Date: June 12, 2025

Dear Administrator:

On June 12, 2025, a survey was completed at your facility by the Minnesota Departments of Health and
Public Safety to determine if your facility was in compliance with Federal participation requirements for
skilled nursing facilities and/or nursing facilities participating in the Medicare and/or Medicaid
programs.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS-2567 whereby corrections are
required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved.

To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

e How the facility will identify other residents having the potential to be affected by the same
deficient practice.

e \What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.

e How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.

e The date that each deficiency will be corrected.

e An electronic acknowledgement signature and date by an official facility representative.

An equal opportunity employer.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

It an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

. Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

. Civil money penalty (42 CFR 488.430 through 488.444).

. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by an "F'and/or an "E" tag), i.e., the plan of correction should be directed
to:

Renee McClellan, Regional Operations Supervisor
Metro A District Office

Health Regulation Division

Minnesota Department of Health

625 Robert Street N

P.O. Box 64975

Saint Paul, Minnesota 55164-0975

Email: renee.mcclellan@state.mn.us

Office: 651-201-4391 Mobile: 651-328-9282

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
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the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAS
DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by September 12, 2025 (three months
after the identification of noncompliance), the CMS Region V Office must deny payment for new
admissions as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and
1919(h)(2)(C) and Federal regulations at 42 CFR Section 488.417(b).

In addition, if substantial compliance with the regulations is not verified by December 12, 2025 (six
months after the identification of noncompliance) your provider agreement will be terminated. This
action is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

INFORMAL DISPUTE RESOLUTION (IDR)

In accordance with 42 CFR 488.331 and Minnesota Statute 144A.10 subd 15, you have one opportunity to
question cited deficiencies through an informal dispute resolution process. You are required to send

your written request, along with the specific deficiencies being disputed, and an explanation of why
you are disputing those deficiencies, to: https://forms.web.health.state.mn.us/form/NHDisputeResolution

This request must be sent within the same ten calendar days you have for submitting an ePoC for the
cited deficiencies. Please note that the failure to complete the informal dispute resolution process will
not delay the dates specified for compliance or the imposition of remedies.

A copy of the Department’s informal dispute resolution policies is posted on the MDH Information
Bulletin website at: https://www.health.state.mn.us/facilities/requlation/infobulletins/ib04_8.html|

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

In accordance with 42 CFR § 488.431 and Minnesota Statute 144A.10 subd 16, when a CMP subject to
being collected and placed in an escrow account is imposed, you have one opportunity to question
cited deficiencies through an Independent IDR process. You may also contest scope and severity
assessments for deficiencies which resulted in a finding of SQC or immediate jeopardy. You are
required to send your written request, along with the specific deficiencies being disputed, and an
explanation of why you are disputing those deficiencies, to:
https://forms.web.health.state.mn.us/form/NHDisputeResolution
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A facility may not use both IDR and independent IDR for the same deficiency citation(s) arising from the
same survey unless the IDR process was completed prior to the imposition of the CMP. This request

must be sent within ten calendar days of receipt of this offer. An incomplete Independent IDR process
will not delay the effective date of any enforcement action.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
oreceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189
Feel free to contact me if you have questions.

Sincerely,

Mo

elissa Poepping, Compliance Analyst

Fec eral Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us
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Initial Comments EO000

On 6/9/25 - 6/12/25, a survey for compliance with
§483.73, Appendix Z, Emergency Preparedness
Requirements for Long Term Care Facilities was
conducted during a standard recertification survey. The
facility was IN compliance.

The facility is enrolled in ePOC and therefore a

signature is not required at the bottom of the first

page of the CMS-2567 form. Although no plan of

correction is required, it is required that the

facility acknowledge receipt of the electronic

documents.

INITIAL COMMENTS FO000
On 6/9/25 - 6/12/25, a standard recertification survey

was conducted at your facility. A complaint

investigation was also conducted. Your facility was NOT

iIn compliance with the requirements of 42 CFR 483,
Subpart B, Requirements for Long Term Care Facilities.

The following complaints were reviewed with NO
deficiencies cited:

H53426542C

(MN00112150)

H53426538C

(MN00112153)

H53426539C

(MN00112152)

H53426540C

(MN00112149)

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

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: CHFK11 Facility 1D: 00947 If continuation sheet Page 1 of 15
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H53426543C

(MN00110336)

H53426541C

(MN00107936)

H53424388C

(MN00112911)

The following complaints were reviewed:

H53426510C (MNO0112145) with a deficieny cited at F689.

H53427027C (MNO0113772) with a deficieny cited at F689.

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
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 onsite
revisit of your facility may be conducted to validate
substantial compliance with the regulations has been
attained.

Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)(3)
§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and implement a
comprehensive person-centered care plan for each
resident, consistent with the resident rights set forth

at §483.10(c)(2) and §483.10(c)(3), that includes
measurable objectives and timeframes to meet a
resident's medical, nursing, and mental and

psychosocial needs that are identified in the
comprehensive assessment. The comprehensive care plan
must describe the following -

FORM CMS-2567 (02/99) Previous Versions Obsolete

FO000

FO0656 | F656: Develop/Implement Comprehensive Care Plan SS=D | 07/23/2025
(Dental)

How corrective action will be accomplished for those
residents found to have been affected by the deficient
practice:

Dental services have been offered to R27.

How the facility will identify other residents having
the potential to be affected by the same deficient
practice.

Event ID: CHFK11 Facility 1D: 00947 If continuation sheet Page 2 of 15
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(i) The services that are to be furnished to attain or
maintain the resident's highest practicable physical,
mental, and psychosocial well-being as required under
§483.24, §483.25 or §483.40; and

(i) Any services that would otherwise be required

under §483.24, §483.25 or §483.40 but are not provided
due to the resident's exercise of rights under §483.10,
including the right to refuse treatment under
§483.10(c)(6).

(1) Any specialized services or specialized
rehabilitative services the nursing facility will

provide as a result of PASARR recommendations. If a
facility disagrees with the findings of the PASARR, it
must indicate its rationale in the resident's medical
record.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and desired
outcomes.

(B) The resident's preference and potential for future
discharge. Facilities must document whether the
resident's desire to return to the community was
assessed and any referrals to local contact agencies
and/or other appropriate entities, for this purpose.

(C) Discharge plans in the comprehensive care plan, as
appropriate, in accordance with the requirements set
forth in paragraph (c) of this section.

§483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan,
must-

(1) Be culturally-competent and trauma-informed.

This REQUIREMENT is NOT MET as evidenced by:

R103

R103's admission MDS dated 6/11/25, indicated R103 had
moderate cognitive impairment. Diagnoses included

congestive heart failure (CHF), acute respiratory
failure, and localized edema.

R103's physical therapy (PT) evaluation dated 6/8/25,
indicated R103 was dependent on Sara lift (sit to stand

FORM CMS-2567 (02/99) Previous Versions Obsolete

All residents have the potential to be affected. The
facility sent a notice to all residents and resident
representative offering dental services for those who

qualify.

What measures will be put into place, or systemic
changes made, to ensure that the deficient practice
will not recur.

Current and new residents will be informed about the
facility's dental services at the time of admission via
Admission Agreement, during the 48 hour care
conference, quarterly care conference and as needed.

How the facility will monitor its corrective actions to
ensure that the deficient practice is being corrected
and will not recur.

The Director of Nursing or designee will conduct 1
audit per week on all new residents X 4 weeks and 1
audit per week bi weekly for 8 weeks. The audit results
will be reviewed at Quality Assurance Meeting (QAPI)
monthly to determine if any trends are identified or if
the deficient practice has occurred. Frequency of the
audits will be adjusted based on the results and/or
findings.

The date that each deficiency will be corrected.

07/23/2025

F656: Develop/Implement Comprehensive Care Plan SS=D

How corrective action will be accomplished for those
residents found to have been affected by the deficient
practice:

R103 was safely transferred to bed and assessed by
nurse and LPN Care Coordinator. Nursing assistant was
educated on PCC tasks and using POC to determine
transfer status

Event ID: CHFK11 Facility 1D: 00947 If continuation sheet Page 3 of 15



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
245342

PRINTED: 08/05/2025
FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A. BUILDING 06/12/2025
B. WING

NAME OF PROVIDER OR SUPPLIER
The Estates at Greeley LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
313 SOUTH GREELEY STREET , STILLWATER, Minnesota, 55082

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
F0656 Continued from page 3 FO0656 | Continued from page 3
3S =D aid) for transfers. How the facility will identify other residents having

R103's Therapy to Nursing Communication-Resident Status
Update dated 6/8/25, indicated R103 required a
mechanical stand lift for transfers, was full weight

bearing, and used the Sara lift for assistive device.

R103's care plan dated 6/6/25, indicated R103 had
alteration in mobility related to diagnoses and
indicated, "Assist with transfers: A-1 [assist of one
person] with SARA LIFT, yellow slingmed].”

R103's point of care (POC) nursing assistant (NA) task
sheet printed 6/11/25, indicated, "Transferring: A-1
with SARA LIFT. Yellow sling[med]."

During observation on 6/11/25 at 8:54 a.m., NA-A and
NA-B into R103's room for morning cares. During peri
care, a small reddened and open area was observed on
R103's coccyx. Neither NA-A nor NA-B were previously
aware of this skin concern and did not know if it was
new. NA-A called for licensed practical nurse (LPN)-C

to come assess R103's skin. LPN-C into room and looked
at R103's coccyx and stated she would address it when
R103 was back in bed after breakfast. NA-A and NA-B
continued with morning cares and placed new brief,
dressed R103 and placed a blue sling under him. The
sling was attached to a Hoyer (full body lift), and

R103 was transferred to a wheelchair. R103 was pushed
to the dining room for breakfast.

During observation on 6/11/25 at 10:40 a.m., R103
requested to go back to his room to lie down.

During observation on 6/11/25 at 10:57 a.m.,
administrator pushed R103 back to his room, activated
his call light, and left him sitting in his room in his
wheelchair.

During observation on 6/11/25 at 11:00 a.m., NA-A
answered R103's call light and explained she needed to
go find another staff to assist with the Hoyer

transfer.

During observation on 6/11/25 at 11:03 a.m., director
of therapy services (DTS) walked to R103's room and

FORM CMS-2567 (02/99) Previous Versions Obsolete

the potential to be affected by the same deficient
practice.

All residents who require transfer assistance have the
potential to be affected.

What measures will be put into place, or systemic
changes made, to ensure that the deficient practice
will not recur.

Care Planning policy was reviewed with all staff and
remains current. All nursing staff have been educated
how to access the resident's care plan via PCC POC in
order to follow the resident's plan of care. Upon a
change in transfer status, the resident's tasks will be
updated and a PCC POC alert will be entered to notify
the staff of a change in transfer status. Third-party
nursing staff will receive notice upon shift start time

to utilize PCC POC to obtain resident's plan of care.

How the facility will monitor its corrective actions to
ensure that the deficient practice is being corrected
and will not recur.

The Director of Nursing or designee will conduct care
plan audits twice per week X 4 weeks and 1 per week for
8 weeks thereafter. The audits will ensure the

resident's care plan is being followed according to

their PCC POC. The results will be reviewed at Quality
Assurance Meeting (QAPI) monthly to determine if any
trends are identified or if the deficient practice has
occured. Frequency of the audits will be adjusted based
on the results and/or findings.

The date that each deficiency will be corrected.

07/23/2025

Event ID: CHFK11 Facility 1D: 00947 If continuation sheet Page 4 of 15
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asked what he needed. R103 stated he wanted to go back
to bed. DTS did not offer to assist and continued

walking down the hallway.

During observation on 6/11/25 at 11:10 a.m., R103 was
still sitting in his wheelchair waiting to be

transferred to bed. NA-A stopped at R103's doorway and
stated that she was still looking for someone to help

with the transfer.

During observation on 6/11/25 at 11:28 a.m., NA-A and
NA-B in R103's room, blue sling attached to the Hoyer
lift and R103 was transferred back to bed.

During interview on 6/11/25 at 11:30 a.m., NA-B stated
each resident had a care plan that staff were supposed
to refer to at the beginning of each shift to know how

to care for the residents. NA-B stated transfer status
was included on the care plan and that R103 required a
two person Hoyer lift for transfers.

During observation on 6/11/25 at 11:36 a.m., LPN-C and
LPN-B into R103's room to assess and treat R103's
coccyx skin concern. LPN-C stated was not aware of the
skin issue previously and described it as a new wound,
"looks like a blister that just popped.”

LPN-C cleaned and dressed the wound. LPN-B stated they
would notify the wound nurse and develop a wound care
plan.

During interview on 6/11/25 at 11:55 a.m., LPN-C stated
resident transfer status was in point click care (PCC)
and thought R103 required a Hoyer lift for transfers.

During interview on 6/11/25 at 12:00 p.m., NA-B looked
in POC and confirmed R103's transfer status was assist
of one with a Sara lift and did not require a

two-person assist with a Hoyer lift. NA-B further

stated sometimes there were changes to a resident's
status and POC and the care plan were not updated
timely. NA-B stated she got report at the beginning of
her shift and did not confirm any information in POC.

During interview on 6/11/25 at 12:11 p.m., NA-A stated
she would get report from the previous shift in the

FORM CMS-2567 (02/99) Previous Versions Obsolete
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morning and expected to be informed of any transfer
status changes. NA-A further stated staff could refer
to POC as well and that the information in PCC should
be accurate and up to date. NA-A looked in POC and
confirmed R103's transfer status was assist of one with
a Sara lift and did not require a two-person assist

with a Hoyer lift. NA-A stated if R103 only required
one person to assist with a transfer, he would not have
had to wait and sit on his new coccyx wound over 40
minutes to be transferred back to bed after breakfast.

During interview on 6/11/25 at 12:18 p.m., registered
nurse (RN)-A stated resident's transfer status was kept
current in POC and the care plan in PCC and would staff
to refer to POC and the care plan at the beginning of
each shift and would expect staff to follow the care

plan.

During interview on 6/11/25 at 12:25 p.m., director of
nursing (DON) stated would expect the tasks and care
plan to be kept current and staff to refer to POC and
PCC for transfer status and other care instructions.
DON stated would expect staff to follow the care plan.

Facility policy for Care Planning dated 11/2024,
identified care plan interventions were derived from a
thorough analysis of the information gathered as part
of the comprehensive assessment. The comprehensive
person-centered care plan would be consistent with the
resident's rights to identify problem areas and their
causes and develop interventions that are targeted and
meaningful to the resident. The resident has the right
and is encouraged to participate in the development of
his or her care plan. The care plan shall be used in
developing the resident's daily care routines and will

be utilized by staff personnel for the purposes of
providing care or services to the resident. The plan of
care will be utilized to provide care to the resident.

The care plan is to be modified and updated as the
condition and care needs of the resident changes.

Facility policy for Safe Handling Program dated 3/2020,
indicated, "All resident care will be provided in a

safe, appropriate, and timely manner in accordance with
the individual resident's care plan.”

Based on observation, interview and document review,
the facility failed to comprehensively assess and
initiate a plan of care for dental interventions for 1
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of 1 resident (R27) who had tooth concerns.
Additionally, the facility failed to ensure care was
provided in accordance with a resident's care plan for
1 of 1 residents (R103) reviewed for transfer status.

R27's quarterly Minimum Data Set (MDS) dated 3/18/25,
identified she had intact cognition and no behaviors.

R27 had no problems with dentures and no mouth or
facial pain. R27 was independent with oral hygiene,
diagnoses included malnutrition and dysphagia
(difficulty swallowing).

R27's hospital History and Physical (H&P) dated
9/16/24, identified she reported difficulty eating due
to poor dentition with multiple upper and lower teeth
missing.

R27's admission Oral/Dental Evaluation dated 9/20/24
and quarterly Oral/Dental Evaluation dated 3/18/25,
identified there were several missing teeth on the
upper and lower jaw but lacked comments for care plan
Interventions.

R27's nutrition care plan dated 9/22/24, identified
mechanically altered diet d/t (due to) difficulty

chewing and dysphagia. R27's care plan lacked a focus
area, goal and interventions related to dental care
related to poor dentition.

R27's progress note dated 9/24/25 at 17:12 (5:12 p.m.),
identified she reported difficulty eating foods due to
lack of teeth. R27 deferred to family member (FM)-B for
most decision making.

R27's Care Conference forms dated 12/20/24 and 3/18/25,

in the section for last dental exam date and comments
were left blank. R27's care conferences lacked a
discussion related obtaining dental care related to
poor dentition.

During an observation and interview on 6/9/25 at 12:51
p.m., R27 was sitting in her recliner with a small tube

of Anbesol (gel for oral pain) on her bedside table.

R27 stated she did not use the Anbesol often, only when
she had tooth pain. R27 opened her mouth to show a
front tooth with only a small sliver of the tooth

remaining, many missing teeth and molars. R27's
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remaining teeth were grey in color.

During an interview on 6/10/25 at 1:57 p.m., nursing
assistant (NA)-G stated R27 had missing teeth and was
independent with brushing her teeth. NA-G thought R27
had mentioned tooth pain in the past and social
services would help set up dental services.

During an interview on 6/10/25 at 2:03 p.m., social
services (SS)-A stated she would help set up residents
with dental services if needed. Usually it was

addressed upon admit, at care conferences, or to a move
to the long-term care unit, however, SS-A was not able

to find documentation that dental interventions had

been discussed with the resident or family.

During an interview on 6/12/25 at 8:23 a.m., FM-A
stated he would like to see if R27 could get fitted for
dentures and was interested in learning more about
dental care. FM-A stated he was unsure what the
facility could offer for dental services and it had not
been addressed at care conferences yet.

During an interview on 6/12/25 at 12:03 p.m., licensed
practical nurse (LPN)-B stated the Oral Evaluation
results should have carried over to the care plan.
Additionally, issues that required intervention should
be added to the care plan.

During an interview on 6/12/24 at 12:26 p.m., the
director of nursing (DON) stated at admission residents
were informed about dental services that were available
and it was also brought up at care conferences. The DON
reviewed R27's care conferences and care plan and
agreed dental services were not included in the care

plan. The DON stated care plans should address concerns

from assessments (evaluations).

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains as free
of accident hazards as is possible; and
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