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F 000 IINITIAL COMMENTS 

i The following reflects the findings of the 
i Department of Publlc Health during a 
, Recertmcation survey_
I 


!Representing the Department of Public Health: 


i 07598 

109697 

I 14005 

i Total Resident Sample: 18 

i Total resident Population: 94 

, 
•iHighest Scope & Sovority=D 

F 246 i 483.15(0)(1) REASONABLE ACCOMMODATION 
SS=D' OF NEEDS/PREFERENCES 

IA resident has the right to reside and receive 
, services 111 the facility with reasonable 
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PROVlD£R'S PLAN OF CORRECTION ,(X5) 
(EACH CORRECTIVE ACTION SI'+OUlO BE i COMl'LETlOH 

CROss.REFERENCED TO THEAPPROPRIATE I DATE 
OEFIC1£NCY) ! 

-, 

(., ~":1 
-', 

. 

°Rasident #7's ability to I 
nandle hearing aid will 
Ibe assessed~ Plan will be ,I 

'I accommodations of individual needs and 
preferences, except when the health or safety of I 

, the indivJdual or other residents would be 
, endangered. 

I 
This REQUIREMENT is not met as evidenced I' 

by: 
Based on observation, record review and staff 

interview, the facility staff failed to provide the 1 
services to accommodate the residenfs hearing 
needs for one of 18 sample residents (Resident 
7), Resident 7'5 hearing aid that was kept in an 
office, was not provided to the resident to serve 

Ideveloped with client. 
,Client will be guided re: 
!safe use of hearing aid. 

," All residents with devices 
such as hearing aid will 
~e assessed as well as 
functional capacity 
ps part of the care plan I 
~pproach and guidance for 
jeafe us developed with ! 

!residents. 

¢Interdisciplinary team 
for effective communication, ill include the care plan 

rocess with client. On- , 
1Findings: oing follow up at the lOT .~ 

$.SOMTORY DiRECTOR'S OR PROVIDER/SUPPLIER REPRE$ENTATIVE'S SJGNATURE TITLE 	 ,)tIlj OATE 

ID/I 12. 
te nt ending ("J ~ $ defld$oey whkm the institution m$y be excused from correcting providing it is determined that 

hloU safeguards provjde sUffiel$nt protection to!he pati9ilt$. (See mtructilU!~} Except fur nUrnIDg: homes, thfl findings state4 above are diselo$$ble 90 d$Ys 
lIowing ttl;;> date of $Urvey wflethe( or not a pilin of COI'l'eCtion 1& provided. For nursing homes, the above findings and pian$ of correcclon are dJsclO$tlble 14 
~ys followmg tt1e date Uwse dOCt.lmflnts ale made available to tile facility, If deficiencies are cited, an approV$d plan of oooedlOn is requialte to lXInUnued 
1'l9r$m partlcipa11on, 

tel 
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F 246 ; Continued From page 1 	 ! 

I I 
i On September 13, 2012, ata p.m" during initial IItour, Resident 7 was observed In bed. The ; 
i resident was alert and verbally responSive and ! 
, the facility staff indiCated the resident had hearing! 
difficulty and was Up readfng as a means of 

1 communication, The licensed nurse stated the I 

'I resident has a hearing aid but the hearing aid was 
kept at the Office. 

, A review of the annuat MDS (Minimum Data Set), 
'I a standardized assessment and care planning 

too1, dated December 12, 2011, revealed 
; Resjdent 7's cognitive {mental} status for short 
'I an<:! long term memory was intact and was 
independent with his activities of dally living and 

I
; required supervision in his personal hygiene, 
On September 15, 2012, at 11 a.m" an interview 
with Resident 7 Indicated that he needed the 

I 
hearing aid and fett despondent for not 
communicating with others. When asked vthat he I 

' meant by being despondent he stated he is 
'I 	 depressed.
On the same day, at 11:30 a.m., in an interview I' 

with the social service staff, he stated that he let 
the resident use the hearing aid, but sometimes 
he found the resident's Maring aid at his bedside 
table Of another resldent had the hearing aid. 
The social service staffs concern was the hearing 

Iaid might get stolenllost and it was difficult to 
, replace. Furthermore, the socia! service staff 

I
stated the resident refused to use It sometimes. 
However, there was no documentation in the 

, clinical record that Resident 7 can access his ,hearing aid when needed. The social service 
staff confirmed that rt was not documented in theI

: record that the resident can acooss his hearing 
ald. 

F 272 1,483.20(b)(1) COMPREHENSIVE 

F2461 Quality Assurance meeting.! 
, 	 I 

°Director of Nursing and i 
.Administrator to monitor :1 

'I 	 lOT meetings directed at I 
discussion of safe use of i 
residents who use~,hearing I 
devices. 	 ! 

1 °pull compliance in effecti lOi.5~2 
I 
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F 272 iContinued From page 2 
SS=D IASSESSMENTS 

iThe facility must conduct initially and periodically Ia comprehensive, accurate, standardized 
: reproducible assessment of each residenfs 
i functional capacity. 

!A facility must make a comprehensive 

I 
,assessment of a resident's needs, using the 
resident assessment instrument (RAJ) specified 

, by the State. The assessment must Include at 
i least the following: 
I Identlficatlon and demographlc information; 
i Customary routine; 
: Cognitive pattems; 
! Communication; 
, Vislon; 
I Mood and behavior patterns: 
i Psychosocial weU~beiog; 
; Physical functionIng and structuraf problems; 
IContinence;
iDisease diagnosis and health conditions: 
I Dental and nutrftional status; 

I 
,Skin conditions; 

Activity pursuit; 
, Med'tcations; 
'I Special treatments and procedures; I 
Discharge potential; i 

i Documentation of summary information regarding: 
i the additional assessment performed on the care i 

1 

areas triggered by the completion althe Minimum: 
Data Set (MDS); and I 

i Documentation of participation in assessment. i 

F 272! I 
IOResident is will be re­
lassessed for pain and 
,fol~owed up carried out ' 
'I using a pain scale and ~' 
'document the reason for th 
nain. Effectiveness will b 
~valuated and documented ; 

ion the MAR using the pain 
I$Cale~ 

:u~ll residents will be 

lassessed for pain when the 
verbally tell staff of ' 

:being in pain. 

!OThe Licensed Charge Nurse 
,will document pain rating 
in weekly summary. Staff 
will be instructed on 
adequate pain scale 

'documentation and clinical 
assessment prior to admin­
istering the medication 

land following. Documen­
tation for pain will be in 
assessment section of char', 
care plan section, MAR and 
Y/eekly summary section. 

QQuarterly documentation 
review of the use of pain 
medication, reasons and 
effectiveness will be part 
of the quarterly lDT pro­
cess. Nursing staff will 
be in serviced re: pain 
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F 272 !Continued From page 3 	 F272,
'assessment requirements,

j !follow up evaluation and 1
IThls REQUIREMENT is not met as evidenced idocumentation by Director 

'of Nursing.i by: 

f Based on observation, intEtMeW, and record 
 I 
, review, the facUlty failed to conduct initially and i cFull compliance in effectiO/15/1
i periodically a comprehensive, accurate, 
: standardized reproducible assessment of each 
I resident's functtonal capaclty for 1 of 18 sampled f 
i residents (5). Resident 5 was not assessed for : 
, pain as evidenced by a lack of a pain assessment! 	 1 
: tool. Furthermore, Resident 5 did not have a i 
I comprehensive pain assessment upon admission ; 
i to the facility. I 

i Findings: 

i The admission information indicated ResIdent 5 , 
; was admitted to the facility on AprIl 13, 2010, with I 
: diagnoses that induded schiZoaffective disorder j 
I and gastroesophageal renux disease, 
i 
: A review of the Minimum Data Set (MDS), a 
I standardized assessment and care planning tool, 
;1 dated July 17, 2012, revealed he was alert and 
, aWe to make hiS needs known to staff. The 
I resident was assessed to have mltd to moderate I ,pain intensity on a daily basis and would request 
pain medtcations. 	 \I

;1 	 There was a physician's order dated April 13, ' 
2010. for Mylanta 30 cubic centimeters (ee) every 1 
4 hours as needed for epigastric pain and an 
order dated January 18, 2012, for Tylenol 650 mg I 
ever; 6 hours as needed for mild to moderate 

1pain. 

I 	 I 
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F 272 , Continued From page 4 F 272: 

I 
, A review of the Medication Administration Record 
Indicated that from August 16, 2012, to ' 
September 15, 2012, Resident 5 received Tylenol 

; for pain a total of 18 times. However, during a 
medical record review with the charge nurse on 

ISeptember 14, 2012 at 7 p.m_, the charge nurse 

I failed to locate a pain assessment or a pain 

, assessment toot 


During an interview at the same time, the charge 
, nurse stated some of the medication nurses 
would document a resident's pain level and 
others would just give the medjcation and check 
on the resident afterwards, The charge nurse 
stated the staff would usually assess the resident 
before giw19 the pafn medICation and reassess ' 
the resident's pain level afterwards. The charge I 
nurse stated sometlmes the staff just forget to 
document resident's pain ~el, but that the staff ' 
do assess the resident for pain. However, the I· 

Charge nurse could not locate a pain assessment 
too! or olher documentation to show that the staff , 
did a pain assessment 

Further review of the medical record With a 1 
registered nurse on September 15, 2012 at 10:45 
a.m" revealed the registered nurse could not 
locate a pain assessment tool or a 
comprehensive pain assessment for Resident 5, 

I
During an interview on September 14, 2012 at ,7.30 p,m., ReSident 5 stated he often gets , 
headaches that are reiieved with Tylenol. The i 
resident stated he does not recall staff asking him' 

, about hIS pain, The resident stated the staff just fIgwe the pain rnechclne 

During an intelView with a !lCensed nursa on 
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F 272 iContinued From page 5 
: September 15, 2012, at 11 :35 a.m., she stated 
j the faCility did not have a specific policy for pain 
i assessments. The !icensed nurse stated she 
, couki not locate a policy to provide to the 
!evaluator. 

i Outing an fnterview with the administrator on 
i September 15, 2012 at 12 p.m,. she stated 
: although tha fac1lity dId not have a specific polley , 
I fur pain assessments, the faciUty staff wlll dISCuss i 
i a restdent's pain level and treatment during the ' 
: interdisciplinary treatment plan meetings. ' 
I 
; In further inteMew with the administrator on ,
!September 15, 2012 at 1 p.m., she stated she will i 
I giVe an in-service to the staff to address : 
: assess4ng a resldenfs pain and documenting the I
Ifindings on a pain assessment tooL 

F 279 , 483.20(d), 483.20(k)(I) DEVELOP 
SS=D: COMPREHENSIVE CARE PLANS 

IA facility must use the- resu!1s of the assessment 
: to develop, review and revise the resident's
Icomprehensive plan of care. 

F279!OResident it1 interdiscip­
:linary team will meet and 
!review the care plan and 
Iguidance needed for in­
:creased adaptave behaviors~ 
! IDT contract and plan as J. 

: The facility must develop a comprehensive care 
·1 plan for each resident that includes measurable 
objectives and timetables to meet a resident's 

, medical, nursing, and mental and psychosocial 

Ipart of their daily living 
;and personal responsibilit • 
IOngoii-ngimnstruction,:and ' 
jevaluation will be done byi 

·1 needs that are identified in the comprehensive 
assessment ! 

, The care plan must describe the services that are : 

ito be furnished to attain or maintain the resident's 'I 

; IDT fer personal and 
Iresponsible behavior. ' 

i"All residents will be I 
Ireviewed for increased 

highest practicable physical, mental. and ineed for guidance and carel 
. psychosocial welt.-belng as required under , ,plans related to personal
§4B3.25; and any services that would otherwise ! responsibili ty and ' 
be required under §483.25 but are not provided I ladaptive behavior. 

Event ID:77CC11 FaeiHIy 10; CA9S000006E! If continuatlan sheet Page 6 of 14 
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I , B.WlNG 

: October 13, 2011, with diagnoses that included 

I
schizophrenia (mental illness), A review of the 
Minimum Data Set (MDS) dated July 10, 2012, 
indIcated the resident: was alert and able to make 

, her needs known to staff. The resident was 
Independent with all activities of daily living and 
had sexual tendencies and sexually inappropriate 
behavio(s. 

However, there was no care plan to address the 
resident's sexual tendencies and sexually 
inappropriate behaviors. 

DUring the initial tour with a lICensed psyctllatnc 
technician (LPT) on September 13, 2012 at 6:55 

05A134 1 0911612012 
NAMf'! Of' PROVIDER OR SUPF'L.!ER STREET ADDRESS. City, STATE. ZIP CODE 

2030 N. GAREY AVE.LANDMARK MEDICAL CENTER 
POMONA. CA 91761 

10 I PROVIDER'S PLAN Of CORRECTION 
tEACH DEFICIENCY MUST BE PRECEDED BY FULL

(X4) ID • SUMMARY STATEMENT OF DEFICIENCIES 
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I 
DEFICfENCY) 

I 
F 279 : Continued From page 6 F 279 1 

! INursing staff and ID'l',due to the resident's exercise of rights under

I§483.10, including the rtght to refuse treatment ;will be inserviced on 


Ipersonal responsibility
1 under §483.10(b)(4). 

'Ibeha,:,ior and supervis ion 
I :roqu.lrements as well as , 
: This REQUIREMENT is not met as evidenced :personal privacy of the ; 
! by: lindividuaL Nursing staff j
) Based on observation, interview, and record ,will keep the Program 

: review, the facility failed to devefop a resident's 
 :Director informed regardin , 
! care plan to meet the resident's needs for 1 of 18 'residents who need care IIIsampled residents (Resident 1). Resident 1 did [plans reviewed and lor 
, not have a current care plan to address her ,added counseling on behaviojr.
! sexua! inappropriate behaviors. This deficient 
'1 practice could result in inconsistent behavioral I¢Quality Assurance will j
interventions meant to accommodate for bonitor incidents that woulp

! Resident 1'5 behavioral disturbance. 
'determine lack of personal: 

i Iresponsibility. Adrnin- i 
,istrator to monitor. i! Findings: 

IThe admission information indicated that !OFUll compliance in eHectl'O/lS /12 
, Resident 1 was re-admitted to the facility on 
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F 279) Continued From page 7 

\ 

' p.m., Resident 1 was observed in a resident's 
room with a male resident. The prIvacy curtains 
were drawn and according to the resident. she 

I
had been there tor at least 30 minutes, During an 
interview with the LPT at the same time, he 
stated Resident 1 has a tendency to go into tt1e 
male residents room, 

On the same day, at 7:05 p.m .• another lPT 

\ 

shouted for ReSident 1 to get out of the room. 
The LPT stated to the resident that she should 

I
,not be ln a mate residenfs room, Resident 1 was 
observed pulling up her pants as she left the 
room, 

IDuring an interview with the LPT at the same 
time, he stated that female reskients are not 

, allowed to: go into the male residents room 

I
,without adequate supervisiort The lPT stated he ' 
dfd not know Resident 1 was in the male 

I 
:resident's room until it was brought to: his 
attention by the evaluator. 

, 
i During an interview with the administrator on 

' 

September 15, 2012 at 8:55 a.m., she stated the 
facility did not have specific policies regarding 

i sexual actMty of the residents and she diel notihave a policy to provide to the evaluator. 
, However, the admInistrator further stated the I 

i expectation is, thal the staff know where Resident: 
i 1 is at aJi times. The administrator stated male ! 
: residents are not allowed in the female residents ! 
I room and vice versa, without the knowledge of 
I the staff,, 

10 rPREFIX 
TAG ' 

I 
F279 

i 

i, 

i 

i 

PROVIOER'S PlAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE 

CRoss..REFERENCEO TO THE APPROPRIATE: 
DEFICIENCY} ' 

~ON 
: DATE 

! During an interview with a LPT on September 15, i 
I 2012 at 9:50 a.m., he stated the staff have been I 
: in~servlce to check the residents' rooms at least , 
I 
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F 279, Continued From page 8 II F 2791, 
'I evl'MV 30 minutes and to document eve"" hour on 1 
a I~gbook the location of the residents'l " 

'I Furthermore, the LPT stated there used to be a 1 
care plan for Resident 1'$ sexual tendencies and , \ 

. sexually inappropriate behaviors but the care plan 'I ' 

1was discontinued. : 

IA review of the facility's undated policy titled I 
"Interdiscipllnary Treatment Plan", ind)ca!es a 
care plan is completed so mat it can provide staff I' 

with the information to provide appropriate care 
1, and service for each resident 
i Further revtew of the policy indicates care plans 1
Iare e necessary tool in providing quality care. Ally
i time a problem IS identified, a care plan entry
Imust be done immediately. The process of care 
, pfanning IS one of looking at a resident as a 
! whole, and building on the Individual resident's 
!characterisfiCs, 

IThere was no documented evidence that the 1 
: facility staff had an ongoing care p!an so as to I 
I provide cere and services retated to Resident 1's 
J continuing sexual tendencies and sexually 
i Inappropriate behaviors. 

'I 

, I 

F 323 i 483.25(h) FREE OF ACCIDENT I, F323!OReside.nt *1 will receive 
SS=D i HAZARDS/SUPERVISION/DEVICES I supervision adequate to

i prevent harm fromiThe facility must ensure that the resident I I accidents and ha2ards~I environment remains as free of accident hazards ' 

I as is possible; and each resident receives I 


i "All resident's will
i adequate supervision and assistance devices to I receive supervision: prevent accidents. ,I 

i adequate
I I harm from 

i hazards.I 
1 IIThis REQUIREMEtIT is not met as evidenced i "Nursing 

to prevent 
accidents and 

staff and IDT 
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will be inserviced onF 323 : Continued From page 9 
supervision of clients 

I Based on observation, interview and record to prevent accidents. 
: review, the facility failed to provide adequate , program Director to 
I supervision for 1 of 18 sampled residents. As a create education for 

i by: 

I 
I result, Resident 1 enteted a male residenfs room clients on how staff 
: without the knowledge of the licensed psychiatric supervise them and why. 
; technician (LPT), I: 

°Quality Assurance will 
: Findings monitor incidents 
! connected to supervision.!i The admission Information indicated Resident 1 Administrator to monitor~!
: was re-admitted to the facility on October 13, 
i 2011, with dragnoses that included schizophrenia 

°Full compliance in effec 0/15/1, (mental illness). A reView of the Minimum Data 
; Set (MOS), a standardized assessment and care: 
i planning tOOl, dated July 10, 2012, Indicated she 
, was alert and able to make her needs known to 1 

) staff, was Independent with all her activities of 
i daify living and had hallucinations, inattention and : 
j inappropriate behaviors. i 
i A review of Resident 1's care plan dated October' 
13, 2011, revealed she had suicidal tendencies, i

i
I 

potential for injury to self and others. delusional ' 
i ideation and socia! inappropriate behaviors. The 
: plan of care included supervision. 
, 

IDuring the initial tour with a lPT on September 
, 13,2012 at 6:55 p.m" Resident 1 was observed 
; In a residenfs room with a male resident The ' 
Iprivacy curtains were drawn and according to the ! 
- resident, she had been in the room for at least 30 i 
; minutes. I 

!On the same day, at 7:05 p,m,. another LPT 
;1 shouted for the resident to get out of the room. 

The LPT stated to Resident 1 should not be in a 

male resident room Resident 1 was observed 


! 
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F 3231 Continued From page 10 F 3231 
1

pulling up her pants as she feft the male resident 
room.1 :I 1 

During an intervIeW With the LPT at the same ' 

time, he stated female residents are not allowed ! I I 


I 
,1 

I
,to go IOto male residents room without adequate 

supervision. The lPT stated he did not know 1 

Resldeot 1 was In the room until it was brought to 

hiS attention by the evaluator. I1During an interview with the administrator on I 

I 

September 15, 2012 at 8:55 a.m., she stated the 'I 

facility did not have specific policIeS regarding 1 


1sexual activIty of the residents and she did not 

have a written poliCY to provide to the evaluator 1 


1 IHowever, the administrator further stated the 
I expectation IS that the staff know where Resident 


1 is at aU times. The administrator stated male I
,
residents are not allowed In the female reaidents 1
room and vice versa, without the: knowledge of 

the staff. 1 


During an interview with a lPT on September 15, i2012 at 9:50 a.m., he stated the staff have been 

jn~servlce to check tile residents' rooms at least 

every 30 minutes and to document every hour on 

a log book the location of the residents. 


F 411 1483.55(a) ROUTINElEMERGENCY DENTAL F411!OReSident 415 will have 
SS=D SERVICES IN SNFS ,timely dental treatment. 

IMedical Doctor will pro­

I
The: facility must assist residents in obtaining Ivide intial emergency
routine and 24·hour emergency dental care. itreatment for infection 

of mouth and gums. Dentis ,A facility must provide or obtain from an outside will be contacted forI, resourCE!, in accordance with §483.75(h} of this appointment.i part, routine and emergenc¥ den,tal services to 
Imeet the needs of each resilient. may charge a 

iOAll residents will have '~ . Medicare resident an additional amount for 
'timely Dental treatment 

~~~~~~,
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OEFICf£NCy) i 

"Medical Doctor will pro- i 
vide initial emergency i 

F 411 ! Continued From page 11 I F411 
: routine and emergency dental services; must if ' 

treatme:lt for infection iI necessary, assist the resident in making I 
! appointments; and by arranging for transportation , of mouth and gums. Dentis1 
i to and from the dentist's office; and promptly refer! will be contacted for1
j residents with fast or damaged dentt.Jres to a 'appoint~ent. I 
i dentist. I 
I 

! This REQUIREMENT is not met as evidenced I 
i by: 
i Based on observation, Interview, and record 
, review, the facility failed to obtain dental services I 
: to meet the needs of 1 of 18 sampled residents, 
: Resident 15 was not referred tor dental care in a I: timely manner as ordered by the phySician. 

I 
I Findings: 

I 

IRecord review of the admission face sheet 
: revealed Resident 15 was admitted to the facility

Ion November 5, 2005. with diagnoses that 
, included schizophrenia (mental illness), diabetes 
{a blood sugar dISOrder} and chronic obstructive. , 
pulmonary disease (a lung disease). I 

\ A review of the most recent Minimum Data Set ' 
{MDS}, a standardized assessment and care 

I 
I· 

planning tool, dated August 14, 2012, revealed 
Resident 15 was alert and able to make her 
needs known to staff. The resident reqUired 
minimal assistance with activities of dal!y living 
and had dental concems that required treatment I 
During an observation on September 13, 2012 at I 
6'55 p,m., Resident 15 was observed wtth carious, 
teeth. The gums had thick, yellowiSh substance I'!build up around the teeth and gums. The resident, 

I

IIOFOIlOWing client complain, 
of mouth or tooth pain. I 
Charge Nurse wl11 notify , 
dector, Charge Nurse willi 
notify unit clerk to con- , 

Itact dentist for emergency 
appointment~ This will 
tr19ger the inittatl.:ton ':of 
a care plan and pain 
assessment. 

: "'Care plan will he review€! 
iweekly by licensed charge 
,nurse. Director of Nursin
ito monitor. 

I"'Full compliance in effect 0/15/1 

I 

I 

J 
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F 411 Continued From page 12 

was observed with missing and broken teeth in 
the back of her mouth. Duling an interview with 
the resident at the same time, she denied pain or 

\ discomfort 

IA review of the physician's orders dated April 30, 
- 2012, indicated to provide dental care as needed. 

1The plan included an exam, x-rays and further 

I
,treatment and cleaning. However, a review of the 
dental progress notes revealed Resident 15 was ! 
not seen until September 10. 2012. OVe( 4
Imonths after the plan was developed. I 
·1 During an interview with the social worker on 
September 14, 2012. at 9:30 £tm., he stated it I 

\ 

' was the responsibility of the unit cterk to follow up 
on apPointments and the charge nurse was ! 

·1 responsible to ensure that it 1$ done. However, , 
during an interview with the charge nurse on I 
September 14, 2012 at 10 a.m., she stated they ,
Iare not responsible for social service duties such I 
' as dental care or consults. The charge nurse 
further stated the the unit clerk does the follow up , 
for appointments for as long as she remembers. I 
Further interview with the social worker on I 

i September 14, 2012 at 1:0;15 a.m., he stated he ' 
i would take over the responsibility if there are I' 

: medical concerns or care that needs more 
: specialized referrals. The socia! worker stated I' 

~ that jf there were delays in follow up care, he 
!would like to be notified. The social worker stated i 
!he was not aware of the delay in obtaining dental I 
I services for Resident 15. I 

IA review of tile facility's undated policy, tilled :
I"Dental Services". indicated it is the responsibility i 
I of the facility staff to obtain dental care to meet , 
, I 

I 
j 
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F 411 iContinued From page 13 I F 411:
ithe resident's needs. I 

: A review of the facllity's undated policy, titled 1 I 

i~Oral Hygiene", indicated It is the responsibility of I 

~ the charge nurse to evaluate oral care and to I

ireport any unusual observations to the physician. 1 


: During an interview with the administrator on I ! 

I September 14, 2012, at 11 a.m" she stated she 

i would lmpfe:ment a system to ensure orders for
idental care are carried out in a timely manner. 1 

, 

IIAccording to the National Institute of Dental and 

I Craniofacial Research, the symptoms of gum 

" disease include bad breath that won't go away, 
 I

red or swollen gums, tender Of bleeding gums, 

'I painful chewing, loose teeth, sens.itJve teeth, I 

, receding gums Of longer appearing teeth, Any of 

" these symptoms may be a sing of a serious 
 I 
problem which should be checked by a dentist. ,

" Periodontal disease ranges from simple gum 
Inflammation to serious disease that results In

Imajor damage to the soft tissue of the bone that I 

, support the teeth. In worst cases teeth are lOst. " 

I(Publication No. 11-1142, July 2011). , 

, 
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