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Initial Comments

Complaint Survey: 2486384/IL176651

Final Observations

Statement of Licensure Violations

300.1210b)
300.1210d)2

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

2) All treatments and procedures shall be
administered as ordered by the physician.

These Requirements were NOT MET as
evidenced by:

Based on observation, interviews and record
review, the facility failed to schedule a dental
appointment as ordered by a Nurse Practitioner
for a dependent resident noted with severe dental
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decay. This failure has affected one (R5) of nine
residents reviewed for nursing care. This failure
resulted in R1 experiencing pain and a
continuation of dental decay.

Findings include:

Resident is 66 year old with diagnosis including
but not limited to: Need for assistance with
personal care, essential hypertension, weakness,
respiratory failure and abnormal posture.

On 8/26/2024 at 10:46 AM, R5 was observed
sitting in dining room on the second floor.

At that time, R5 said, "l have to have my tooth
pulled. It hurts me sometimes, but thankfully it is
not hurting right now. | had Txxx (painkiller) and it
helps. | just need this tooth pulled because it is
rotten."

Surveyor inquired about the process of
scheduling resident's appointment.

On 8/28/2024 AT 10:19 AM, V12 (Restorative
Nurse) said, "If a resident needs an appointment
scheduled, it would show up on the
communication board and in the residents orders.
For R5, | noticed the order for dental was in the
patient's chart, but was not scheduled. | knew that
the order for R5 wasn't carried out because | did
not see it on the home screen. | added the order
to the home (communication) screen so that the
appointment can be scheduled."

On 8/28/2024 at 10:30 AM, V13 said, | am
responsible for scheduling the resident's
appointments. If an appointment is to be
scheduled, it should be communicated on the
home/ communication page. The Nurses relay all
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orders from the Medical Doctor or Nurse
Practitioner on the communication board
pertaining to appointments or appointment
requests. This is the only way that | know to
schedule an appointment, unless it was verbally
told to me."

On 8/29/2024 at 3:23 PM V1 said, "Doctor's
appointments shown on the order to schedule
should be scheduled as soon as possible. A delay
in dental treatment could results in pain and
infection.”

R5's care plan dated 7/17/2024 documents, R5
presently requires the care and support/services
that this facility setting provides in order to
provide highest practical functioning.

R5's care plan dated 7/24/2024 documents, R5
has impaired oral/dental hygiene. Antibiotics
prescribed for left molar.

R5's Minimum Data Set- Oral/ Dental Status
dated 7/24/2024 documents, likely cavity or
broken natural teeth.

Nurse Practitioner note written on 7/24/2024 by
V21 (Nurse Practitioner/NP) documents, Severe
dental decay left molar with surrounding swelling
and lymphadenopathy; In house or outpatient
dental consult asap (as soon as possible) for
extraction.

Nurse Practitioner note written on 8/5/2024 by
V22 (NP) documents, R5 has a bad left molar
that needs extraction in which a dentist
appointment has yet to be made. | (V22) believe
this may be the cause of her headaches.
Discussed with nursing to get dental appointment
ASAP.
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R5's Physician Order Sheet documents an order
entered on 7/24/2024 documents an order to
schedule dental exam for evaluation for tooth
extraction left molar which is cracked, extensive
decay and pain.

R5's Physician Order Sheet excludes any
scheduled dental appointments for R5 as of
8/28/2024.

Facility policy titled Dental Services documents,

to provide for needed dental services to our
residents.
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