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E0000 Initial Comments E0000

On 4/6/26 to 4/8/26, a survey for compliance
with CFR §483.73, Appendix Z, Emergency 
Preparedness Requirements was conducted during a
standard recertification survey. The facility was IN 
compliance.

F0000

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

On 4/6/26 to 4/8/26, a standard recertification
survey was conducted at your facility. A complaint
investigation was also conducted. Your facility was
NOT in compliance with §42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

F0000

The following complaints were reviewed:
H54541099C (2749383). NO deficiencies were cited.

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.

F0880
SS = F

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.

Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

F0880
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Continued from page 1
The facility must establish and maintain an infection
prevention and control program designed to provide
a safe, sanitary and comfortable environment and to
help prevent the development and transmission of
communicable diseases and infections.

F0880

§483.80(a) Infection prevention and control program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at a
minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents, staff,
volunteers, visitors, and other individuals providing
services under a contractual arrangement based
upon the facility assessment conducted according to
§483.71 and following accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include, but
are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other persons
in the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions to
be followed to prevent spread of infections;

(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
infected skin lesions from direct contact with
residents or their food, if direct contact will transmit
the disease; and
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SS = E

Continued from page 14
During 4/8/26 at 2:43 p.m., the director of nursing
stated anytime there was a concern of choking and
aspiration, the expectation was the staff would
obtain a speech therapy evaluation order for the
resident safety.

F0689

F0580
SS = D

Facility aspiration precautions policy was not
received.

Notify of Changes (Injury/Decline/Room, etc.)

CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which results
in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or clinical
complications);

(C) A need to alter treatment significantly (that is, a
need to discontinue an existing form of treatment
due to adverse consequences, or to commence a
new form of treatment); or

(D) A decision to transfer or discharge the resident
from the facility as specified in §483.15(c)(1)(ii).

(ii) When making notification under paragraph
(g)(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2) is
available and provided upon request to the
physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any, when
there is-

(A) A change in room or roommate assignment as
specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

F0580
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Continued from page 26
of refusals and had refused a urine sample.

F0881

During an interview on 4/8/26 at 3:55 p.m., the
director of nursing (DON) stated when a UTI was
suspected, they expected staff to monitor symptoms,
assess, follow McGreer’s criteria, initiate standing 
orders to start UTI-stat and increase fluids, and
update the provider. The DON expected nurses to
question a provider ordering antibiotics prior to
specimen collection, document the discussion, and
report concerns to the DON or IP nurse.

The facility policy Antibiotic Stewardship dated
4/2024, identified that inappropriate use of
antibiotics affects individual residents and the
overall community with the potential for
opportunistic infections, drug interactions, and
drug-resistant pathogens.

F0641
SS = A

Accuracy of Assessments

CFR(s): 483.20(g)(h)(i)(j)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

F0641

§483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

§483.20(i) Certification.

§483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed.

§483.20(i)(2) Each individual who completes a portion
of the assessment must sign and certify the
accuracy of that portion of the assessment.

§483.20(j) Penalty for Falsification.

§483.20(j)(1) Under Medicare and Medicaid, an
individual who willfully and knowingly-

(i) Certifies a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $1,000 for each
assessment; or

(ii) Causes another individual to certify a material
and false statement in a resident assessment is
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*****ATTENTION******

NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited herein
are not corrected, a fine for each violation not
corrected shall be assessed in accordance with a
schedule of fines promulgated by rule of the
Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all requirements
of the rule provided at the tag number and MN Rule
number indicated below. When a rule contains
several items, failure to comply with any of the items
will be considered lack of compliance. Lack of
compliance upon re-inspection with any item of
multi-part rule will result in the assessment of a fine
even if the item that was violated during the initial
inspection was corrected.

You may request a hearing on any assessments that
may result from non-compliance with these orders
provided that a written request is made to the
Department within 15 days of receipt of a notice of
assessment for non-compliance.

INITIAL COMMENTS:

On 4/6/26 to 4/8/26, a standard licensing survey
was conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility
was NOT in compliance with the MN State Nursing
Home Licensure and the following correction orders
are issued. Please indicate in your electronic plan of
correction you have reviewed these orders and
identify the date when they will be completed.

The following complaints were reviewed:
H54541099C (2749383). NO licensing orders were
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20000 Continued from page 1
issued.

20000

Minnesota Department of Health is documenting the
State Licensing Correction Orders using federal
software. Tag numbers have been assigned to
Minnesota state statutes/rules for Nursing Homes.
The assigned tag number appears in the far-left
column entitled “ID Prefix Tag." The state
statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and
replaces the "To Comply" portion of the correction
order. This column also includes the findings which
are in violation of the state statute after the
statement, "This Rule is not met as evidence by."
Following the surveyor’s findings are the Suggested
Method of Correction and Time period for Correction.

You have agreed to participate in the electronic
receipt of State licensure orders consistent with the
Minnesota Department of Health Informational
Bulletin
https://www.health.state.mn.us/facilities/regulation
/infobulletins/ib14_1.html. The State licensing orders
are delineated on the attached Minnesota Department
of Health orders being submitted to you
electronically. Although no plan of correction is
necessary for State Statutes/Rules, please enter the
word "corrected" in the box available for text. You
must then indicate in the electronic State licensure
process, under the heading completion date, the
date your orders will be corrected prior to
electronically submitting to the Minnesota
Department of Health.

20875

PLEASE DISREGARD THE HEADING OF THE
FOURTH COLUMN WHICH STATES, "PROVIDER'S
PLAN OF CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR
ON EACH PAGE. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS
OF MINNESOTA STATE STATUTES/RULES.

Adequate and Proper Nursing Care; Monitor TPR

CFR(s): MN Rule 4658.0520 Subp. 2 I

Subp. 2. Criteria for determining adequate and
proper care. The criteria for determining adequate
and proper care include:

I. Monitoring resident temperature, pulse, respiration,
and blood pressure as often as indicated by the
resident's condition but at least weekly.

20875
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20875 Continued from page 5
During an interview on 4/8/26 at 9:05 a.m., licensed
practical nurse (LPN)-C stated for residents who
took themselves to the bathroom the aids or nurses
would ask them each shift if they have had a BM
and then document it. LPN-C stated only the nurses
could see how many days it had been since the last
BM.

20875

During an interview on 4/8/26 at 1:30 p.m., RN-C,
an assistant director of nursing (ADON) stated it was
the responsibility of the overnight nurse to run the
bowel report and then enter the orders for day shift.
RN-C stated their bowel protocol started on day two
of no BM, and if a resident had gone five or six days
without then she believed you would do the enema,
but added the residents had the right to refuse as
well. The nurses are pretty good about updating the
doctor if they are having constipation issues, she
hasn't performed assessments as part of that
protocol. It is noted in the care plan that she does
also take herself to the bathroom. Sara doesn't see
the provider was notified. Would expect a
prescription PRN to be used. She is known to refuse
some meds. RN-C stated there was always the risk
of impaction or obstruction, leading to perforation or
infection.

During an interview on 4/8/26 at 2:07 p.m., the
director of nursing (DON) stated her expectation was
if staff were using the bowel protocol, and things
weren't working they should be reaching out to the
provider to update them to see if they need further
intervention and would expect them to do an
assessment as they were going on without
effectiveness.

A review of Facility Standing Orders, undated,
identified on day two of no BM to give prunes, prune
juice or bananas, apples and pears (BAP). On day
three, give milk of magnesia (MOM) or lactulose. On
day four, give bisacodyl suppository followed by tap
water enema if no results. Dosages for the above
are, MOM give 30 milliliters (mL) orally as needed
daily with a warning not to give if the resident has
end-stage renal disease or dialysis, give lactulose
instead. For lactulose, give 30 mL by mouth daily as
needed. For bisacodyl, give 10 milligrams (mg)
suppository rectally daily as needed. For tap water
enema, give 500 mL rectally as needed daily.

A policy regarding the facility’s procedures for
bowel management was requested but not received.

SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON) or designee, should review
all residents at risk for bowel tracking to assure they
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20930 Continued from page 9
room to attempt to raise the HOB greater than 30
degrees or report findings to the charge
nurse. During an interview on 4/7/26 at 3:37 p.m.,
licensed practical nurse (LPN)-D stated all residents
with TF were to have the HOB elevated over 30
degrees to decrease the risk of aspiration of the TF.
If staff saw the resident with the HOB below the
30-degree level, they should attempt to raise the
HOB over 30 degrees and report it to the charge
nurse so the resident could be educated. During an
interview on 4/7/26 at 3:53 p.m. the director of
nursing (DON) stated an expectation was for the staff
to attempt to raise the HOB over 30 degrees if the
resident was found with the HOB to low. If the
resident refused, then the staff should report the
refusal to the charge nurse so the charge nurse
could educate the resident and if needed do a risk
verses benefit. Facility policy Enteral Nutrition last
approved on 1/26, indicated possible complications
included aspiration and esophageal swelling. The
policy did not mention safety precautions to
decrease the risk of complications.SUGGESTED
METHOD OF CORRECTION:

20930

The Director of Nursing or designee could develop,
review, and/or revise policies and procedures to
ensure resident with feeding tubes are monitored for
proper placement of that feeding tube.

The Director of Nursing or designee could educate
all appropriate staff on the policies and procedures.

The Director of Nursing or designee could develop
monitoring systems to ensure ongoing compliance.

TIME PERIOD FOR CORRECTION: Twenty-one (21)
days.

21375 Infection Control; Program

CFR(s): MN Rule 4658.0800 Subp. 1

Subpart 1. Infection control program. A nursing
home must establish and maintain an infection
control program designed to provide a safe and
sanitary environment.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observation, interview and document
review, the facility failed to ensure appropriate
infection control while providing laundry services, as
well as failing to maintain an effective Infection
Prevention and Control Program specific to infection
surveillance. The facility’s system did not track

21375
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21830 Continued from page 17
(a) Residents shall have the right to participate in the
planning of their health care. This right includes the
opportunity to discuss treatment and alternatives
with individual caregivers, the opportunity to request
and participate in formal care conferences, and the
right to include a family member or other chosen
representative or both. In the event that the resident
cannot be present, a family member or other
representative chosen by the resident may be
included in such conferences.

21830

(b) If a resident who enters a facility is unconscious
or comatose or is unable to communicate, the
facility shall make reasonable efforts as required
under paragraph (c) to notify either a family member
or a person designated in writing by the resident as
the person to contact in an emergency that the
resident has been admitted to the facility. The facility
shall allow the family member to participate in
treatment planning, unless the facility knows or has
reason to believe the resident has an effective
advance directive to the contrary or knows the
resident has specified in writing that they do not
want a family member included in treatment
planning. After notifying a family member but prior
to allowing a family member to participate in
treatment planning, the facility must make
reasonable efforts, consistent with reasonable
medical practice, to determine if the resident has
executed an advance directive relative to the
esident's health care decisions. For purposes of this
paragraph, "reasonable efforts" include:

(1) examining the personal effects of the resident;

(2) examining the medical records of the resident in
the possession of the facility;

(3) inquiring of any emergency contact or family
member contacted under this section whether the
resident has executed an advance directive and
whether the resident has a physician to whom the
resident normally goes for care; and

(4) inquiring of the physician to whom the resident
normally goes for care, if known, whether the
resident has executed an advance directive. If a
facility notifies a family member or designated
emergency contact or allows a family member to
participate in treatment planning in accordance with
this paragraph, the facility is not liable to resident
for damages on the grounds that the notification of
the family member or emergency contact or the
participation of the family member was improper or
violated the patient's privacy rights.
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21830 Continued from page 20
the resident's provider on call and the resident's
representative when there was a significant change
in the resident's physical, emotional, or mental
health or when there was a need to alter the
resident's medical treatment significantly.

21830

SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON, or designee, could review
applicable policies and procedures and inservice
staff on timely notification to resident
representatives and/or guardians; then audit
resident charts to ensure compliance.

TIME PERIOD FOR CORRECTION: Twenty-one (21)
days.

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
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INITIAL COMMENTS

FIRE SAFETY

K0000

An Annual Life Safety Code survey was conducted
by the Minnesota Department of Public Safety, State
Fire Marshal Division on 04/07/2026. At the time of
this survey, Sandstone Health Care Center was
found not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR,
Subpart 483.70(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of NFPA
99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR SIGNATURE
AT THE BOTTOM OF THE FIRST PAGE OF THE
CMS-2567 FORM WILL BE USED AS VERIFICATION
OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT SUBSTANTIAL
COMPLIANCE WITH THE REGULATIONS HAS BEEN
ATTAINED IN ACCORDANCE WITH YOUR
VERIFICATION.

PLEASE RETURN THE PLAN OF CORRECTION FOR
THE FIRE SAFETY DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION IS
NOT REQUIRED.

Healthcare Fire Inspections

State Fire Marshal Division

445 Minnesota St., Suite 145

St. Paul, MN 55101-5145, OR

By email to:

FM.HC.Inspections@state.mn.us
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Continued from page 1

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

K0000

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in place to
ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of the
remedy.

Sandstone Health Care Center, is a 1-story building
with a partial basement. The original building was
constructed in 1963 and was determined to be of
Type II(111) construction. In 1988 an addition was
constructed to the building that was determined to
be of Type II(111) construction. Because the original
building and its additions meet the construction type
allowed for existing buildings, this facility was
surveyed as a single building. Has an attached 2
story Assisted Living. Remodel complete in Spring
2021.

The building is fully fire sprinklered protected and
also has a fire alarm system with smoke detection in
the corridors and spaces open to the corridors that
is monitored for automatic fire department
notification.

The facility has a capacity of 50 beds and had a
census of 34 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is NOT
MET as evidenced by:

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)
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Bldg. 01

Cooking Facilities

CFR(s): NFPA 101

Cooking Facilities

Cooking equipment is protected in accordance with
NFPA 96, Standard for Ventilation Control and Fire
Protection of Commercial Cooking Operations,
unless:

* residential cooking equipment (i.e., small

K0324 The identified residential cooking device was
immediately taken out of service by maintenance
staff. The device and associated safety components
were inspected to ensure compliance with applicable
NFPA standards. Any identified deficiencies were
corrected, including cleaning, repair, or replacement
of components as necessary. The cooking device
was not returned to service until it was verified to be
safe and compliant. The facility conducted a
comprehensive inspection of all residential cooking
devices throughout the building, including but not
limited to stoves, ovens, microwave units, and

(X5)
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Continued from page 2
appliances such as microwaves, hot plates, toasters)
are used for food warming or limited cooking in
accordance with 18.3.2.5.2, 19.3.2.5.2

* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply with
the conditions under 18.3.2.5.3, 19.3.2.5.3, or

* cooking facilities in smoke compartments with 30
or fewer patients comply with conditions under
18.3.2.5.4, 19.3.2.5.4.

ID
PREFIX

TAG
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K0324 Continued from page 2
related safety features. Documentation of inspections
was reviewed to ensure all devices meet NFPA
requirements for inspection, maintenance, and safe
operation. The Maintenance Director or designee will
conduct and document monthly inspections of
residential cooking devices. Inspection logs will be
reviewed quarterly by facility leadership and during
the Quality Assurance and Performance Improvement
(QAPI) committee meetings. All corrective actions
will be completed by May __15th_, 2026.

Cooking facilities protected according to NFPA 96
per 9.2.3 are not required to be enclosed as
hazardous areas, but shall not be open to the
corridor.

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.2.5.5, 9.2.3, TIA 12-2

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain proper inspection and safety
measures associated with residential cooking
devices in accordance with NFPA 101 (2012 edition),
Life Safety Code, section 19.3.2.5.3(9). This deficient
finding could have a patterned impact on the
residents within the facility.

Findings Include:

On 04/07/2026 at 9:30 AM, it was revealed by
observation that the residential stove-range located
in the Activity room not equipped with a 120 min
max timeout device or mechanism.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

K0920
SS = E
Bldg. 01

Electrical Equipment - Power Cords and Extens

CFR(s): NFPA 101

Electrical Equipment - Power Cords and Extension
Cords

Power strips in a patient care vicinity are only used
for components of movable patient-care-related
electrical equipment (PCREE) assembles that have
been assembled by qualified personnel and meet the
conditions of 10.2.3.6. Power strips in the patient
care vicinity may not be used for non-PCREE (e.g.,
personal electronics), except in long-term care
resident rooms that do not use PCREE. Power strips
for PCREE meet UL 1363A or UL 60601-1. Power

K0920 The identified electrical adaptive device(s) were
immediately removed from use and inspected by the
Maintenance Director or qualified personnel. Any
device found to be damaged, improperly used, or
not compliant with NFPA 99 requirements was
repaired or replaced. Devices were not returned to
service. The facility conducted a comprehensive
inspection of all electrical adaptive devices
throughout the facility, including but not limited to
power strips, extension cords, bed adapters, and
resident-used electrical equipment. All devices were
reviewed for proper usage, condition, and
compliance with NFPA 99 requirements.
Non-compliant devices were removed from service.
Implemented a process requiring staff to report
damaged or questionable electrical devices

(X5)
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strips for non-PCREE in the patient care rooms
(outside of vicinity) meet UL 1363. In non-patient
care rooms, power strips meet other UL standards.
All power strips are used with general precautions.
Extension cords are not used as a substitute for
fixed wiring of a structure. Extension cords used
temporarily are removed immediately upon
completion of the purpose for which it was installed
and meets the conditions of 10.2.4.

ID
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TAG
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K0920 Continued from page 3
immediately to maintenance. Established a routine
inspection schedule for electrical adaptive devices,
with documented findings. The Maintenance Director
or designee will conduct and document monthly
inspections of electrical adaptive devices. Findings
will be reviewed quarterly by facility leadership and
reported to the Quality Assurance and Performance
Improvement (QAPI) committee. All corrective actions
will be completed by May __15th_, 2026.

10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8 (NFPA
70), 590.3(D) (NFPA 70), TIA 12-5

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain the usage of electrical adaptive
devices NFPA 99 (2012 edition), Health Care Facilities
Code, sections 10.5.2.3.1 and 10.2.4.2.1, NFPA 101
(2012 edition), Life Safety Code, section 9.1.2, and
NFPA 70, (2011 edition), National Electrical Code,
sections 400.8. These deficient findings could have a
patterned impact on the residents within the facility.

Findings include:

1. On 04/07/2026 at 11:00 AM, it was revealed by
observation that an extension cord was being used
in Room 328 for a TV.

2. On 04/07/2026 at 11:08 AM, it was revealed by
observation that a multi-plug adapter was being
used to plug in a refrigerator in room 323.

3. On 04/07/2026 at 11:14 AM, it was revealed by
observation that a refrigerator was plugged into a
power strip.

An interview with the Maintenance Director verified
these deficient findings at the time of discovery.
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On 4/6/26 to 4/8/26, a survey for compliance
with CFR §483.73, Appendix Z, Emergency 
Preparedness Requirements was conducted during a
standard recertification survey. The facility was IN 
compliance.

F0000

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

On 4/6/26 to 4/8/26, a standard recertification
survey was conducted at your facility. A complaint
investigation was also conducted. Your facility was
NOT in compliance with §42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

F0000

The following complaints were reviewed:
H54541099C (2749383). NO deficiencies were cited.

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.

F0880
SS = F

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.

Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

F0880
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Continued from page 1
The facility must establish and maintain an infection
prevention and control program designed to provide
a safe, sanitary and comfortable environment and to
help prevent the development and transmission of
communicable diseases and infections.

F0880

§483.80(a) Infection prevention and control program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at a
minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents, staff,
volunteers, visitors, and other individuals providing
services under a contractual arrangement based
upon the facility assessment conducted according to
§483.71 and following accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include, but
are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other persons
in the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions to
be followed to prevent spread of infections;

(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
infected skin lesions from direct contact with
residents or their food, if direct contact will transmit
the disease; and
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Continued from page 14
During 4/8/26 at 2:43 p.m., the director of nursing
stated anytime there was a concern of choking and
aspiration, the expectation was the staff would
obtain a speech therapy evaluation order for the
resident safety.

F0689

F0580
SS = D

Facility aspiration precautions policy was not
received.

Notify of Changes (Injury/Decline/Room, etc.)

CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which results
in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or clinical
complications);

(C) A need to alter treatment significantly (that is, a
need to discontinue an existing form of treatment
due to adverse consequences, or to commence a
new form of treatment); or

(D) A decision to transfer or discharge the resident
from the facility as specified in §483.15(c)(1)(ii).

(ii) When making notification under paragraph
(g)(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2) is
available and provided upon request to the
physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any, when
there is-

(A) A change in room or roommate assignment as
specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

F0580
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Continued from page 26
of refusals and had refused a urine sample.

F0881

During an interview on 4/8/26 at 3:55 p.m., the
director of nursing (DON) stated when a UTI was
suspected, they expected staff to monitor symptoms,
assess, follow McGreer’s criteria, initiate standing 
orders to start UTI-stat and increase fluids, and
update the provider. The DON expected nurses to
question a provider ordering antibiotics prior to
specimen collection, document the discussion, and
report concerns to the DON or IP nurse.

The facility policy Antibiotic Stewardship dated
4/2024, identified that inappropriate use of
antibiotics affects individual residents and the
overall community with the potential for
opportunistic infections, drug interactions, and
drug-resistant pathogens.

F0641
SS = A

Accuracy of Assessments

CFR(s): 483.20(g)(h)(i)(j)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

F0641

§483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

§483.20(i) Certification.

§483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed.

§483.20(i)(2) Each individual who completes a portion
of the assessment must sign and certify the
accuracy of that portion of the assessment.

§483.20(j) Penalty for Falsification.

§483.20(j)(1) Under Medicare and Medicaid, an
individual who willfully and knowingly-

(i) Certifies a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $1,000 for each
assessment; or

(ii) Causes another individual to certify a material
and false statement in a resident assessment is
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*****ATTENTION******

NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited herein
are not corrected, a fine for each violation not
corrected shall be assessed in accordance with a
schedule of fines promulgated by rule of the
Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all requirements
of the rule provided at the tag number and MN Rule
number indicated below. When a rule contains
several items, failure to comply with any of the items
will be considered lack of compliance. Lack of
compliance upon re-inspection with any item of
multi-part rule will result in the assessment of a fine
even if the item that was violated during the initial
inspection was corrected.

You may request a hearing on any assessments that
may result from non-compliance with these orders
provided that a written request is made to the
Department within 15 days of receipt of a notice of
assessment for non-compliance.

INITIAL COMMENTS:

On 4/6/26 to 4/8/26, a standard licensing survey
was conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility
was NOT in compliance with the MN State Nursing
Home Licensure and the following correction orders
are issued. Please indicate in your electronic plan of
correction you have reviewed these orders and
identify the date when they will be completed.

The following complaints were reviewed:
H54541099C (2749383). NO licensing orders were
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20000 Continued from page 1
issued.

20000

Minnesota Department of Health is documenting the
State Licensing Correction Orders using federal
software. Tag numbers have been assigned to
Minnesota state statutes/rules for Nursing Homes.
The assigned tag number appears in the far-left
column entitled “ID Prefix Tag." The state
statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and
replaces the "To Comply" portion of the correction
order. This column also includes the findings which
are in violation of the state statute after the
statement, "This Rule is not met as evidence by."
Following the surveyor’s findings are the Suggested
Method of Correction and Time period for Correction.

You have agreed to participate in the electronic
receipt of State licensure orders consistent with the
Minnesota Department of Health Informational
Bulletin
https://www.health.state.mn.us/facilities/regulation
/infobulletins/ib14_1.html. The State licensing orders
are delineated on the attached Minnesota Department
of Health orders being submitted to you
electronically. Although no plan of correction is
necessary for State Statutes/Rules, please enter the
word "corrected" in the box available for text. You
must then indicate in the electronic State licensure
process, under the heading completion date, the
date your orders will be corrected prior to
electronically submitting to the Minnesota
Department of Health.

20875

PLEASE DISREGARD THE HEADING OF THE
FOURTH COLUMN WHICH STATES, "PROVIDER'S
PLAN OF CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR
ON EACH PAGE. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS
OF MINNESOTA STATE STATUTES/RULES.

Adequate and Proper Nursing Care; Monitor TPR

CFR(s): MN Rule 4658.0520 Subp. 2 I

Subp. 2. Criteria for determining adequate and
proper care. The criteria for determining adequate
and proper care include:

I. Monitoring resident temperature, pulse, respiration,
and blood pressure as often as indicated by the
resident's condition but at least weekly.

20875
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20875 Continued from page 5
During an interview on 4/8/26 at 9:05 a.m., licensed
practical nurse (LPN)-C stated for residents who
took themselves to the bathroom the aids or nurses
would ask them each shift if they have had a BM
and then document it. LPN-C stated only the nurses
could see how many days it had been since the last
BM.

20875

During an interview on 4/8/26 at 1:30 p.m., RN-C,
an assistant director of nursing (ADON) stated it was
the responsibility of the overnight nurse to run the
bowel report and then enter the orders for day shift.
RN-C stated their bowel protocol started on day two
of no BM, and if a resident had gone five or six days
without then she believed you would do the enema,
but added the residents had the right to refuse as
well. The nurses are pretty good about updating the
doctor if they are having constipation issues, she
hasn't performed assessments as part of that
protocol. It is noted in the care plan that she does
also take herself to the bathroom. Sara doesn't see
the provider was notified. Would expect a
prescription PRN to be used. She is known to refuse
some meds. RN-C stated there was always the risk
of impaction or obstruction, leading to perforation or
infection.

During an interview on 4/8/26 at 2:07 p.m., the
director of nursing (DON) stated her expectation was
if staff were using the bowel protocol, and things
weren't working they should be reaching out to the
provider to update them to see if they need further
intervention and would expect them to do an
assessment as they were going on without
effectiveness.

A review of Facility Standing Orders, undated,
identified on day two of no BM to give prunes, prune
juice or bananas, apples and pears (BAP). On day
three, give milk of magnesia (MOM) or lactulose. On
day four, give bisacodyl suppository followed by tap
water enema if no results. Dosages for the above
are, MOM give 30 milliliters (mL) orally as needed
daily with a warning not to give if the resident has
end-stage renal disease or dialysis, give lactulose
instead. For lactulose, give 30 mL by mouth daily as
needed. For bisacodyl, give 10 milligrams (mg)
suppository rectally daily as needed. For tap water
enema, give 500 mL rectally as needed daily.

A policy regarding the facility’s procedures for
bowel management was requested but not received.

SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON) or designee, should review
all residents at risk for bowel tracking to assure they
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20930 Continued from page 9
room to attempt to raise the HOB greater than 30
degrees or report findings to the charge
nurse. During an interview on 4/7/26 at 3:37 p.m.,
licensed practical nurse (LPN)-D stated all residents
with TF were to have the HOB elevated over 30
degrees to decrease the risk of aspiration of the TF.
If staff saw the resident with the HOB below the
30-degree level, they should attempt to raise the
HOB over 30 degrees and report it to the charge
nurse so the resident could be educated. During an
interview on 4/7/26 at 3:53 p.m. the director of
nursing (DON) stated an expectation was for the staff
to attempt to raise the HOB over 30 degrees if the
resident was found with the HOB to low. If the
resident refused, then the staff should report the
refusal to the charge nurse so the charge nurse
could educate the resident and if needed do a risk
verses benefit. Facility policy Enteral Nutrition last
approved on 1/26, indicated possible complications
included aspiration and esophageal swelling. The
policy did not mention safety precautions to
decrease the risk of complications.SUGGESTED
METHOD OF CORRECTION:

20930

The Director of Nursing or designee could develop,
review, and/or revise policies and procedures to
ensure resident with feeding tubes are monitored for
proper placement of that feeding tube.

The Director of Nursing or designee could educate
all appropriate staff on the policies and procedures.

The Director of Nursing or designee could develop
monitoring systems to ensure ongoing compliance.

TIME PERIOD FOR CORRECTION: Twenty-one (21)
days.

21375 Infection Control; Program

CFR(s): MN Rule 4658.0800 Subp. 1

Subpart 1. Infection control program. A nursing
home must establish and maintain an infection
control program designed to provide a safe and
sanitary environment.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observation, interview and document
review, the facility failed to ensure appropriate
infection control while providing laundry services, as
well as failing to maintain an effective Infection
Prevention and Control Program specific to infection
surveillance. The facility’s system did not track

21375
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21830 Continued from page 17
(a) Residents shall have the right to participate in the
planning of their health care. This right includes the
opportunity to discuss treatment and alternatives
with individual caregivers, the opportunity to request
and participate in formal care conferences, and the
right to include a family member or other chosen
representative or both. In the event that the resident
cannot be present, a family member or other
representative chosen by the resident may be
included in such conferences.

21830

(b) If a resident who enters a facility is unconscious
or comatose or is unable to communicate, the
facility shall make reasonable efforts as required
under paragraph (c) to notify either a family member
or a person designated in writing by the resident as
the person to contact in an emergency that the
resident has been admitted to the facility. The facility
shall allow the family member to participate in
treatment planning, unless the facility knows or has
reason to believe the resident has an effective
advance directive to the contrary or knows the
resident has specified in writing that they do not
want a family member included in treatment
planning. After notifying a family member but prior
to allowing a family member to participate in
treatment planning, the facility must make
reasonable efforts, consistent with reasonable
medical practice, to determine if the resident has
executed an advance directive relative to the
esident's health care decisions. For purposes of this
paragraph, "reasonable efforts" include:

(1) examining the personal effects of the resident;

(2) examining the medical records of the resident in
the possession of the facility;

(3) inquiring of any emergency contact or family
member contacted under this section whether the
resident has executed an advance directive and
whether the resident has a physician to whom the
resident normally goes for care; and

(4) inquiring of the physician to whom the resident
normally goes for care, if known, whether the
resident has executed an advance directive. If a
facility notifies a family member or designated
emergency contact or allows a family member to
participate in treatment planning in accordance with
this paragraph, the facility is not liable to resident
for damages on the grounds that the notification of
the family member or emergency contact or the
participation of the family member was improper or
violated the patient's privacy rights.
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21830 Continued from page 20
the resident's provider on call and the resident's
representative when there was a significant change
in the resident's physical, emotional, or mental
health or when there was a need to alter the
resident's medical treatment significantly.

21830

SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON, or designee, could review
applicable policies and procedures and inservice
staff on timely notification to resident
representatives and/or guardians; then audit
resident charts to ensure compliance.

TIME PERIOD FOR CORRECTION: Twenty-one (21)
days.
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