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E 000 Initial Comments E 000

 On February 28, 2022 through March 3, 2022, a 
survey for compliance with Appendix Z, 
Emergency Preparedness Requirements, 
§483.73(b)(6) was conducted during a standard 
recertification survey. The facility was NOT in 
compliance.

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

Upon receipt of an acceptable electronic POC, an 
onsite revisit of your facility may be conducted to 
validate substantial compliance with the 
regulation has been attained.

 

E 039 EP Testing Requirements
CFR(s): 483.73(d)(2)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2), 
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), 
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),  
§485.625(d)(2), §485.727(d)(2), §485.920(d)(2), 
§491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, OPO, 
"Organizations" under §485.727, CMHCs at 
§485.920, RHCs/FQHCs at §491.12, and ESRD 
Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises 
to test the emergency plan annually. The [facility] 
must do all of the following:

(i) Participate in a full-scale exercise that is 

E 039 4/1/22
SS=C
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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E 039 Continued From page 1 E 039
community-based every 2 years; or
 (A) When a community-based exercise is not 
accessible, conduct a facility-based functional 
exercise every 2 years; or

(B) If the [facility] experiences an actual 
natural or man-made emergency that requires 
activation of the emergency plan, the [facility] is 
exempt from engaging in its next required 
community-based or individual, facility-based 
functional exercise following the onset of the 
actual event.
(ii) Conduct an additional exercise at least every 2 
years, opposite the year the full-scale or 
functional exercise under paragraph (d)(2)(i) of 
this section is conducted, that may include, but is 
not limited to the following:
(A) A second full-scale exercise that is 
community-based or individual, facility-based 
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by 
a facilitator and includes a group discussion using 
a narrated, clinically-relevant emergency 
scenario, and a set of problem statements, 
directed messages, or prepared questions 
designed to challenge an emergency plan.
(iii) Analyze the [facility's] response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events, and revise the 
[facility's] emergency plan, as needed. 

*[For Hospices at 418.113(d):] 
(2)  Testing for hospices that provide care in the 
patient's home.  The hospice must conduct 
exercises to test the emergency plan at least 
annually.  The hospice must do the following:
(i)  Participate in a full-scale exercise that is 
community based every 2 years; or
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E 039 Continued From page 2 E 039
(A) When a community based exercise is not 
accessible, conduct an individual facility based 
functional exercise every 2 years; or  
(B) If the hospice experiences a natural or 
man-made emergency that requires activation of 
the emergency plan, the hospital is exempt from 
engaging in its next required full scale 
community-based exercise or individual 
facility-based functional exercise following the 
onset of the emergency event.
(ii)  Conduct an additional exercise every 2 years, 
opposite the year the full-scale or functional 
exercise under paragraph (d)(2)(i) of this section 
is conducted, that may include, but is not limited 
to the following:
(A)  A second full-scale exercise that is 
community-based or a facility based functional 
exercise; or
(B)  A mock disaster drill; or
(C)  A tabletop exercise or workshop that is led by 
a facilitator and includes a group discussion using 
a narrated, clinically-relevant emergency 
scenario, and a set of problem statements, 
directed messages, or prepared questions 
designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient 
care directly.  The hospice must conduct 
exercises to test the emergency plan twice per 
year.  The hospice must do the following:
(i)  Participate in an annual full-scale exercise that 
is community-based; or 
(A) When a community-based exercise is not 
accessible, conduct an annual individual 
facility-based functional exercise; or  
(B) If the hospice experiences a natural or 
man-made emergency that requires activation of 
the emergency plan, the hospice is exempt from 
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E 039 Continued From page 3 E 039
engaging in its next required full-scale community 
based or facility-based functional exercise 
following the onset of the emergency event.
(ii)  Conduct an additional annual exercise that 
may include, but is not limited to the following:
(A)  A second full-scale exercise that is 
community-based or a facility based functional 
exercise; or
(B)  A mock disaster drill; or
(C)  A tabletop exercise or workshop led by a 
facilitator that includes a group discussion using a 
narrated, clinically-relevant emergency scenario, 
and a set of problem statements, directed 
messages, or prepared questions designed to 
challenge an emergency plan.
(iii)  Analyze the hospice's response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events and revise the 
hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at 
§482.15(d), CAHs at §485.625(d):]
(2) Testing. The [PRTF, Hospital, CAH] must 
conduct exercises to test the emergency plan 
twice per year.  The [PRTF, Hospital, CAH] must 
do the following:
(i)  Participate in an annual full-scale exercise that 
is community-based; or 
(A) When a community-based exercise is not 
accessible, conduct an annual individual, 
facility-based functional exercise; or  
(B) If the [PRTF, Hospital, CAH]  experiences an 
actual natural or man-made emergency that 
requires activation of the emergency plan, the 
[facility] is exempt from engaging in its next 
required full-scale community based or individual, 
facility-based functional exercise following the 
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E 039 Continued From page 4 E 039
onset of the emergency event.

 (ii) Conduct an [additional] annual exercise or 
and that may include, but is not limited to the 
following:
 (A) A second full-scale exercise that is 
community-based or individual, a facility-based 
functional exercise; or

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is 

led by a facilitator and includes a group 
discussion, using a narrated, clinically-relevant 
emergency scenario, and a set of problem 
statements, directed messages, or prepared 
questions designed to challenge an emergency 
plan.

(iii) Analyze the [facility's] response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events and revise the 
[facility's] emergency plan, as needed.

*[For PACE at §460.84(d):] 
(2) Testing. The PACE organization must conduct 
exercises to test the emergency plan at least 
annually. The PACE organization must do the 
following:
(i)  Participate in an annual full-scale exercise that 
is community-based; or 
(A) When a community-based exercise is not 
accessible, conduct an annual individual, 
facility-based functional exercise; or  
(B) If the PACE experiences an actual natural or 
man-made emergency that requires activation of 
the emergency plan, the PACE is exempt from 
engaging in its next required full-scale community 
based or individual, facility-based functional 
exercise following the onset of the emergency 
event.

(ii) Conduct an additional exercise every 2 

FORM CMS-2567(02-99) Previous Versions Obsolete 1UWU11Event ID: Facility ID: 00598 If continuation sheet Page  5 of 32



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  05/09/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245366 03/03/2022
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2501 RICE LAKE ROAD
CHRIS JENSEN HEALTH & REHABILITATION CENTER

DULUTH, MN  55811

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

E 039 Continued From page 5 E 039
years opposite the year the full-scale or functional 
exercise under paragraph (d)(2)(i) of this section 
is conducted that may include, but is not limited to 
the following:
(A)  A second full-scale exercise that is 
community-based or individual, a facility based 
functional exercise; or
(B)  A mock disaster drill; or
(C)  A tabletop exercise or workshop that is led by 
a facilitator and includes a group discussion, 
using a narrated, clinically-relevant emergency 
scenario, and a set of problem statements, 
directed messages, or prepared questions 
designed to challenge an emergency plan.
(iii)  Analyze the PACE's response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events and revise the 
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):] 
(2) The [LTC facility] must conduct exercises to 
test the emergency plan at least twice per year, 
including unannounced staff drills using the 
emergency procedures.  The [LTC facility, 
ICF/IID] must do the following:
(i)  Participate in an annual full-scale exercise that 
is community-based; or
(A) When a community-based exercise is not 
accessible, conduct an annual individual, 
facility-based functional exercise. 
(B) If the [LTC facility] facility experiences an 
actual natural or man-made emergency that 
requires activation of the emergency plan, the 
LTC facility is exempt from engaging its next 
required a full-scale community-based or 
individual, facility-based functional exercise 
following the onset of the emergency event.
(ii)  Conduct an additional annual exercise that 
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E 039 Continued From page 6 E 039
may include, but is not limited to the following:
(A)  A second full-scale exercise that is 
community-based or an individual, facility based 
functional exercise; or
(B)  A mock disaster drill; or
(C)  A tabletop exercise or workshop that is led by 
a facilitator includes a group discussion, using a 
narrated, clinically-relevant emergency scenario, 
and a set of problem statements, directed 
messages, or prepared questions designed to 
challenge an emergency plan.
(iii)  Analyze the [LTC facility] facility's response to 
and maintain documentation of all drills, tabletop 
exercises, and emergency events, and revise the 
[LTC facility] facility's emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]: 
(2) Testing. The ICF/IID must conduct exercises 
to test the emergency plan at least twice per year. 
The ICF/IID must do the following:
(i) Participate in an annual full-scale exercise that 
is community-based; or
(A) When a community-based exercise is not 
accessible, conduct an annual individual, 
facility-based functional exercise; or.
(B) If the ICF/IID experiences an actual natural or 
man-made emergency that requires activation of 
the emergency plan, the ICF/IID is exempt from 
engaging in its next required full-scale 
community-based or individual, facility-based 
functional exercise following the onset of the 
emergency event.
(ii) Conduct an additional annual exercise that 
may include, but is not limited to the following:
(A) A second full-scale exercise that is 
community-based or an individual, facility-based 
functional exercise; or
(B) A mock disaster drill; or
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E 039 Continued From page 7 E 039
(C) A tabletop exercise or workshop that is led by 
a facilitator and includes a group discussion, 
using a narrated, clinically-relevant emergency 
scenario, and a set of problem statements, 
directed messages, or prepared questions 
designed to challenge an emergency plan.
(iii) Analyze the ICF/IID's response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events, and revise the 
ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]
(d)(2) Testing. The HHA must conduct exercises 
to test the emergency plan at
least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is 
community-based; or

(A) When a community-based exercise is not 
accessible, conduct an annual individual, 
facility-based functional exercise every 2 years; 
or.

 (B) If the HHA experiences an actual natural 
or man-made emergency that requires activation 
of the emergency plan, the HHA is exempt from 
engaging in its next required full-scale 
community-based or individual, facility based 
functional exercise following the onset of the 
emergency event.
(ii) Conduct an additional exercise every 2 years, 
opposite the year the full-scale or functional 
exercise under paragraph (d)(2)(i) of this section 
is conducted, that may include, but is not 
limited to the following: 

(A) A second full-scale exercise that is 
community-based or an individual, facility-based 
functional exercise; or

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is 
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E 039 Continued From page 8 E 039
led by a facilitator and includes a group 
discussion, using a narrated, clinically-relevant 
emergency scenario, and a set of problem 
statements, directed messages, or prepared 
questions designed to challenge an emergency 
plan.
(iii) Analyze the HHA's response to and maintain 
documentation of all drills, tabletop exercises, and 
emergency events, and revise the HHA's 
emergency plan, as needed.

*[For OPOs at §486.360] 
(d)(2) Testing. The OPO must conduct exercises 
to test the emergency plan. The OPO must do the 
following: 
(i) Conduct a paper-based, tabletop exercise or 
workshop at least annually. A tabletop exercise is 
led by a facilitator and includes a group 
discussion, using a narrated, clinically relevant 
emergency scenario, and a set of problem 
statements, directed messages, or prepared 
questions designed to challenge an emergency 
plan. If the OPO experiences an actual natural or 
man-made emergency that requires activation of 
the emergency plan, the OPO is exempt from 
engaging in its next required testing exercise 
following the onset of the emergency event.
(ii) Analyze the OPO's response to and maintain 
documentation of all tabletop exercises, and 
emergency events, and revise the [RNHCI's and 
OPO's] emergency plan, as needed.

*[ RNCHIs at §403.748]:
(d)(2) Testing. The RNHCI must conduct 
exercises to test the emergency plan. The RNHCI 
must do the following:
(i) Conduct a paper-based, tabletop exercise at 
least annually. A tabletop exercise is a group 
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E 039 Continued From page 9 E 039
discussion led by a facilitator, using a narrated, 
clinically-relevant emergency scenario, and a set 
of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan.
(ii) Analyze the RNHCI's response to and 
maintain documentation of all tabletop exercises, 
and emergency events, and revise the RNHCI's 
emergency plan, as needed.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure exercises to test the 
Emergency Preparedness Plan were conducted 
at least annually, including participation in a 
full-scale table-top exercise. This had the 
potential to affect all 112 residents. 

Findings include:

On 3/3/22, the facilities Emergency Preparedness 
Plan (EPP), undated, was reviewed. The EPP 
failed to address an annual full-scale, internal, or 
table-top exercise to test the facility's response to 
an emergency over the past three years. 

Facility provided document, Mandatory 
Emergency Preparedness Training, undated, 
noted the last scheduled full-scale training was 
scheduled on 5/9/18 and 5/30/18.

On 3/3/22, at 12:45 p.m. the Administrator 
confirmed she was not aware of another training 
completed for the years 2019, 2020 and 2021 
and was not able to find documentation that 
trainings were scheduled for those years. 

Facility provided document, Training and Testing, 
undated, instructed training on emergency 

 E039: EP Testing Requirements 

Corrective Action:  
ED/DON/Maintenance Director/EVS 
Director immediately re-educated on the 
criteria for Testing Requirements – 
Emergency Preparedness  
Deficient practices were corrected to meet 
the Emergency Plan by completing a 
Table-Top Exercise.
A list of scheduled Table-Top Exercises 
has been created and scheduled.  
Log was generated to monitor and ensure 
the Emergency Plan is being exercised to 
meet requirements. 

Identification of other Residents:  
All residents could be impacted by Testing 
Requirements   

Monitoring Mechanism: 
ED/Designee will audit the completion of 
Table-Top Exercises 
- Quarterly X 1 year

Audit results will be reviewed at QAPI to 
determine the need to continued 
monitoring and compliance.   
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E 039 Continued From page 10 E 039
preparedness will be conducted in the following 
forms:
1. Orientation
2. Annually- all staff will be trained and 
refreshed on our emergency preparedness 
planning and procedures on an annual basis.
3. Testing drill- annually the plan and policy will 
be drilled and tested site wide.

Date of compliance: 4/1/2022

E 041 Hospital CAH and LTC Emergency Power
CFR(s): 483.73(e)

§482.15(e) Condition for Participation:
(e) Emergency and standby power systems.  The 
hospital must implement emergency and standby 
power systems based on the emergency plan set 
forth in paragraph (a) of this section and in the 
policies and procedures plan set forth in 
paragraphs (b)(1)(i) and (ii) of this section.

§483.73(e), §485.625(e)   
(e) Emergency and standby power systems.  The 
[LTC facility and the CAH] must implement 
emergency and standby power systems based on 
the emergency plan set forth in paragraph (a) of 
this section.

§482.15(e)(1), §483.73(e)(1), §485.625(e)(1)
Emergency generator location.  The generator 
must be located in accordance with the location 
requirements found in the Health Care Facilities 
Code (NFPA 99 and Tentative Interim 
Amendments TIA 12-2, TIA 12-3, TIA 12-4, TIA 
12-5, and TIA 12-6), Life Safety Code (NFPA 101 
and Tentative Interim Amendments TIA 12-1, TIA 
12-2, TIA 12-3, and TIA 12-4), and NFPA 110, 
when a new structure is built or when an existing 
structure or building is renovated. 

E 041 3/21/22
SS=C
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E 041 Continued From page 11 E 041
482.15(e)(2), §483.73(e)(2), §485.625(e)(2) 
Emergency generator inspection and testing.  The 
[hospital, CAH and LTC facility] must implement 
the emergency power system inspection, testing, 
and [maintenance] requirements found in the 
Health Care Facilities Code, NFPA 110, and Life 
Safety Code.

482.15(e)(3), §483.73(e)(3), §485.625(e)(3) 
Emergency generator fuel.  [Hospitals, CAHs and 
LTC facilities] that maintain an onsite fuel source 
to power emergency generators must have a plan 
for how it will keep emergency power systems 
operational during the emergency, unless it 
evacuates. 

*[For hospitals at §482.15(h), LTC at §483.73(g), 
and CAHs §485.625(g):] 
The standards incorporated by reference in this 
section are approved for incorporation by 
reference by the Director of the Office of the 
Federal Register in accordance with 5 U.S.C. 
552(a) and 1 CFR part 51.  You may obtain the 
material from the sources listed below. You may 
inspect a copy at the CMS Information Resource 
Center, 7500 Security Boulevard, Baltimore, MD 
or at the National Archives and Records 
Administration (NARA). For information on the 
availability of this material at NARA, call 
202-741-6030, or go to: 
http://www.archives.gov/federal_register/code_of
_federal_regulations/ibr_locations.html. 
If any changes in this edition of the Code are 
incorporated by reference, CMS will publish a 
document in the Federal Register to announce 
the changes.
(1) National Fire Protection Association, 1 
Batterymarch Park,
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E 041 Continued From page 12 E 041
Quincy, MA 02169, www.nfpa.org, 
1.617.770.3000.
(i) NFPA 99, Health Care Facilities Code, 2012 
edition, issued August 11, 2011.
(ii) Technical interim amendment (TIA) 12-2 to 
NFPA 99, issued August 11, 2011.
(iii) TIA 12-3 to NFPA 99, issued August 9, 2012.
(iv) TIA 12-4 to NFPA 99, issued March 7, 2013.
(v) TIA 12-5 to NFPA 99, issued August 1, 2013.
(vi) TIA 12-6 to NFPA 99, issued March 3, 2014.
(vii) NFPA 101, Life Safety Code, 2012 edition, 
issued August 11, 2011.
(viii) TIA 12-1 to NFPA 101, issued August 11, 
2011.
(ix) TIA 12-2 to NFPA 101, issued October 30, 
2012.
(x) TIA 12-3 to NFPA 101, issued October 22, 
2013.
(xi) TIA 12-4 to NFPA 101, issued October 22, 
2013.
(xiii) NFPA 110, Standard for Emergency and 
Standby Power Systems, 2010 edition, including 
TIAs to chapter 7, issued August 6, 2009..
This REQUIREMENT  is not met as evidenced 
by:
 Based on documentation review and staff 
interview, the facility failed to test and maintain 
the emergency generator per the 2012 edition of 
National Fire Protection Association (NFPA) 
Standard 101, Life Safety Code, section, 9.1.3, 
and the 2010 edition of National Fire Protection 
Association (NFPA) Standard 110, Standard for 
Emergency and Standby Power Systems, section 
8.4.2.  These deficient findings could have a 
widespread impact on the residents within the 
facility.

Findings include: 

 Corrective Action:  
ED/DON/Maintenance Director/EVS 
Director immediately re-educated on the 
criteria for Hospital CAH and LTC 
Emergency Power
Deficient practices were corrected to meet 
the Life Safety Statute by education and 
audit system in place. 

Identification of other Residents:  
All residents could be impacted by 
Hospital CAH and LTC Emergency Power

Monitoring Mechanism: 
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E 041 Continued From page 13 E 041
1.  On 03/01/2022, at 11:40 AM, it was revealed 
by a review of available emergency generator test 
and inspection documentation and an interview 
with the Maintenance Supervisor, that the facility 
could not provide 2 of 12 monthly emergency 
generator test and inspection documentation. 

2.  On 03/01/2022, at 11:40 AM, it was revealed 
by a review of available emergency generator test 
and inspection documentation and an interview 
with the Maintenance Supervisor, that the facility 
could not provide 8 of 52 weekly emergency 
generator inspection documentation. 

An interview with the Maintenance Supervisor 
verified these deficient findings at the time of 
discovery.

ED/Designee will audit Generator 
inspection logs   
- Weekly times 1 year

Audit results will be reviewed at QAPI to 
determine the need to continued 
monitoring and compliance.   

Date of compliance: 3/21/2022

F 000 INITIAL COMMENTS F 000

 On February 28, 2022 through March 3, 2022, a 
standard recertification survey was conducted at 
your facility. A complaint investigation was also 
conducted. Your facility was found to be NOT in 
compliance with the requirements of 42 CFR 483, 
Subpart B, Requirements for Long Term Care 
Facilities. 

The following complaints were found to be 
SUBSTANTIATED: H5366272C (MN80194), 
H5366274C (MN79484), H5366277C (MN81221), 
H5366278C (MN81294), H5366279C (MN81223), 
H5366280C (MN81417), however NO 
deficiencies were cited due to actions 
implemented by the facility prior to survey: 

The following complaints were found to be 
UNSUBSTANTIATED: H5366271C (MN80406), 
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F 000 Continued From page 14 F 000
H5366273C (MN79851), H5366275C (MN79435), 
H5366276C (MN79207).  

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.

F 584 Safe/Clean/Comfortable/Homelike Environment
CFR(s): 483.10(i)(1)-(7)

§483.10(i) Safe Environment.  
The resident has a right to a safe, clean, 
comfortable and homelike environment, including 
but not limited to receiving treatment and 
supports for daily living safely. 

The facility must provide-
§483.10(i)(1) A safe, clean, comfortable, and 
homelike environment, allowing the resident to 
use his or her personal belongings to the extent 
possible.
(i) This includes ensuring that the resident can 
receive care and services safely and that the 
physical layout of the facility maximizes resident 
independence and does not pose a safety risk.
(ii) The facility shall exercise reasonable care for 
the protection of the resident's property from loss 
or theft.

§483.10(i)(2) Housekeeping and maintenance 

F 584 4/1/22
SS=D
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F 584 Continued From page 15 F 584
services necessary to maintain a sanitary, orderly, 
and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are 
in good condition;

§483.10(i)(4) Private closet space in each 
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting 
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature 
levels. Facilities initially certified after October 1, 
1990 must maintain a temperature range of 71 to 
81°F; and

§483.10(i)(7) For the maintenance of comfortable 
sound levels.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to clean and maintain 
wheelchairs for 3 of 3 residents (R10, R34, R50) 
reviewed for dirty wheelchairs. 

Findings include: 

 start with R10
R10 was observed on 3/2/22, at 8:39 a.m. eating 
on her own with her fingers, dropping food onto 
her lap and wheelchair. 

On 3/2/22, at 1:37 p.m. nursing assistant (NA)-D 
stated the wheelchairs on the unit were "pretty 
dirty". NA-D stated R10's and R34's were 
wheelchairs that needed to be cleaned. NA-D 
stated someone on the night shift used to clean 
the wheelchairs on the unit.  NA-D was unsure 

 Immediate Corrective Action:  
R10, R34, and R50 s wheelchairs were 
cleaned to provide a 
Safe/Clean/Comfortable Homelike 
Environment
IDT immediately re-educated on the 
criteria for Safe/Clean/Comfortable 
Homelike Environment 

Corrective Action as it applies to others:
Resident wheelchairs will be audited, and 
cleaned as needed, to provide a 
Safe/Clean/Comfortable Homelike 
Environment.
All resident wheelchairs were audited and 
cleaned if identified and schedule for 
routine cleaning/auditing was put in place.  
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F 584 Continued From page 16 F 584
about how wheelchairs were currently getting 
cleaned.  

On 3/2/22, at 3:00 p.m. R10 was seated in her 
wheelchair in the day room with family. Dried, 
raised white/yellow substances were noted on the 
side of her wheelchair, with white/yellow crusted 
matter down the metal side of the wheelchair in 
an area about three inches by four inches.  There 
was dried white matter on both armrests of the 
wheel chair.  

On 3/2/22, at 3:05 p.m. NA-E verified the 
presence of the dried substances on R10's 
wheelchair stating, "that's not right, we need to 
get that cleaned up." 

On 3/2/22, at 7:04 a.m. nursing assistant (NA)-C 
assisted R34 with cares. R34's Broda chair was 
along the wall and had several dried white spots 
on the left side of the seat, the inside of both arm 
rests, and on the top of the left arm rest. There 
were several  brown spots on the foot rest.  NA-C 
verified the Broda chair looked dirty and said 
someone on nights used to go around and clean 
the chairs. NA-C volunteered that almost 
everyone's chair should be cleaned.

R50's wheelchair was observed on 2/28/22, at 
2:56 p.m. to have several white splatters on the 
wheels, and arm rests approximately 2 inches 
round. Several long, white streaks were observed 
on the side panels, both inside and outside of the 
wheelchair. A large dried, unidentified substance, 
was noted on the right brake and brake handle. 

On 3/3/22, at 8:10 a.m. R50's wheelchair was 
observed, unchanged from the above 
observation. 

Prevent recurrence: 
The policy and procedure for Wheelchair 
cleaning was reviewed and revised.
All staff will be re-educated on the policy. 

Ongoing Monitoring:
DON/Designee will audit 5 residents 
wheelchairs for cleanliness. 
- Daily X 1 week
- 5 times per week X 2 weeks
- 2 times per week X 2 weeks
- Weekly X 4 weeks
A Summary of audit results will be 
reviewed during the monthly QAPI 
meeting for the next 90 days for further 
recommendations.  
Date of compliance: 4/1/2022
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F 584 Continued From page 17 F 584

On 3/3/22, at 8:27 a.m. nursing assistant (NA)-H 
confirmed the appearance of R50's wheelchair.  
NA-H stated she was not aware if there was a 
schedule for wheelchair cleaning. Staff were to 
notify housekeeping when a wheelchair needed 
to be cleaned. 

On 3/3/22, at 8:59 a.m. registered nurse (RN)-C 
stated there was no one assigned to clean 
wheelchairs. However, if staff see it dirty, they are 
supposed to clean it. RN-C stated she did not 
know the last time R50's wheelchair had been 
cleaned. 

On 3/3/22, at 9:28 a.m. registered nurse (RN)-C 
stated the wheelchairs used to be cleaned on the 
night shift, however, the staff had not been able 
to clean wheelchairs. RN-C verified there was not 
a current procedure in place to clean wheelchairs. 
RN-C verified she expected staff to clean a 
wheelchair if it was brought to their attention.  
RN-C was not sure when the last time R10's 
wheelchair had been cleaned. 

On 3/3/22, at 9: 47 a.m. the maintenance director 
verified there was a wheelchair washer in the 
facility and the director of environmental services 
(EVS) was going to re-initiate a wheelchair 
washing procedure, however, there was not an 
active procedure in place. 

On 3/3/22, at 9:51 a.m. EVS stated the 
wheelchair washer needed to be repaired and 
had no records of wheelchairs being washed.

On 3/3/22, at 10:31 a.m. the nurse consultant 
(NC) verified wheelchairs should be cleaned 
regularly and he expected staff to clean a 
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F 584 Continued From page 18 F 584
wheelchair when it appeared dirty. 

The facility policy titled Wheelchair Washing, 
Preventative Maintenance and Repair dated 
3/3/06, directed nursing staff to wipe down 
wheelchairs as needed and to remove any food 
particles or spilled liquids. In addition the policy 
directed environmental staff to run the 
wheelchairs through the wheelchair washer on a 
scheduled, rotational basis, with one wings 
wheelchairs to be washed weekly. The policy 
directed environmental services to keep a log 
sheet of wheelchairs that were cleaned.

F 657 Care Plan Timing and Revision
CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must 
be-
(i) Developed within 7 days after completion of 
the comprehensive assessment.
(ii) Prepared by an interdisciplinary team, that 
includes but is not limited to--
(A) The attending physician.
(B) A registered nurse with responsibility for the 
resident.
(C) A nurse aide with responsibility for the 
resident.
(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of 
the resident and the resident's representative(s). 
An explanation must be included in a resident's 
medical record if the participation of the resident 
and their resident representative is determined 
not practicable for the development of the 
resident's care plan.
(F) Other appropriate staff or professionals in 
disciplines as determined by the resident's needs 

F 657 4/1/22
SS=D
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F 657 Continued From page 19 F 657
or as requested by the resident.
(iii)Reviewed and revised by the interdisciplinary 
team after each assessment, including both the 
comprehensive and quarterly review 
assessments.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to revise the care plan to 
include smoking resident for 2 of 4 residents 
(R362) who were identified as smokers.  

Findings include:

R362's Admission Record, printed 3/2/22, 
indicated the diagnoses of chronic respiratory 
failure and emphysema. R362's minimum data 
set (MDS) dated 2/16/22, identified R362 was 
cognitively intake and required extensive 
assistance with activities of daily living.   

R362's medical record and smoking assessment, 
dated 2/20/22, indicated R362 had the ability to 
smoke independently. 

During observation on 3/01/22, at 9:14 a.m. R362 
was smoking in the facility's designated smoking 
area. R362 was able to light, ash and dispose of 
the cigarette appropriately.

R362's care plan, dated 2/28/22, lacked 
documentation that R362 was a smoker.

During interview on 3/02/22, at 1:26 p.m. unit 
manager (RN)-A verified R362 was a current 
smoker and facility documentation lacked 
evidence that resident was a current smoker.  

A review of the facility policy, entitled: Care Plan - 

 Immediate Corrective Action:  
R362 s care plan was assessed and 
updated for accuracy
IDT immediately re-educated on the 
criteria for care planning and revision

Corrective Action as it applies to others:
Resident care plans will be audited and 
revised as needed. 
All residents who identified as smokers 
care plans were reviewed to ensure 
smoking safety interventions are being 
implemented. 

Prevent recurrence:
The policy and procedure for Care Plan   
Reviews and Conferences reviewed and 
remains current. 
Licensed Nurses re-educated on the 
Policy. 

Monitoring Mechanism: 
DON/Designee will audit the accuracy and 
time of 5 resident care plans
- Daily X 1 week
- 5 times per week X 2 weeks
- 2 times per week X 2 weeks
- Weekly X 4 weeks

Audit results will be reviewed at QAPI to 
determine the need to continued 
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F 657 Continued From page 20 F 657
Reviews and Conferences (revision dated of May 
2020) indicated: "The community will conduct a 
care plan review/conference at least quarterly, 
and as needed, that is interdisciplinary, provides 
an in-depth review of the resident's plan of care, 
and provides an opportunity for resident and 
resident representative and/or family 
discussion/input."

monitoring and compliance.   

Date of compliance: 4/1/2022

F 677 ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 
out activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene;
This REQUIREMENT  is not met as evidenced 
by:

F 677 4/4/22
SS=D

 Based on observation, interview and record 
review the facility failed to ensure nail care was 
provided to 1 of 4 residents (R35) whom were 
dependent upon staff for activities of daily living 
(ADL's).

Findings include: 

R35's quarterly Minimum Data Set (MDS) dated 
1/6/22, indicated R35 required assistance from 
another person for ADLs including personal 
hygiene. R35 was not able to communicate his 
needs. 

R35's face sheet, printed 3/2/22, noted diagnoses 
included neurological injury.

R35's care plan, undated, indicated R35 required 
assist from one staff for hygiene. 

On 3/2/22, at 11:08 a.m. R35 was observed to 

 Immediate Corrective Action:  
R35 s nails were trimmed, bath day 
audited for accuracy
IDT immediately re-educated on the Nail 
Care Policy 

Corrective action as it applies to others:
Residents will be audited, and nails will be 
trimmed as needed. 
All resident who were identified during 
audit nails were trimmed as allowed by 
resident. 

Prevent recurrence: 
The policy and procedure Nail Care 
reviewed and remains current. 
Nursing staff were re-educated on the Nail 
Care Policy 

Ongoing Monitoring:
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F 677 Continued From page 21 F 677
have 1/4-inch-long fingernails on both hands. 
Both hands had fingers wrapped around a 
washcloth. The fingernails on the third and fourth 
fingers of each hand were pressing on the palms 
of his hands. No redness was noted where the 
nails were pressing. 

On 3/2/22, at 1:33 p.m. nursing assistant (NA)-B 
stated fingernails were supposed to be trimmed 
on R35's bath day (Wednesday) and as needed. 
NA-B confirmed R35's fingernails were long and 
likely not trimmed on his last bath day (2/23/22). 
NA-B stated R35 does not resist nail care. 

On 3/2/22, at 1:45 p.m. registered nurse (RN)-A 
confirmed R35's nails were long and the nails on 
the third and fourth fingers of each hand, were 
pressing on the palms of his hands, and the 
length of R35's nails was more than a week's 
worth of growth. RN-A stated she expected nail 
care, including trimming, was done on the 
resident's bath day, and as needed. RN-A stated 
R35 was at risk for scratching himself with long 
nails and pressure injury because of the nails 
pressing into the palms of his hands. 

Facility policy, Nail Care, dated 4/1/08, indicated 
the procedure for nail care included fingernails 
are trimmed weekly during bathing or more often, 
if necessary.

DON/Designee will audit nail care of 5 
residents 
- Daily X 1 week
- 5 times per week X 2 weeks
- 2 times per week X 2 weeks
- Weekly X 4 weeks

Audit results will be reviewed at QAPI to 
determine the need to continued 
monitoring and compliance.   

Date of compliance: 4/4/2022

F 684 Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 

F 684 4/4/22
SS=D
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F 684 Continued From page 22 F 684
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure a skin tear was 
adequately monitored to ensure healing for 1 of 1 
residents (R92) reviewed for non-pressure skin 
issues. 

Findings include:

R92's quarterly Minimum Data Set (MDS), dated 
2/10/21, indicated cognition was moderately 
impaired with clear speech, was able to make 
self-understood to others, and required staff 
assistance with all activities of daily living (ADL).

A progress note dated 2/20/22, indicated a skin 
tear was identified on R92's left hand with the 
skin tear cleaned, skin closure strips applied and 
covered with a Mepilex dressing.

R92's Weekly Skin Check dated 2/21/22, did not 
indicate the skin tear.

R92's Weekly Skin Check dated 3/1/22, did not 
indicate the skin tear.

R92's medical record lacked additional 
assessments, monitoring, or treatments to the 
skin tear. 

During observations on 2/28/22, at 12:39 p.m. a 
Mepilex foam dressing with "2-20 BB" written on 
it, was observed on the top of R92's left hand. 
R92 stated that he had a skin tear on his left hand 

 Immediate Corrective Action:  
R92 s skin was assessed and 
documented for accuracy 
IDT immediately re-educated on Pressure 
Injury/Skin Integrity/Wound Management 
policy

Corrective action as it applies to others:
Residents with known wound care were 
assessed for accuracy of assessments.

Prevent recurrence: 
Policy for Pressure Injury/Skin 
Integrity/Wound Management reviewed 
and remains current. 
Licensed Nurses were re-educated on 
Pressure Injury/Skin Integrity/Wound 
Management policy

Ongoing Monitoring:
DON/Designee will audit TAR completion 
of 5 residents 
- Daily X 1 week
- 5 times per week X 2 weeks
- 2 times per week X 2 weeks
- Weekly X 4 weeks

Audit results will be reviewed at QAPI to 
determine the need to continued 
monitoring and compliance.   

Date of compliance: 4/4/2022
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F 684 Continued From page 23 F 684
from a fall.

On 3/2/22, at 7:24 a.m. a dressing with "2-20 BB" 
written on it, was observed on the top of R92's left 
hand. R92 stated, "They haven't looked at it in a 
while".

On 3/2/22, at 7:42 a.m. registered nurse manager 
(RN-B) stated the dressing covered a skin tear 
and the wound had not been assessed since 
2/20/22. RN-B stated he would have RN-E 
assess the area and change the dressing. 
Further, he would have the provider assess the 
wound during next visit.
 
On 3/2/22, at 7:55 a.m. RN-E entered R92's 
room, and with gloved hands removed the 
dressing leaving three skin closure strips in place. 
The skin tear measured approximately 4 cm x 1 
cm. The site had no redness, swelling or odor. 
RN-E cleaned the site with normal saline, 
performed hand hygiene, donned new gloves, 
applied a new dressing, and dated and initialed 
the dressing.

On 3/2/22, at 1:24 p.m. RN-B stated the skin tear 
should have been assessed daily, per facility 
protocol, until the provider assessed and provided 
wound care orders. RN-B stated the skin tear 
should have been monitored at least weekly to 
assess for infection.

The facility's Pressure Injury/Skin Integrity/Wound 
Management policy, revised 11/2016, indicated 
daily and/or routine ongoing documentation 
should be conducted by the licensed nurse 
related to the resident's skin condition and the 
resident's response to the care and treatment of 
the skin. This includes non-pressure wounds as 
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F 684 Continued From page 24 F 684
well.

F 689 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

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents.
This REQUIREMENT  is not met as evidenced 
by:

F 689 4/4/22
SS=D

 Based on interview and document review, the 
facility failed to comprehensively assess 
residents' risks for smoking independently for 1 of 
4 residents (R69) reviewed for safe smoking.  

Findings include:

R69's Admission Record, undated, indicated 
diagnoses of cognitive communication deficit, 
weakness and nicotine dependence. R69's 
admission minimum data set (MDS) dated 
2/07/22, identified R69 was moderately 
cognitively impaired and required limited 
assistance with toileting and dressing. In further 
review of R69's Admission MDS, section J1300 
indicated R69 was a smoker.

According to R69's Admission Record, undated, 
was admitted to the facility on 1/28/22, 30 days 
prior to survey. 

During observation and interview, on 2/28/22, at 
2:47 p.m. R69 had a pack of cigarettes laying on 
the bed next to him. R69 stated he smoked, and 

 Immediate Corrective Action:  
R69’s care plan was assessed and 
updated for accuracy 
IDT immediately re-educated on Free of 
Accident/Hazards/Supervision/Devices
IDT immediately was re-educated on 
Chris Jensen Health and Rehabilitations 
Smoking Policy

Corrective action as it applies to others:
All residents have been reviewed for the 
desire to participate in tobacco use
Residents who smoke or who have 
expressed a desire to smoke have had a 
new smoking assessment completed to 
determine their smoking needs.

Prevent recurrence: 
The Policy and procedure for Smoking 
has been reviewed and revised. 
The Policy and procedure for Free of 
Accident/Hazards/Supervision/Devices 
has been reviewed and remains current.
Nursing staff were re-educated on Free of 
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F 689 Continued From page 25 F 689
was going outside to the designated smoking 
area several times a day.   

In review of R69's medical record, both paper and 
electronic, R69's medical record lacked evidence 
resident had been comprehensively assessed to 
be able to smoke independently.

During interview on 3/02/22, at 1:26 p.m. unit 
manager (RN)-A verified R69 was a current 
smoker and stated the facility failed to assess 
R69 for independent smoking.

A review of the facility's policy, entitled: Smoking 
Policy, effective 1/06/22, indicated: Procedure 
section C - "Residents who smoke will be 
assessed by nursing for safety with smoking at 
the time of admission, quarterly, and with a 
change in condition. The Assessment will include 
physical, cognitive, mood, and behavior that may 
affect their ability to smoke without supervision."

Accident/Hazards/Supervision/Devices
Nursing staff were re-educated on Chris 
Jensen Health and Rehabilitations 
Smoking Policy

Ongoing Monitoring:
DON/Designee will audit safe smoking, 
accuracy of most recent smoking 
assessment on 5 residents 
- Daily X 1 week
- 5 times per week X 2 weeks
- 2 times per week X 2 weeks
- Weekly X 4 weeks

Audit results will be reviewed at QAPI to 
determine the need to continued 
monitoring and compliance.   

Date of compliance: 4/4/2022

F 880 Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
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.

§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: 

F 880 4/4/22
SS=D
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F 880 Continued From page 26 F 880
§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 §483.70(e) 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
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 
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identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens.  
Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection.  

§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview,  and document 
review, the facility failed to ensure proper hand 
hygiene and glove use practices were maintained 
for 1 of  3 residents (R34) observed during 
personal cares.  

Finding include: 

R34's Diagnoses List printed on 3/3/22, identified 
dementia, muscle weakness, spondylois without 
myelopathy or radiculopathy lumbar region 
(degenerative changes of the discs and vertebral 
bodies which may be associated with low back 
pain).

R34' quarterly Minimum Data Set (MDS) dated 
1/6/22, indicated R34 had severe cognitive 
impairment and required extensive assistance 
with activities of daily living (ADLs). 

On 3/2/22, at 7:04 a.m. nursing assistant (NA)-C 
entered R34's room to get her up for the day. 
NA-C put on a pair of gloves and asked R34 what 
she wanted to wear, picked out clothing placed 
the clothing at the head of the bed, pulled the 
privacy curtain and undid R34's brief. R34 was 

 Immediate Corrective Action:  
R34 s was assessed for any adverse 
effect following the deficient practice 
DON and DON reviewed and 
acknowledged hand hygiene, hand 
washing, and glove usage to ensure they 
meet CDC guidance and CMS 
requirements.   DPOC.
IDT was immediately re-educated on 
Hand Hygiene, Hand Washing and Glove 
Usage.

Corrective action as it applies to others:
Infection prevention applies to all 
residents. 

Prevent recurrence: 
Hand Hygiene, Hand Washing, and Glove 
Usage Policies and Procedures were 
reviewed and remained current. 
All departments were re-educated on 
Hand Hygiene, Hand Washing and Glove 
Usage.

Ongoing Monitoring:
DON/Designee will audit Hand Hygiene 

FORM CMS-2567(02-99) Previous Versions Obsolete 1UWU11Event ID: Facility ID: 00598 If continuation sheet Page  28 of 32



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  05/09/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245366 03/03/2022
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2501 RICE LAKE ROAD
CHRIS JENSEN HEALTH & REHABILITATION CENTER

DULUTH, MN  55811

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)
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incontinent of urine. NA-C washed R34 front and 
back, rolling her side to side while telling R34 
what she was doing, and using a new wipe for 
each area. NA-C finished getting R34 dressed 
with her soiled gloves told her she would be back 
with help to get her into her chair. NA-C then 
bagged up the linen and garbage wearing same 
soiled gloves. She took the linen and garbage to 
the shower room where she disposed of it in 
containers, and and then removed her soiled 
gloves. NA-C did not perform hand hygiene 
throughout the entire process. NA-C went to the 
desk and picked up her clip board. 

On 3/2/22, at 1:23 p.m. NA-C verified she had not 
performed any hand hygiene after performing 
cares for R34 and removing her gloves. 

On 3/3/221, at 9:25 a.m. registered nurse (RN)-C 
verified she expected staff to perform hand 
hygiene after removing gloves. 

On 3/3/21, at 10:29 a.m. the nurse consultant 
verified he expected staff to perform hand 
hygiene after removing gloves. 

The facility policy titled Hand Washing dated 
4/1/08, directed staff to wash their hands after 
each direct resident contact for which hand 
washing was indicated by accepted professional 
practice. Hand-washing was also conducted as 
per recommendations from the CDC guidelines. 
The policy did not address hand hygiene and 
glove use.

and Glove Usage on 5 staff members 
- Shiftly X 7 days
- Daily until 100% compliance is met. 

Audit results will be reviewed at QAPI to 
determine the need to continued 
monitoring and compliance.   

Re-submission for DPOC - attachments 
placed in for DPOC.

Date of compliance:4/4/2022

F 921 Safe/Functional/Sanitary/Comfortable Environ
CFR(s): 483.90(i)

§483.90(i) Other Environmental Conditions

F 921 4/4/22
SS=E
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The facility must provide a safe, functional, 
sanitary, and comfortable environment for 
residents, staff and the public.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review the facility failed to maintain clean and 
sanitary conditions in 3 of 3 refrigerators (Spruce, 
Cedar, Elm) on nursing units in which resident 
food was stored.  

Findings include: 

During an observation on 3/3/22, at 8:48 a.m. 
Spruce unit's refrigerator temperature log was not 
available. Registered nurse (RN)-A stated the 
refrigerator was used to store resident food and 
the night shift was responsible for recording 
temperatures. RN-A was not sure where the 
temperature log was located. The sign on the 
refrigerator titled Refrigerator Reminders, 
directed night nursing staff to clean the 
refrigerator every Wednesday night. 

Refrigerator temperature logs were requested for 
the past three months. The facility failed to 
provide evidence of monitoring refrigerator 
temperatures for Spruce; December  2021, 
January and February 2022,

During an observation on 3/3/22, at 8:53 a.m. 
Cedar unit's refrigerator had dried substances 
covering the bottom of the refrigerator. The 
refrigerator was used to store food for residents. 
There was a sign posted on the front of the 
refrigerator indicating nights were supposed to 
clean the refrigerator on Wednesday nights. 
RN-F verified the refrigerator was used to store 
resident food and not clean. She stated, "it 

 Immediate Corrective Action 
Not resident specific
IDT was immediately re-educated on 
Refrigerator temperature

Corrective action as it applies to others:
All residents can be affected by 
Safe/Functional/Sanitary/Comfortable 
Environment
All refrigerators were cleaned and 
reviewed for appropriate temperatures 
and assessed for cleanliness. 

Prevent recurrence: 
Policy and Procedure for Refrigeration 
Refrigerator Temperature was reviewed 
and revised. 
All departments were re-educated on 
Refrigerator temperature 
Foods will be consumed at appropriate 
temperatures in accordance with 
professional standards for food safety. 
Temperature logs on food refrigerators 
directs staff to call maintenance if 
refrigerator temperature is greater than 40 
degrees and freezer is above 0 degrees. 

Ongoing Monitoring:
DON/Designee will audit Refrigerator 
temperatures 
- Daily X 1 week
- 5 times per week X 2 weeks
- 2 times per week X 2 weeks
- Weekly X 4 weeks
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doesn't look like anyone cleaned it." RN-F was 
not able to locate a thermometer in the 
refrigerator or any temperature logs for the 
refrigerator. The sign on the refrigerator titled 
Refrigerator Reminders, directed night nursing 
staff to clean the refrigerator every Wednesday 
night. 

Refrigerator temperature logs were requested for 
the past three months. The Cedar unit's January 
refrigerator log had three temperatures recorded, 
all were above 41 degrees Fahrenheit (F).
However, the facility was unable to provide 
evidence of monitoring refrigerator temperatures 
for December 2021, or February 2022. 

On 3/3/22, at 9:06 a.m. on the Elm nursing unit, 
the refrigerator temperature reading was 46 
degrees F. RN-B verified the refrigerator was 
used to store food for residents. RN-B verified the 
temperature was too warm and something 
needed to be done about it. RN-B verified the 
refrigerator was too crowded. In the freezer there 
was a dried sticky substance, covering the front 
of the freezer floor. RN-B verified the freezer 
looked like it needed to be cleaned. The sign on 
the refrigerator titled Refrigerator Reminders, 
directed night nursing staff to clean the 
refrigerator every Wednesday night. 

Refrigerator temperature logs were requested for 
the past three months. The Elm unit's March 
refrigerator log had three temperatures recorded, 
all were below 41 degrees F. However, the facility 
was unable to provide monitoring of refrigerator 
temperatures for December 2021, or January 
2022. 

Refrigerator temperature logs sheets included 

Audit results will be reviewed at QAPI to 
determine the need to continued 
monitoring and compliance.   

Date of compliance: 4/4/2022
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direction of "Temperature for medication 
refrigerator should be between 36 degrees F and 
46 degrees F, all others should be 40 degrees F 
or below. If temperature is not adequate, adjust  
or notify appropriate individuals for repair, and 
remove contents to another refrigerator for 
storage." 

On 3/3/22, at 10:33 a.m. the nurse consultant 
verified refrigerators with resident food needed to 
have the temperatures monitored, needed to be 
kept clean, and if temperatures were out of range 
staff should contact maintenance and follow the 
policy. 

The facility policy, not titled or dated, indicated 
refrigerator temperatures needed to be under 40 
degrees F. The policy further indicated 
temperatures should be checked and logged 
daily. In addition the policy directed staff to not 
crowd items in the refrigerator for air circulation.
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Notice of Bed Hold Policy Before/Upon Trnsfr
CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a nursing facility transfers a resident to a hospital or the resident 
goes on therapeutic leave, the nursing facility must provide written information to the resident or resident 
representative that specifies-
(i) The duration of the state bed-hold policy, if any, during which the resident is permitted to return and 
resume residence in the nursing facility;
(ii) The reserve bed payment policy in the state plan, under § 447.40 of this chapter, if any;
(iii) The nursing facility's policies regarding bed-hold periods, which must be consistent with paragraph (e)
(1) of this section, permitting a resident to return; and
(iv) The information specified in paragraph (e)(1) of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At the time of transfer of a resident for hospitalization or 
therapeutic leave, a nursing facility must provide to the resident and the resident representative written notice 
which specifies the duration of the bed-hold policy described in paragraph (d)(1) of this section.
This REQUIREMENT  is not met as evidenced by:

 F 625

Based on interview and document review, the facility failed to provide the resident or their representative a 
written bed hold notice for 2 of 2 residents (R54, R79) reviewed for hospitalization.  

Finding include:

R54's Diagnosis Report printed on 3/3/22, indicated diagnoses of chronic respiratory failure with hypoxia 
(low oxygen saturations), Parkinson's disease (a disorder of the central nervous system that affects movement, 
often including tremors), dementia, chronic diastolic heart failure (a condition in which the heart does not 
pump blood effectively), and muscle weakness. 

On 3/1/22, at 3:24 p.m. R54 was observed being transported to the hospital by Mayo ambulance service. 

On 3/2/22, at 8:48 a.m. registered nurse (RN)-C stated she forgot to complete a bed hold on 3/1/22, when R54 
went to the hospital. RN-C verified R4 had also had an unplanned hospitalization on 1/27/22. RN-C looked 
for evidence of a bed hold being completed on 1/27/22, but was unable to find one. RN-C stated R54 was a 
long term resident and it was assumed she would want to come back. RN-C stated she was going to complete 
a bed hold for R54 for the transfer on 3/1/22.  

R79's Minimum Data Set (MDS), dated 11/18/21, indicated diagnoses included anemia, hyponatremia, and 
viral hepatitis. MDS was completed on 1/10/22 indicating R79 had an unplanned discharge from the facility 
but was expected to return. On 1/13/22 an entrance MDS was completed. 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other safeguards provide sufficient 
protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days following the date of survey whether or not a plan of correction is provided.  
For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of 

The above isolated deficiencies pose no actual harm to the residents
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 F 625 Continued From Page 1

R79's progress note, 1/10/22 at 1:09 p.m. noted an order was received to send R79 to the hospital for 
evaluation related to lab results. 

R79's progress notes dated 1/9/22-1/12/22 and clinical record lacked evidence that either R79 or R79's 
representative was informed of the bed hold policy at the time of transfer. 

On 3/3/22, at 10:30 a.m. the nurse consultant verified he would have expected staff to complete the bed hold 
process. 

On 3/1/22, at 1:24 p.m. the Administrator stated she expected the nurse transferring the resident to complete 
the bed hold form or get verbal consent.

The facility policy Bed Hold and Re-Admission dated 5/2020, directed staff before a resident was transferred 
or placed on a therapeutic leave, written notification was provided to the resident, and/or resident 
representative.

031099
If continuation sheet  2 of 21UWU11Event ID:






















































































	1 948 pc
	2 origcert pcr
	3 origpcrliclet
	4 origcertlet
	5 orighealth2567
	6 2567a
	7 k 2567
	8 origliclet
	9 2000 origlic2567

