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E0000 Initial Comments E0000

On 5/11/26 to 5/14/26, 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 5/11/26 to 5/14/26, 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:
H52712062C (2691722), H52712059C (2808204),
H52712057C (2967913), H52712060C (2805388). NO
deficiencies were cited.

The following complaints were reviewed:
H52712056C (2990966) with a deficiency cited at
F550.

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.
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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 reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Food Procurement,Store/Prepare/Serve-Sanitary

CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.

The facility must -

ID
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TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0812 This Plan of Correction constitutes the facility's
allegation of compliance. Submission of this Plan of
Correction does not constitute an admission by the
facility that the findings alleged are accurate or that
the deficiencies cited constitute noncompliance. The
facility submits this Plan of Correction
to demonstrate its good-faith effort to comply
with all applicable requirements.

§483.60(i)(1) - Procure food from sources approved
or considered satisfactory by federal, state or local
authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State and
local laws or regulations.

(ii) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable safe
growing and food-handling practices.

(iii) This provision does not preclude residents from
consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and serve
food in accordance with professional standards for
food service safety.

An audit of all kitchen refrigeration and freezer units
was completed by the Dietary Manager or designee
to identify expired, unlabeled, improperly stored,
uncovered, or potentially contaminated food items.

Because all residents consume food prepared by the
dietary department, all residents had the potential to
be affected by this deficient practice.

The Dietary Manager, Food Service Director, or
designee provided re-education to all dietary staff
regarding: Food labeling and dating requirements,
proper storage, Identification and disposal of expired
or potentially contaminated food items, Prevention of
cross-contamination, and Requirements for keeping
food covered and properly contained.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document
review, the facility failed to take appropriate steps to
ensure raw meat items were stored and discarded in
a timely manner to reduce the risk of cross
contamination and potential food born illness in 1 of
1 walk- in refrigerators used in the main production
kitchen. In addition, the facility failed to ensure
frozen food items were stored in a clean area and in
a manner to reduce the risk of cross contamination
and potential foodborne illness in 1 of 1 walk-in
freezers in the main production kitchen. This had the
potential to affect all residents who consumed food
from the kitchen. Furthermore, the facility failed to
ensure the unit refrigerator on 1 of 6 units was kept
clean to reduce the risk of cross contamination and
potential food born illness.

The Dietary Manager or designee will conduct
random audits of kitchen refrigerators and freezers
for two weeks and the once monthly there after.
Audit results will be reviewed through the facility's
Quality Assurance and Performance Improvement
(QAPI) program.

Findings include:

On 5/11/26 at 10:26 a.m., an initial kitchen tout was
completed with dietary manager (MGR)-D. A single
walk-in refrigerator was in use, opened and
inspected. The unit contained metal shelving racks
which had 4 shelves. On the second shelf from the
bottom was a large metal tray that contained 6

(X5)
COMPLETION

DATE

07/10/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22DFF0-H1 Facility ID: 00096 If continuation sheet Page 2 of 68



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245271

NAME OF PROVIDER OR SUPPLIER

Providence Place

PRINTED: 06/25/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

05/14/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

3720 23RD AVENUE SOUTH , MINNEAPOLIS, Minnesota, 55407

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

F0812
SS = F

Continued from page 2
undated and unlabeled packages of meat which
appeared to be in the original packing. On the same
tray was a package of raw meat wrapped in clear
plastic dated 4/2/26 which had a brown colored
liquid substance coming from the bottom of the
clear plastic that was touching the
undated/unlabeled sealed packages of meat. Upon
inspection, MGD-D stated the raw meat in clear
plastic dated 4/2/26 should be thrown away. MGR-D
dated the 6 undated/unlabeled packages of meat,
and indicated it was hamburger that had come in
last week on delivery. The shelf above (second shelf
down from the top) contained a chunk of turkey that
was wrapped in a clear plastic sitting directly on the
metal shelving rack. It had a sticker dated 4/16 and
use by 4/21. MGR-D stated this was left over from
when the turkey was cooked and was going to be
sliced and served. MGR-D stated the date must be
wrong and planned on using it. MGR-D stated that
once a week, on Monday mornings, she went
through the fridges to ensure there was no expired
food in the fridges and stated she must have missed
the items above.

F0812

Continuing the initial kitchen tour, a single walk-in
freezer was in use, opened and inspected. The unit
contained metal shelving with a prepackaged wild
brown rice and chicken soup. Upon inspection, the
soup was noted to have visible ice on the top of the
soup. MGR-D stated the facility would use the soup
but since surveyor was asking about it, was going to
throw it out. MGR-D stated air must have gotten into
the prepackaged container. Another shelf contained
an opened carboard box that had a plastic bag
labeled “personal belongings” sitting on top. Inside
the plastic bag was a gray plastic tub with 2
packages of brats. Neither the bag nor the packages
of brats were labeled with a name. The cardboard
box contained 4 bags of unopened egg noodles. The
eggs noodles appeared to have ice buildup and frost
inside the packaging. MGR-D stated the brats inside
the “personal belongings” bag must be staff food
that was put in the freezer. MGR-D stated staff was
able to store food in the freezer as long as it was
labeled and stated since the food wasn’t labeled it
shouldn’t be in the freezer. MGR-D stated air must
have gotten inside the egg noodle bags at some
point and stated it appeared as though the egg
noodles have “frost” on them. Under the shelves in
the freezer appeared to have food build up. MGR-D
stated the freezer should be cleaned daily which
would include underneath the shelving units.

During an observation and interview on 5/11/26 at
5:14 p.m., nursing assistant (NA)-I stated the unit
fridge was for resident food. During inspection of
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the unit fridge, an open, labeled and uncovered can
of monster (energy drink) was noted. NA-I stated the
can should be covered. There were two undated
pitchers of juices on the bottom shelf of the fridge
which NA-A stated were just put in the fridge for
supper. NA-I stated it was kitchen staff’s
responsibility to clean the unit fridges. NA-I verified
the drawers at the bottom of the fridge and the
bottom of the fridge itself had a red colored liquid
substance in them.

F0812

During an interview on 5/14/26 at 1:22 p.m., MGR-D
stated it was dietary staff’s responsibility to inspect
and clean the unit refrigerators daily on the floors.

A facility policy titled Food Safety Requirements,
dated 4/1/26, was provided. The document included
the following: “Food will also be stored, prepared,
distributed and served in accordance with
professional standards for food service safety,” and
“storage of food in a manner that helps prevent
deterioration or contamination of the food, including
from growth of microorganisms.” Additionally,

“Refrigerated storage – foods that require
refrigeration shall be refrigerated immediately upon
receipt or placed in freezer, whichever is applicable.
Practices to maintain safe refrigerated storage
include:

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0576
SS = E

Monitoring food temperatures and functioning of the
refrigeration equipment daily and at routine intervals
during all hours of operation;

Placing hot food in containers (e.g., shallow pans)
that permit the food to cool rapidly;

Separating raw foods (e.g., beef, fish, lamb, pork,
and poultry) from each other and storing raw meats
on shelves below fruits, vegetables or other
ready-to-eat foods so that meat juices do not drip
onto these foods;

Labeling, dating, and monitoring refrigerated food,
including, but not limited to leftovers, so it is used
by its use-by date, or frozen (where
applicable)/discarded; and

Keeping foods covered or in tight containers.”

Right to Forms of Communication w/ Privacy

CFR(s): 483.10(g)(6)-(9)

§483.10(g)(6) The resident has the right to have

F0576 The facility acknowledges receipt of the Statement of
Deficiencies and submits this Plan of Correction as
its allegation of compliance. Submission of this Plan
of Correction does not constitute an admission of
the alleged deficiency or conclusions set forth in the
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Continued from page 4
reasonable access to the use of a telephone,
including TTY and TDD services, and a place in the
facility where calls can be made without being
overheard. This includes the right to retain and use
a cellular phone at the resident's own expense.

§483.10(g)(7) The facility must protect and facilitate
that resident's right to communicate with individuals
and entities within and external to the facility,
including reasonable access to:

(i) A telephone, including TTY and TDD services;

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
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F0576 Continued from page 4
survey report. The facility's Plan of Correction is
prepared and executed because it is required by
state and federal regulations.

Residents R65, R82, R51, and R128 were interviewed
by facility management regarding their concerns with
mail delivery. The facility immediately implemented a
process to ensure all resident mail, including mail
received on Saturdays, is delivered to residents on
the same day it is received by the facility whenever
possible.

(ii) The internet, to the extent available to the
facility; and

(iii) Stationery, postage, writing implements and the
ability to send mail.

§483.10(g)(8) The resident has the right to send and
receive mail, and to receive letters, packages and
other materials delivered to the facility for the
resident through a means other than a postal
service, including the right to:

A designated staff member was assigned
responsibility for weekend mail distribution. All mail
received on Saturdays

All residents residing in the facility have the
potential to be affected by this deficient practice.

An audit of the facility's mail distribution process
was completed to determine whether any resident
mail remained undelivered. Any identified mail was
delivered immediately.

(i) Privacy of such communications consistent with
this section; and

(ii) Access to stationery, postage, and writing
implements at the resident's own expense.

Community of life department was educated on
resident rights regarding mail delivery and the
facility's revised mail distribution process.
Education included the requirement for timely mail
delivery and staff responsibilities for ensuring
compliance.

§483.10(g)(9) The resident has the right to have
reasonable access to and privacy in their use of
electronic communications such as email and video
communications and for internet research.

(i) If the access is available to the facility

(ii) At the resident's expense, if any additional
expense is incurred by the facility to provide such
access to the resident.

(iii) Such use must comply with State and Federal
law.

The Administrator or designee will conduct audits of
the mail distribution log and resident mail delivery
process the following Monday to ensure that mail
was delivered throughout the weekend. Audits will
be conducted for 3 weeks and then once monthly for
one months. Results of the audits will be reviewed
at the facility's Quality Assurance and Performance
Improvement (QAPI) Committee meetings. Any
identified concerns will be addressed promptly
through corrective action, additional staff education,
and ongoing monitoring as needed.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to ensure resident mail was delivered to
residents on Saturdays for 4 of 4 residents (R65,
R82, R51, R128) who voiced concerns with mail
delivery during Resident Council. This had the
potential to affect all residents residing in the
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Continued from page 5
facility.

F0576

Findings include:On 5/13/26 at 10:59 a.m., a
Resident Council meeting was held with four
residents from varied areas of the facility. R82, and
R51 stated mail was not delivered to residents on
Saturdays. This was confirmed by R128, and R65.
R65 indicated mail delivered by the post office on
Saturdays was not delivered by any staff until
Monday.

During interview on 5/13/26 at 2:01 p.m., director of
nursing (DON) stated the mail was sorted when it
came into the building and should be delivered on
the same day by facility staff. DON stated it was the
responsibility of all staff to ensure residents received
their mail and stated it was a resident right to have
their mail delivered in a timely manner. DON stated
her expectation was for mail to be delivered to
residents on the same day it arrived at the facility.
DON could not identify a specific staff member to
oversee mail delivery.

During interview on 5/13/26 at 2:37 p.m.,
Administrator (Admin) stated it was the responsibility
of all staff working in the building to deliver mail to
residents, including mail delivery on the weekends.
Admin stated the facility received a high volume of
resident mail throughout the week and it was his
expectation mail would be delivered to the residents
the same day it was delivered to the facility.

A policy was requested but not provided.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0757
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Drug Regimen is Free from Unnecessary Drugs

CFR(s): 483.45(d)(1)-(6)

§483.45(d) Unnecessary Drugs-General.

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used-

§483.45(d)(1) In excessive dose (including duplicate
drug therapy); or

§483.45(d)(2) For excessive duration; or

§483.45(d)(3) Without adequate monitoring; or

§483.45(d)(4) Without adequate indications for its

F0757 Preparation and/or execution of this Plan of
Correction does not constitute admission or
agreement by the facility of the truth of the facts
alleged or conclusions set forth in the statement of
deficiencies. This Plan of Correction is prepared and
executed solely because it is required by state and
federal regulations.

Residents R2, R15, R23, and R155 were reviewed by
the interdisciplinary team, including nursing and the
attending provider, to evaluate current pain
management interventions. Care plans were updated
to include individualized, resident-specific
non-pharmacological pain interventions, resident
preferences, and documentation requirements.
Nursing staff were educated to offer, attempt when
appropriate, and document non-pharmacological
interventions prior to or in conjunction with PRN
pain medication administration according to resident
condition, preferences, and clinical appropriateness.
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Continued from page 6
use; or

§483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or

ID
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F0757 Continued from page 6
Resident R118's medication regimen was reviewed
by the attending provider. The Nystatin powder order
was evaluated for continued clinical necessity and
discontinued in accordance with the provider's
determination. The resident's skin condition was
assessed and documented.

§483.45(d)(6) Any combinations of the reasons stated
in paragraphs (d)(1) through (5) of this section.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, and document review, the
facility failed to ensure non-pharmacological
interventions were attempted and recorded prior to
the administration of as-needed (PRN)
narcotic/opioid and non-narcotic medication to help
facilitate person-centered care planning and reduce
the risk of complication (i.e., constipation, sedation)
for 4 of 4 residents (R2, R15, R23, R155) reviewed for
pain. In addition, the facility failed to ensure a
scheduled antifungal medication was, as applicable,
evaluated for the appropriateness of its continued
use and stopped per the provider order for 1 of 5
residents (R118) reviewed for unnecessary
medications.

Findings include:

An audit of all current residents receiving PRN pain
medications was completed to verify and
Non-pharmacological interventions and resident
preferences are documented as well as Residents
receiving antifungal medications have appropriate
indications, duration, monitoring, and stop dates
when ordered. Any identified concerns were
immediately addressed through physician
notification, care plan revision, medication order
clarification, and staff re-education as appropriate.

The facility revised its PRN medication and pain
management order to require documentation of
resident-specific non-pharmacological interventions
offered, attempted, refused, contraindicated, or
determined clinically inappropriate prior to or in
conjunction with PRN pain medication
administration.

Education was provided to all licensed nurses for
the use and documentation of non-pharmacological
pain interventions as well as anti fungles.

R2

R2’s admission Minimum Data Set (MDS)
assessment dated 2/23/26, identified R2 had intact
cognition without hallucinations or delusions present
and no behaviors, or rejection of care. In addition,
the MDS outlined R2 received both scheduled and
PRN pain medications during the review and did
receive any non-medication intervention for pain.
Further, R2 indicated they had occasional pain which
they rated at six (6) out of 10 (10 being the worst
possible).

The Director of Nursing, Assistant Director of
Nursing, or designee will conduct random audits for
two weeks and then once for one month following.

Results of audits will be reported to the Quality
Assurance and Performance Improvement (QAPI)
Committee monthly for review, analysis, and
additional corrective action as necessary. Monitoring
will continue until sustained compliance is achieved.

R2’s care plan, printed 5/13/26, identified R2 had
chronic pain with need for medication management
with a list goal of “will voice/display level of
comfort acceptable to the resident through the
review date.” The care plan listed interventions to
help R2 meet this goal which included, “opioid side
effect monitoring: Monitor resident for any of the
following: Tolerance level (is med still effective in
managing pain?), is resident displaying signs of
physical dependence that may cause symptoms of
withdrawal when the med is stopped, held, or
missed? Increased sensitivity to pain, constipation,
nausea, vomiting, dry mouth, Sleepiness, dizziness,
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Continued from page 7
and/or confusion, depression, Itching and sweating.
Document any positive indications or areas of
concern and update MD,” and “Observe/document
verbal and non-verbal s/sx of pain: Resident
reports pain, Weight changes, protective behavior,
guarding behavior, facial mask, irritability,
self-focusing, restlessness, depression, Atrophy of
involved muscle group, Changes in sleep pattern,
Fatigue, Fear of re-injury, Reduced interaction with
people, Altered ability to continue previous activities,
Sympathetic mediated responses (e.g., temperature,
cold, changes of body position, hypersensitivity),
Anorexia.”

F0757

The care plan lacked evidence of identifying
resident-specific non-pharmacological interventions
that had been attempted, what interventions were
effective, should be offered, or which interventions
were ineffective for R2’s pain management.

On 5/11/26 at 2:42 p.m., R2 was observed seated in
her wheelchair. R2 stated she had left shoulder pain
for which she took Tylenol (acetaminophen). R2
stated staff did not offer any non-pharmacological
interventions (i.e., ice, heat or massage) and stated it
would be nice if they did as it would be helpful.

R2’s May Medication and Treatment Administration
Record (MAR/TAR) for 5/1/26 to 5/13/26 was
reviewed and identified the following relevant
information:

- acetaminophen 325 milligram (mg) tablet – give 3
tablets (975 mg) by mouth as needed 4 times a day
for mild pain. Do Not Exceed 4,000 mg in 24 Hours
with a start date of 2/17/26 which had been
administered twice. Both administrations were
marked with “U” which indicated 'unknown'
effectiveness. All administrations were documented
with a pain scale. There was no documentation with
administration of a nonpharmacological intervention
being offered prior to administration.

The MAR/TAR lacked any orders or documentation
for nonpharmacological interventions offered or
attempted prior to administration of PRN medication
administrated for pain.

R2’s progress notes, dated 5/1/26 to 5/13/26, were
reviewed. Progress notes lacked evidence of
nonpharmacological interventions being offered or
attempted prior to administration of PRN pain
medication.

R2's medical record was reviewed and lacked
evidence of what, if any, non-pharmacological
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interventions were offered or attempted prior to the
administration of the PRN pain medication all the
administered doses from 5/1/26 to 5/13/26.

F0757

R15

R15’s quarterly Minimum Data Set (MDS) assessment
dated 3/17/26, identified R15’s short term or
long-term memory were both marked as “memory
ok” after staff assessment of mental status was
completed. In addition, the MDS outlined R15
received both scheduled and non-medication
interventions for pain during the review; however,
did not receive any PRN pain medication. Further,
R15 indicated they had frequent pain which they
rated at 4 out of 10.

R15’s care plan, printed 5/13/26, identified R15 had
actual/potential for acute and chronic pain with need
for medication management related to fibromyalgia,
PCV, osteoarthritis, gout, plantar fascial,
fibromatosis, RLS with a list goal of “will not have
an interruption in normal activities due to pain
through the review date.” The care plan listed
interventions to help R15 meet this goal which
included, “notify medical practitioner if interventions
are unsuccessful or if current compliant is a
significant change from past experience of pain,”
and “provide analgesia as ordered,
observe/document for side effects and
effectiveness.” Additionally, the care plan identified
R15 had a terminal prognosis requiring hospice
involvement/palliative care for cancer/end stage
disease process with a list goal of “comfort will be
maintained through the review date.” Listed
interventions included: “Observe closely for
non-verbal indicators of pain. Administer analgesics
as ordered. Monitor for side effects of medication
and breakthrough pain. Notify medical practitioner if
side effects of pain management pain ineffective,”
and “offer comfort alternatives such as music of
choice, aroma therapy, soft lighting, other.”

On 5/11/26 at 12:47 p.m., R15 was observed lying in
bed and stated she couldn’t talk due to being in so
much pain.

On 5/12/26 at 10:21 a.m., R15 was observed lying in
bed moaning.

R15’s May Medication and Treatment Administration
Record (MAR/TAR) for 5/1/26 to 5/13/26 was
reviewed and identified the following relevant
information:
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-oxycodone (opioid pain medication) 10 mg- give 10
mg by mouth every 4 hours as needed for pain and
shortness of breath with a start date of 4/28/26
which had been administered 14 times. Three
administrations were marked with an “I” which
indicated ineffective and 5 with an “U” which
indicated unknown per follow-up code guide. 6
administrations were documented with an “e”
indicated effective. All administrations were
documented with pain scale. There was no
documentation with administration of a
nonpharmacological intervention being offered prior
to administration.

F0757

The MAR/TAR lacked any orders or documentation
for nonpharmacological interventions offered or
attempted prior to administration of PRN medication
administrated for pain.

R15’s progress notes, dated 5/1/26 to 5/13/26,
were reviewed. Progress notes lacked evidence of
nonpharmacological interventions being offered or
attempted prior to administration of PRN pain
medication.

R15's medical record was reviewed and lacked
evidence of what, if any, non-pharmacological
interventions were offered or attempted prior to the
administration of the PRN pain medication all the
administered doses from 5/1/26 to 5/13/26.

On 5/11/26 at 12:52 p.m., trained medication aid
(TMA)-A stated that R15 was in constant pain and
was going to visit with R15.

R23

R23’s admission MDS assessment dated 4/17/26,
identified R23 had intact cognition with no
hallucinations, delusions, verbal or physical
behaviors. In addition, the MDS outlined R23
received both scheduled and PRN pain medications
during the review; however, did not receive any
non-medication intervention for pain. Further, R23
indicated they had almost constant pain which they
rated at 10 out of 10.

R23’s care plan, printed 5/13/26, identified R23 had
actual chronic and acute pain with needs for
medication management related to chronic lower
extremity pain and acute pain due to wounds with a
list goal of “will voice/display a level of comfort
acceptable to the resident through the review date.”
The care plan listed interventions to help R23 meet
this goal which included: observe for potential side
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effects and report to medical practitioner; opioid
side effect monitoring: tolerance level, physical
dependence, increased sensitivity to pain, document
any positive indications and update MD;
“Observe/document pain characteristics PRN:
Quality (e.g., sharp, burning), Severity (1 to 10 scale),
Anatomical location, Onset, Duration (e.g.,
continuous, intermittent), Aggravating factors,
Relieving factors;” observe/document verbal and
non-verbal signs and symptoms of pain; notify
medical practitioner if interventions are unsuccessful
of if current complain is a significant change from
past experience of pain; and provide analgesia as
ordered.

F0757

The care plan lacked evidence of identifying
resident-specific non-pharmacological interventions
that had been attempted, what interventions were
effective, should be offered, or what interventions
were ineffective for R23’s pain management.

On 5/11/26 at 3:17 p.m., R23 stated she has chronic
pain which she felt had not been managed well by
the facility as she stated they made changes to her
pain medication without talking with her. R23 stated
they had not offered any sort of
non-pharmacological interventions to help manage
her pain, which might be helpful at times.

During an observation and interview on 5/11/26 at
5:25 p.m., R23 was in the dining room telling staff
that she was in pain and stated staff weren’t doing
anything about it.

R23’s May Medication and Treatment Administration
Record (MAR/TAR) for 5/1/26 to 5/12/26 was
reviewed and identified the following relevant
information:

-acetaminophen 500 mg tablet – give 1000 mg by
mouth every 6 hours as needed for mild-moderate
pain with max dose of 4000g in 24 hours with a start
date of 4/11/26 and end date of 5/11/26 and
restarted 5/11/26 which had been administered one
time. The administration was marked with “e”
indicating effective and was documented with a pain
scale. There was no documentation with
administration of a nonpharmacological intervention
being offered prior to administration.

-hydromorphone (opioid pain medication) 2 mg
tablet – give 2 mg by mouth as needed for severe
chronic pain as needed three times a day with a
start date of 4/29/26 ending 5/11/26 which had
been administered 18 times. Two administrations
were marked with an “I” which indicated ineffective
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and four with an “U” which indicated unknown per
follow-up code guide. The remaining 12
administrations were documented with an “e”
indicated effective. All administrations were
documented with pain scale. There was no
documentation with administration of a
nonpharmacological intervention being offered prior
to administration.

F0757

-hydromorphone 2 mg table – give 2 mg by mouth
as needed for severe breakthrough pain max 3 times
a day, at least 4 hours between doses, consider
giving a doze 30-40 minutes prior to dressing
change. Hold for RR (respiration rate) less than 10,
sedation, confusion with a start date of 5/11/26
which had been administered 4 times. All
administrations had a pain scale. There was no
documentation with administration of a
nonpharmacological intervention being offered prior
to administration.

The MAR/TAR lacked orders or documentation for
nonpharmacological interventions offered or
attempted prior to administration of PRN medication
administrated for pain.

R23’s progress notes, dated 5/1/26 to 5/12/26,
were reviewed. Progress notes lacked evidence of
nonpharmacological interventions being offered or
attempted prior to administration of PRN pain
medication.

R23's medical record was reviewed and lacked
evidence of what, if any, non-pharmacological
interventions were offered or attempted prior to the
administration of the PRN pain medication all the
administered doses from 5/1/26 to 5/12/26.

R155

R155’s quarterly Minimum Data Set (MDS)
assessment dated 3/26/26, identified R155 had
moderately impaired cognition, no hallucinations,
delusions, behaviors or rejection of care. In addition,
the MDS outlined R155 received both scheduled pain
medications during the review; however, did not
receive any PRN pain medication or non-medication
interventions for pain.

R155’s care plan, printed 5/13/26, identified R155
had actual chronic pain with need for medication
management with a list goal of “will voice/display a
level of comfort acceptable to the resident through
the review date.” The care plan listed interventions
to help R155 meet this goal which included, “Offer
non-pharmacological interventions for pain relief
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such as music, repositioning, massage, integrative
therapies and observe for effectiveness,” and
“provide analgesia as ordered. Observe/document
for side effects and effectiveness.”

F0757

On 5/11/26 at 12:30 p.m., R155 was observed laying
in bed. R155 stated it was not a good day but did
not elaborate. R155 was observed attempting to feed
himself lunch.

R155’s May Medication and Treatment
Administration Record (MAR/TAR) for 5/1/26 to
5/14/26 was reviewed and identified the following
relevant information:

-hydromorphone 2 mg tablet – give 2 mg by mouth
every 4 hours as needed for pain with a start date of
11/26/25 which had been administered 2 times. Both
administrations were marked with an “e” indicating
effective. Both administrations were documented
with a pain scale. There was no documentation with
administration of a nonpharmacological intervention
being offered prior to administration.

The MAR/TAR lacked any orders or documentation
for nonpharmacological interventions offered or
attempted prior to administration of PRN medication
administrated for pain.

R155’s progress notes, dated 5/1/26 to 5/14/26,
were reviewed. Progress notes lacked evidence of
nonpharmacological interventions being offered or
attempted prior to administration of PRN pain
medication.

R155's medical record was reviewed and lacked
evidence of what, if any, non-pharmacological
interventions were offered or attempted prior to the
administration of the PRN narcotic medication all the
administered doses from 5/1/26 to 5/14/26.

On 5/13/26 at 9:57 a.m., nursing assistant (NA)-H
stated if a resident complained of pain, they notified
the nurse or TMA (trained medication aid) right away.
NA-H stated they did not offer any interventions.

On 5/13/26 at 12:03 p.m., trained medication aid
(TMA)-A stated if a resident reported pain, they
notified the nurse and administered a PRN
medication. TMA-A stated if a resident asked for an
ice pack or other nonpharmacological interventions
then they would provide it but did not offer them
unless requested.

On 5/13/26 at 12:21 p.m., licensed practical nurse
(LPN)-B stated they should be offering and
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Continued from page 13
documenting non-pharmacological interventions
prior to administering PRN pain medications. LPN-B
stated if any non-pharmacological interventions were
offered, they would be in the progress notes.

F0757

On 5/14/26 at 10:07 a.m., assistant director of
nursing (ADON)-A stated the expectation was that
non-pharmacological interventions would be offered
prior to any PRN medication administration and
documented in the progress notes as the medication
notes are linked to the progress notes. ADON-A
stated it was important to offer non-pharmacological
interventions prior to PRN administration as want to
reduce medications whenever able.

On 5/14/26 at 11:37 a.m., ADON-A stated she had
reviewed R2, R15, R23 and R155’s electronic
medication records and paper records. ADON-A
verified the PRN administered above for R2, R15,
R23 and R155 and verified there were no
documented non-pharmacological interventions
offered with PRN pain medication administrations.

On 5/14/26 at 12:56 p.m., director of nursing (DON)
stated it would be on a case-by-case basis whether
a resident would be offered non-pharmacological
interventions prior to PRN pain medications as it
was a resident’s choice. DON stated (R2), (R23) and
(R155) don’t like non-pharmacological interventions
and (R15) was on hospice. DON stated she would
follow up. No additional information was provided.

A facility policy titled PRN medications, dated
4/1/26, was provided. The policy does not
specifically address non-pharmacological
interventions and PRN pain medications.

R118

R118’s quarterly Minimum Data Set (MDS) dated
5/8/26, indicated R118 had intact cognition and was
diagnosed with respiratory failure and debility. The
MDS indicated R118 was independent with most
activities of daily living (ADLs).

R118’s Physician’s order form dated 3/9/26,
indicated R118 was to use Nystatin powder to the
groin daily for a duration of 14 days.

R118’s order summary dated 3/10/26, included an
order dated 3/10/26 for Nystatin Powder applied
topically to the groin in the morning and did not
include an end date.

R118’s medication administration record (MAR) dated

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

07/10/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22DFF0-H1 Facility ID: 00096 If continuation sheet Page 14 of 68



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245271

NAME OF PROVIDER OR SUPPLIER

Providence Place

PRINTED: 06/25/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

05/14/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

3720 23RD AVENUE SOUTH , MINNEAPOLIS, Minnesota, 55407

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

F0757
SS = E

Continued from page 14
5/1/26 to 5/12/26, indicated the Nystatin powder to
the groin was administered every day during the
period.

F0757

R8’s progress note dated:

-4/24/26 to 5/8/26 were reviewed and did not
indicate R118 had skin alteration to her groin.

-4/24/26 at 1:48 p.m., indicated no skin issues were
identified.

-5/1/26 at 2:05 p.m., indicated no skin issues were
identified.

-5/8/26 at 1:31 p.m., indicated no skin issues were
identified.

-5/8/26 at 3:59 p.m., indicated no skin issues were
identified.

R118’s pharmacist review dated 3/30/26, indicated
R118 had an order for nystatin powder to the groin
in the morning for redness. The review indicated
antifungals should be discontinued when healing
was complete, as “prolonged, unnecessary use” can
cause drug-resistant fungal infections. The review
indicated “Candida [yeast]” rashes typically take one
to two weeks to resolve with treatment, so the
pharmacist recommended the nystatin powder be
discontinued.

During an interview on 5/13/26 at 10:18 a.m., R118
stated she used the nystatin powder in her groin
every day. R118 stated she did not currently have
any redness or open areas in her groin.

During an interview on 5/13/26 at 10:20 a.m.,
registered nurse (RN)-H stated R118 did not have
any skin alterations at this time. RN-H stated at one
point, R118 did have redness in her groin but was
unsure when this resolved.

During an interview on 5/14/26 at 2:26 p.m. with the
director of nursing (DON) and assistant director of
nursing (ADON)-B, the DON stated it depended on
how the order was written when the nystatin powder
should be discontinued, but confirmed
discontinuation should be completed per the
provider order.
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F0842 Continued from page 15
executed solely because it is required by applicable
law.

(ii) The facility may release information that is
resident-identifiable to an agent only in accordance
with a contract under which the agent agrees not to
use or disclose the information except to the extent
the facility itself is permitted to do so.

§483.70(h) Medical records.

§483.70(h)(1) In accordance with accepted
professional standards and practices, the facility
must maintain medical records on each resident that
are-

(i) Complete;

(ii) Accurately documented;

(iii) Readily accessible; and

(iv) Systematically organized

The Director of Nursing (DON) and/or designee
reviewed the immunization records for Residents R7,
R59, and R130 and verified vaccination history
through the Minnesota Immunization Information
Connection (MIIC) and available vaccination clinic
records. The EMR was corrected to accurately reflect
the vaccines administered.

All current residents who received vaccinations
during the September 2025 and April 2026
vaccination clinics have the potential to be affected.

The DON, Infection Preventionist, and/or designee
conducted a resident immunization record to ensure
accuracy. Documentation was compared against MIIC
records, vaccination clinic reports, and EMR entries.

Licensed nurses, the Infection Preventionist, and
other staff responsible for vaccine documentation
were educated on Accurate documentation of
immunizations in the EMR.

§483.70(h)(2) The facility must keep confidential all
information contained in the resident's records,

regardless of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident representative
where permitted by applicable law;

The DON, Infection Preventionist, or designee will
conduct random audits of immunization
documentation for two weeks and then for one
month following. Audit findings and corrective
actions will be reviewed through the facility's
Quality Assurance and Performance Improvement
(QAPI) program monthly for three months and
continued as indicated.

(ii) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance with
45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation purposes,
research purposes, or to coroners, medical
examiners, funeral directors, and to avert a serious
threat to health or safety as permitted by and in
compliance with 45 CFR 164.512.
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§483.70(h)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.
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§483.70(h)(4) Medical records must be retained for-

F0842

(i) The period of time required by State law; or

(ii) Five years from the date of discharge when there
is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches
legal age under State law.

§483.70(h)(5) The medical record must contain-

(i) Sufficient information to identify the resident;

(ii) A record of the resident's assessments;

(iii) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening and
resident review evaluations and determinations
conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.

This REQUIREMENT is NOT MET as evidenced by:

Based interview and record review, the facility failed
to ensure accurate and complete clinical records for
3 of 5 residents reviewed for immunizations (R7,
R59, and R130) by incorrectly documenting
COVID-19 vaccinations as influenza vaccinations in
the electronic medical record (EMR). This had the
potential to result in inaccurate medical records,
confusion regarding residents' immunization status,
inappropriate clinical decision-making, and the
transmission of inaccurate health information during
transfers, hospitalizations, or discharge to another
provider.

Findings include: R7

R7's quarterly Minimum Data Set (MDS) assessment,
dated 2/10/26, indicated R7 was admitted to the
facility on 11/28/23.

R7's immunization record revealed an influenza
vaccination was documented as administered on
9/26/25. The immunization record further revealed a
second influenza vaccination was documented as
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administered on 4/15/26, during the same influenza
season.

F0842

R59

R59's quarterly MDS assessment, dated 4/17/26,
indicated R59 was admitted to the facility on
10/27/23.

R59's immunization record revealed an influenza
vaccination was documented as administered on
9/26/25. The immunization record further revealed a
second influenza vaccination was documented as
administered on 4/15/26, during the same influenza
season.

R130

R130's quarterly MDS assessment, dated 2/24/26,
indicated R130 was admitted to the facility on
8/13/25.

R130's immunization record revealed an influenza
vaccination was documented as administered on
9/26/25. The immunization record further revealed a
second influenza vaccination was documented as
administered on 4/15/26, during the same influenza
season.

During an interview on 5/14/26 at approximately
11:15 a.m., the Director of Nursing (DON), who also
served as the facility's Infection Preventionist (IP),
stated the influenza vaccinations documented in the
EMR were entered incorrectly. The DON stated the
vaccination clinic conducted in April 2026 was a
COVID-19 vaccination clinic and not an influenza
vaccination clinic.

During a follow-up interview on 5/14/26 at 2:56
p.m., the DON stated staff would use the Minnesota
Immunization Information Connection (MIIC) to verify
which vaccine a resident actually received. The DON
acknowledged it was best practice for residents'
medical records to be accurate.

A facility policy regarding accurate medical records
was requested, however the facility was unable to
provide a policy that addressed the requirement for
maintaining accurate and complete medical records.
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Infection Prevention & Control

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

§483.80 Infection Control

F0880 This Plan of Correction constitutes the facility's
allegation of compliance. Preparation and
submission of this Plan of Correction does not
constitute an admission by the facility of the truth of
the facts alleged or conclusions set forth in the
Statement of Deficiencies. The facility respectfully
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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:

§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;

ID
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F0880 Continued from page 18
submits this Plan of Correction to demonstrate how
compliance will be achieved and maintained.

The facility has taken immediate corrective action to
address the identified deficiencies related to
infection prevention and control practices. Enhanced
Barrier Precautions (EBP) were immediately
implemented for residents R2, R10, and R135 due to
the presence of tunneled central venous catheters
used for dialysis. EBP signage was placed on each
resident’s door, and PPE (gowns and gloves) along
with appropriate disposal bins were positioned
outside the rooms to ensure proper infection control
practices during resident care. Each resident’s care
plan was updated to reflect the requirement for EBP
related to indwelling dialysis access devices, and
nursing staff involved in their care were re-educated
regarding infection prevention standards,
dialysis-related infection risks, and the appropriate
use of PPE.

§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;

For R60, who was identified as having open
pressure injuries, Enhanced Barrier Precautions were
immediately initiated upon recognition of the
deficient practice. EBP signage and PPE supplies
were placed outside the resident’s room. For R51,
immediate corrective action was taken regarding
oxygen equipment handling. The nasal cannula and
oxygen tubing that had been placed on the floor
were removed from use, and new, clean equipment
was applied.

(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;

To ensure other residents were not affected, the
facility conducted a comprehensive audit of
residents who should be on isolation precautions
and did a audit to ensure no other residents oxygen
tubbing is on the floor.

(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

All licensed and unlicensed staff received education
regarding infection prevention practices, including
EBP requirements, transmission-based precautions,
dialysis access care, wound care infection control,
and proper oxygen equipment handling.

(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

To ensure ongoing compliance, the Infection
Preventionist or designee will conduct weekly audits
for three weeks and the once monthly for one
month.

These audits will include verification of appropriate
EBP implementation, signage, and proper oxygen
equipment handling. Audit results will be reported to
the Quality Assurance and Performance Improvement
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(vi)The hand hygiene procedures to be followed by
staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.
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(QAPI) Committee for ongoing monitoring and
evaluation of compliance trends. The QAPI
Committee will review findings monthly and
implement additional corrective actions as needed to
maintain sustained compliance with infection
prevention standards.

§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 the need for
enhanced barrier precautions (EBP) was identified
and implemented for 4 of 4 residents reviewed for
transmission-based precautions, three of whom (R2,
R10, R135) received dialysis via dialysis access sites
located on the right upper chest (a central venous
catheter (CVC)), and one (R60) who had an open
wound. The facility further failed to implement
infection prevention and control practices related to
oxygen equipment storage, handling, and use for 1
of 1 resident (R51) reviewed for oxygen therapy by
failing to ensure oxygen tubing and nasal cannula
equipment remained off the floor and failed to
prevent potentially contaminated oxygen equipment
from being reapplied to the resident without cleaning
or replacement.

Findings include:

R2

R2’s admission Minimum Data Set (MDS)
assessment dated 2/23/26, identified R2 had intact
cognition without hallucinations or delusions present
with no behaviors, or rejection of care present. In
addition, the MDS outline R2 received dialysis while
a resident at the facility.

During an interview and observation on 5/11/26 at
2:51 p.m., R2 stated she received dialysis via a port
on her right upper chest. R2 stated staff did not
wear gowns when they assisted her. There was no
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EBP sign on R2 door, plastic bin outside the door
containing proper personal professional equipment
(PPE) or bin for disposal of PPE by R2’s door

F0880

During a follow up observation on 5/13/26 at 8:24
a.m., there continued to be no EBP signage on R2’s
door.

R2’s care plan, printed 5/13/26, identified R2
required dialysis with potential for CVC malfunction
related to renal failure. The care plan lacked
identification of need for enhanced barrier
precautions.

R2’s Treatment Details Report, dated 5/1/26,
identified R2 had a tunneled Central Venous Catheter
(CVC) on her right chest for dialysis access site
which was used.

R10

R10’s significant change in status MDS assessment
dated 3/15/26, identified R10 had severe cognitive
impairment with physical behavioral symptoms
presenting 1 to 3 days during the look back period,
verbal behaviors, and other behavioral symptoms not
directed towards others occurring daily which
significantly interfere with resident’s care. In
addition, the MDS outlined R10 received dialysis
while a resident at the facility.

During an observation on 5/11/26 at 5:38 p.m., there
was no EBP signage on R10’s door. Furthermore,
there was no bin containing PPE outside R10’s
room or bin for disposal for PPE by R10’s door.

During a follow up observation on 5/13/26 at 8:25
a.m., there continued to be no EBP signage on
R10’s door.

R10’s care plan, printed 5/13/26, identified R10
required dialysis with potential for fistula/graft
malfunction related to end stage renal failure. The
care plan lacked evidence of the need for enhanced
barrier precautions.

R10’s Treatment Details Report, dated 5/1/26,
identified R10 had a tunneled Central Venous
Catheter (CVC) on her right chest for dialysis access
site which was used.

R135
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R135’s admission MDS assessment dated 2/10/26,
identified R135 had intact cognition without
delusions and no behaviors, or rejection of care
present. In addition, the MDS outline R135 received
dialysis while a resident at the facility.

F0880

R135’s care plan, printed 5/13/26, identified R135
required dialysis with potential for CVC malfunction
related to renal failure. The care plan lacked
identification of need for enhanced barrier
precautions.

R135’s Treatment Details Report, dated 5/1/26,
identified R135 had a tunneled Central Venous
Catheter (CVC) on his left chest for dialysis access
site which was used.

During an interview and observation on 5/11/26 at
12:22 p.m., R135 stated he received dialysis through
a dialysis port on his right upper chest. R135 stated
staff did not wear gowns when assisting him. There
was no EBP sign on the R135’s door, plastic bin
outside the door containing PPE or garbage bin for
disposal of PPE by R135’s door.

During a follow up observation on 5/13/26 at 8:24
a.m., there continued to be no EBP signage on
R135’s door.

During an interview on 5/13/26 at 12:06 p.m.,
trained medication aid (TMA)-A stated if a resident
was on any sort of precautions (EBP, contact, etc),
there would be a sign on the resident door
indicating what type of precautions they were on
along with a PPE bin outside the door.

During an interview on 5/13/26 at 9:54 a.m., nursing
assistant (NA)-H stated they were familiar with R2,
R10 and R135. NA-H stated R2 was on fall
precautions but not on EBP precautions. NA-H
stated R10 and R135 were not on EBP either. NA-H
verified R2, R10 and R135 did not have EBP signage
on their doors or PPE bins outside their rooms.

During an interview on 5/13/26 at 12:30 p.m.,
licensed practical nurse (LPN)-B stated R2, R10 or
R135 were not on EBP precautions. After reviewing
R2, R10 and R135’s medical records, LPN-B verified
R2, R10 and R135 have tunneled CVC dialysis access
sites.

During an interview on 5/14/26 at 10:10 a.m.,
assistant director of nursing (ADON)-A stated it was
not the facility practice for residents on dialysis with
tunneled CVC access sites to be on EBP
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precautions. ADON-A stated a resident may be on
EBP for another reason, but the facility did not put
residents on EBP for a dialysis site alone. ADON-A
reviewed R2, R10 and R135’s medical records,
verified R2, R10 and R135 had tunneled CVC dialysis
access sites and verified R2, R10 and R135 were not
on EBP precautions. ADON-A reviewed the
precautions list kept in the nursing office and
verified no residents listed were on EBP for dialysis.

F0880

On 5/14/26 at 1:03 p.m., director of nursing (DON)
stated she would have to look at the policy
regarding wearing PPE and dialysis. DON added, if
we touch the fistula, then we would have to wear
PPE, but we don’t touch the fistula, so we don’t
have to wear PPE. No additional information was
provided.

A facility policy titled Hemodialysis, dated 4/1/26,
identified the following:

“14. The nurse will ensure that the dialysis access
site (e.g. AV shunt or graft) is checked before and
after dialysis treatments and every shift for patency
by auscultating for a bruit and palpating for a thrill.
If absent, the nurse will immediately notify the
attending physician, dialysis facility and/or
nephrologist,”

“16. Residents with external dialysis catheters will
be assessed every shift to ensure that the catheter
dressing is intact and not soiled. Change dressing to
site only per the dialysis facility’s direction,” and

“17. The staff will ensure that appropriate PPE is
worn and follow current infection control practices
when assessing dialysis access sites.”

R60

R60’s quarterly Minimum Data Set (MDS) dated
4/23/26, indicated R60 had severely impaired
cognition, was dependent on staff for personal
hygiene, and was at risk for developing pressure
ulcers/injuries. R60’s diagnoses included
Alzheimer’s disease, dementia, bipolar, and
overactive bladder.

R60’s care plan dated 4/23/26, indicated R60 had
actual skin impairment and required wound care of a
gluteal fold (area between the buttocks and the
upper thigh) wound, and instructed, “Treatment as
ordered” and “Daily wound monitoring in place.”
R60’s care plan lacked evidence EPB was required.
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R60’s provider orders dated 5/7/26, indicated,
“Right gluteus wound cleanse with wound cleanser,
pat dry. Apply foam QD [every day] and PRN [as
needed]. Until healed.” Additionally, “Left gluteus
wound cleanse with wound cleanser, pat dry. Apply
Medi honey [medical grade honey product used to
promote wound healing, prevent infection, and
support skin repair] and foam QD and PRN.” R60’s
provider orders lacked evidence of EBP.

F0880

R60’s progress note (PN) dated 4/22/26, indicated
“Skin has open area on L gluteal fold.”

R60’s PN dated 5/6/26 at 3:57 p.m., indicated, “Left
Gluteal Fold. Issue type: Pressure ulcer/injury…Stage
2 Pressure ulcer/injury – partial thickness skin loss
with exposed dermis.” In addition, “New skin
issue…Right Gluteal Fold…Stage 3 Pressure
ulcer/injury – full thickness skin loss…mixture of
serous and sanguineous fluid.”

During observation on 5/11/26 at 6:30 p.m., R60’s
doorway lacked signage for EBP and there was no
isolation cart anywhere in R60’s hallway.

During observation on 5/12/26 at 12:47 p.m.,
nursing assistant (NA)-G wheeled R60 into her room
to offer toilet, check and change, and lay down.
NA-F also into room to assist. Both NA’s donned
gloves, and neither NA donned a gown. NA-G placed
a transfer belt around R60 and both NAs assisted
her to a standing position by the toilet. R60’s brief
was removed and she was transferred to toilet. R60
was able to pass some urine and small bowel
movement. NA-G and NA-F assisted with peri care.
Dressing dated 5/11/26 was covering the left gluteal
fold and an undressed open wound was observed
on the right gluteal fold. A new brief was placed,
pants pulled up and R60 was assisted into bed.

During interview on 5/12/26 at 12:59 p.m., NA-F
stated was not sure how long R60 had the two
wounds on her bottom, but it was the NA’s
responsibility to notify the nurse of new skin
concerns. NA-F further stated would notify the nurse
that the one dressing was missing, and needed to
be replaced.

During observation on 5/12/26 at 1:02 p.m.,
registered nurse (RN)-D and nursing assistant
(NA)-G went into R60’s room to complete wound
care. RN-D and NA-G both donned gloves and
neither donned a gown. RN-D prepared two new
dressings by writing the date on each one. R60’s
pants and brief were pulled down and the old
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dressing removed. The left gluteal wound appeared
closed and nearly healed, while the right gluteal
wound was approximately 4 cm and open and
reddened with some oozing of clear drainage. RN-D
used wound cleanser on the right wound, patted dry,
and placed a foam adhesive dressing over it. RN-D
then cleansed the left wound, patted it dry and
placed a foam adhesive dressing over it.

F0880

During interview on 5/12/26 at 1:14 p.m., NA-G
stated R60 had one wound for quite a while and
another one just recently developed. NA-G stated
could not remember R60 ever being on EBP and
thought gloves were the only requirement when
completing any cares for R60.

During interview on 5/12/26 at 1:22 p.m., RN-D
stated R60 had wounds for a couple months and
could not recall that she was ever on EBP. RN-D
stated EBP should be used when there was an open
wound, and that he probably should have worn a
gown during wound care earlier.

During observation on 5/13/26 at 7:24 a.m., R60’s
door had EBP signage and an isolation cart in the
hallway outside her room.

During interview on 5/13/26 at 11:58 a.m., licensed
practical nurse (LPN)-A stated she had been working
at the facility for about three months and had been
completing wound care on R60 since then. LPN-A
stated EBP was initiated this morning and confirmed
EBP had not been used previously during wound
care on R60.

During interview on 5/13/26 at 2:17 p.m., RN-E
stated she completed wound rounds on R60 that
morning and felt that the left gluteal wound appeared
healed and the right wound was open and stable
when compared to the previous week. RN-E stated
EBP should have been initiated last week when the
right gluteal wound was discovered as a new open
wound. RN-E could not explain why EBP had not
been initiated until today.

During interview on 5/14/26 11:19 a.m., director of
nursing (DON), who was also the infection
preventionist (IP), stated EBP should be initiated as
soon as an open wound was identified. DON could
not explain why EBP were not initiated for R60 until
today.

Facility policy Enhanced Barrier Precautions dated
4/1/26, indicated, EBP was an infection control
intervention utilizing gown and gloves during high
contact resident care to reduce transmission of
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multidrug-resistant organisms (MDRO). The policy
further indicated and order would be obtained and
EBP initiated for residents with wounds (e.g., chronic
wounds such as pressure ulcers, diabetic foot
ulcers, unhealed surgical wounds, and chronic
venous stasis ulcers) and/or indwelling medical
devices (e.g., central lines, urinary catheters, feeding
tubes, tracheostomy/ventilator tubes, hemodialysis
catheters, PICC lines, midline catheters) even if the
resident is not known to be infected or colonized
with a MDRO. (Peripheral IVs, continuous glucose
monitors, insulin pumps, or ostomies without an
associated indwelling medical device are not an
indication for EBP.) The policy indicated gowns and
gloves would be readily available outside the
resident room and would be used during all high
contact resident care including “wound care: any
skin opening requiring a dressing.”

F0880

R51

R51’s quarterly Minimum Data Set (MDS), dated
3/5/26, identified R51 received oxygen therapy and
used a noninvasive mechanical ventilator. The MDS
further identified R51 required substantial to maximal
assistance with most activities of daily living and
was cognitively intact.

R51’s physician orders identified prior orders for
continuous oxygen at 4 liters per minute (LPM) via
nasal cannula or mask to maintain oxygen
saturations at or above 90%, oxygen at 2 LPM via
nasal cannula while sleeping until CPAP supplies
arrived, and CPAP/BIPAP settings of CPAP 16/EPAP
8 with 3 LPM oxygen. Those orders discontinued on
4/24/26 following hospitalization and return to the
facility on 4/25/26.

R51’s care plan, dated 4/29/26, identified R51 had
altered respiratory status and required oxygen
therapy, including interventions to provide oxygen as
ordered and observe pulse oximetry readings.

During interview and observation on 5/13/26 at 7:33
a.m., R51 stated the night nurse applied oxygen at 2
LPM overnight and licensed practical nurse (LPN)-F
removed it that morning. Observation revealed the
oxygen tubing and nasal cannula lying on the floor
while the oxygen tank remained turned on.

During interview and observation on 5/13/26 at 9:07
a.m., LPN-E stated staff completed daily vital signs
for R51 and R51’s oxygen saturation levels should
remain above 90%, with oxygen applied at 2 LPM as
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needed to maintain those levels. LPN-E picked up
the oxygen tubing and nasal cannula from the floor,
reconnected the tubing to the oxygen source, and
immediately reapplied the nasal cannula to R51
without cleaning or replacing the equipment. LPN-E
stated he was unsure when the oxygen tubing had
last been changed.

F0880

During interview on 5/14/26 at 10:00 a.m., the
director of nursing (DON), who also served as the
facility’s infection preventionist (IP), was asked
about concerns related to oxygen tubing and nasal
cannulas being left on the floor and not routinely
changed. The DON/IP stated, “I would have to find
out a little bit more about why and she (R51) gets
angry a lot.” The DON/IP further stated R51 was
“very particular,” liked “certain people only,” and
“will fixate on people and if they do the slightest
thing.” When asked about the infection risk
associated with oxygen tubing and a nasal cannula
being picked up from the floor and placed directly
back into a resident’s nose without cleaning or
replacement, the DON/IP refused to comment on the
infection risk.
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Resident Rights/Exercise of Rights

CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services inside and outside
the facility, including those specified in this section.

§483.10(a)(1) A facility must treat each resident with
respect and dignity and care for each resident in a
manner and in an environment that promotes
maintenance or enhancement of his or her quality of
life, recognizing each resident's individuality. The
facility must protect and promote the rights of the
resident.

§483.10(a)(2) The facility must provide equal access
to quality care regardless of diagnosis, severity of
condition, or payment source. A facility must
establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
residents regardless of payment source.

§483.10(b) Exercise of Rights.

F0550 The facility acknowledges the findings cited under
F550 and has taken immediate action to address the
concerns related to resident dignity, privacy, and
timely response to resident needs. Residents R60,
R51, R47, and R134 were reviewed by nursing
leadership to ensure no ongoing concerns existed.
Staff involved in the observations and incidents were
immediately counseled and educated regarding the
facility's expectations for protecting resident dignity,
maintaining privacy during personal care, obtaining
permission prior to entering resident rooms, and
ensuring timely response to resident call lights.

To identify any other residents who may have been
affected by similar practices, the facility conducted a
review of resident care processes related to privacy,
dignity, and call light response. The facility
preformed a full house audit to ensure that all
residents have privacy curtain within the facility. The
facility also preformed call light audits to ensure that
residents wants and needs are being reported to in a
timely manner.

To prevent recurrence, the facility initiated
mandatory education for all departments, including
nursing, housekeeping, dietary, therapy,
administration. Regarding resident rights, dignity,
privacy, and the expectation that all residents be
treated with respect at all times. Education included
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The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen or
resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resident has the right to be free of
interference, coercion, discrimination, and reprisal
from the facility in exercising his or her rights and
to be supported by the facility in the exercise of his
or her rights as required under this subpart.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and document
review, the facility failed to ensure resident’s dignity
was maintained for 2 of 2 residents (R60,R51)
observed during personal cares. In addition, the
facility failed to ensure dignity was maintained for 2
of 2 residents (R47, R134) who experienced
uncontrolled loss of bladder and bowel function
waiting for staff to answer their call lights.

Findings include:

R60’s quarterly Minimum Data Set (MDS) dated
4/23/26, indicated R60 had severely impaired
cognition, was dependent on staff for personal
hygiene, and was frequently incontinent of bowel
and bladder. R60’s diagnoses included Alzheimer’s
disease, dementia, bipolar, and overactive bladder.
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requirements for knocking, announcing presence,
waiting for permission before entering resident
rooms, maintaining resident privacy during
treatments and personal care, and communicating
appropriately when care is in progress. Staff were
also re-educated regarding the facility's call light
policy, emphasizing that all employees share
responsibility for responding to resident call lights
and that prompt response is necessary to preserve
resident safety, dignity, and quality of life. Facility
policies regarding resident dignity, privacy, and call
light response were reviewed with staff and
reinforced through departmental meetings and
ongoing supervision.

To monitor ongoing compliance, the Director of
Nursing or designee will conduct weekly audits of
resident care observations to evaluate privacy and
dignity practices during personal care activities two
times for two weeks, followed by random audits for
an additional two weeks. Call light response reports
will be reviewed weekly for four weeks and. Any
concerns identified during the audit process will be
addressed immediately through coaching, education,
and corrective action as appropriate. Audit findings
and corrective measures will be reviewed through
the facility's Quality Assurance and Performance
Improvement (QAPI) program monthly for a minimum
of three months, or longer if necessary, to ensure
sustained compliance with resident rights
requirements.

R60’s care plan dated 4/23/26, indicated R60 had
actual skin impairment and required wound care of a
gluteal fold (area between the buttocks and the
upper thigh) wound, was incontinent of bowel and
bladder and required perineal care after each
incontinent episode, had a communication problem
and had difficulty expressing wants due to impaired
cognition, and had an ADL (activities of daily living)
self-care deficit and required substantial to maximal
assistance with personal cares.

During observation on 5/12/26 at 1:02 p.m.,
registered nurse (RN)-D and nursing assistant
(NA)-G into R60’s room to complete wound care
and perform incontinent care. R60’s door was left
ajar approximately 18 inches on the right side of the
doorway. R60 was lying in bed. There was no
privacy curtain and R60’s bed was to the left and in
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view from the doorway. R60’s pants pulled down to
her ankles and incontinent brief removed. R60 was
positioned on her left side with her exposed bottom
to the center of the room. At 1:10 PM housekeeper
(H)-A knocked on R60’s door and announced self as
“laundry.” Neither RN-D nor NA-G said anything to
stop H-A from entering. H-A entered R60’s room
and placed clean clothes in her closet and left the
room.

F0550

During interview on 5/12/26 at 1:14 p.m., NA-G
stated the resident’s room should be closed during
incontinent cares to provide privacy and maintain
dignity. NA-G stated someone should have spoken
up and stopped H-A from entering R60’s room
while she was exposed. NA-G stated staff should
knock and wait for a response prior to entering a
resident’s room.

During interview on 5/12/26 at 1:22 p.m., RN-D
stated R60’s door should have been closed during
incontinent and wound care, and that H-A should
have waited for a response before entering her
room. RN-D further stated he or NA-G should have
said something when H-A knocked to stop him from
entering. RN-D stated it was important to protect the
resident’s privacy and dignity during cares.

During interview on 5/12/26 at 1:35 p.m., H-A stated
he knocked and announced himself when he
delivered clothing to R60’s room and did not hear
anyone tell him not to enter. H-A further stated the
door was partially open which he thought indicated
it would be okay to enter. H-A stated he could see
that R60 was exposed, and he should not have been
allowed to enter when personal cares were being
completed.

During interview on 5/13/26 at 2:17 p.m., RN-E
stated they would expect staff to pull privacy
curtains and close the resident’s door during cares.
They would also expect staff to knock prior to
entering a resident room and for staff inside to
respond whether they could enter or not, and for the
staff at the door wait for that answer. RN-E stated it
was usually not appropriate for non-nursing staff to
enter a resident’s room while personal cares were
being performed.

During interview on 5/14/26 at 11:19 a.m., director
of nursing (DON) stated would expect the door to be
closed during cares and staff would not enter
without permission. DON further stated the staff
performing personal cares should respond and
inform the person knocking not to enter when it was
not appropriate to do so.
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R51

F0550

R51's quarterly Minimum Data Set (MDS), dated
3/5/26, indicated R51 was admitted to the care
facility on 2/5/2020 and was cognitively intake. The
MDS further indicated R51 required substantial to
maximum assistance with most activities of daily
living (ADLs).

R51's care plan, dated 2/5/2020, indicated R51 had
an ADL self-care performance deficit related to
chronic cellulitis, morbid obesity, osteoarthritis,
cancer and chronic pain and required substantial
assistance of one staff for personal hygiene and
assistance of 2 staff for transfers via a mechanical
lift.

During observation and interview on 05/13/2026 at
9:18 a.m., Nursing Assistant (NA)-E provided
incontinent care to R51 in bed. NA-E gathered
supplies, removed the resident’s oxygen and turned
the oxygen concentrator off, removed the resident’s
blanket, and provided perineal and skin care while
the resident remained exposed in bed. NA-E
discussed the resident’s skin condition and
treatments with the resident while applying barrier
cream to the groin and buttocks areas and assisting
the resident with dressing and repositioning. During
the care, multiple staff entered the resident’s room
without waiting for permission to enter. At 9:40 a.m.,
the Administrator knocked and immediately entered
the room while the resident remained uncovered
from the waist up and wearing only a brief. R51
stated, “big ole negative on that one, that
[administrator], shame on him, he just walked right
in.” The administrator stated he heard voices and
thought someone said, “come in.” At 9:41 a.m.,
Licensed Practical Nurse (LPN)-D knocked and
entered the room without waiting for a response
while the resident continued receiving care in bed.
At 10:02 a.m., Registered Nurse (RN)-G knocked
once and immediately walked into the room with
morning medications while care continued.

Facility policy Promoting/Maintaining Resident
Dignity dated 4/1/26, indicated, “All staff members
are involved in providing care to residents to
promote and maintain resident dignity and respect
resident rights.” The policy further instructed,
“Maintain resident privacy.”

R47
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R47’s admissions Minimum Data Set (MDS) dated
4/16/26 identified R47 with intact cognition, used a
walker or wheelchair for mobility and required set up
or cleanup for toileting hygiene. In addition, R47 had
diagnoses of anxiety, chronic obstructive pulmonary
disease, respiratory failure, fibromyalgia, opioid
abuse, pulmonary fibrosis and dependence on
supplemental oxygen.

F0550

During interview with R47 on 5/11/26 at 11:55 a.m.,
R47 stated on 5/10/26 “during the day shift” she
had the urge to have a bowel movement so she
pressed her call light on and could not wait so she
stood up and walked to the bathroom using her
wheeled walker and wearing her oxygen tubing.
During the walk, she had an accident on the floor
before getting to the toilet. R47 said she had waited
as long as she could for help, but staff did not
arrive in time. “I felt so bad. I kept saying I was
sorry because I felt really bad, but I could not hold
it.”

Review of call light logs for 5/10/26 identified a wait
of 38 minutes and 53 minutes at 1:06 p.m.

R134

R134’s admissions MDS dated 3/11/26 identified
R134 with intact cognition, did not reject cares,
required substantial to maximal assist with dressing,
hygiene and bed mobility. In addition, R134 had
frequent incontinence of urine and stool, and an
unhealed pressure ulcer. Also, R134 had diagnoses
of Multiple Sclerosis (MS), heart failure, diabetes,
obesity and a stroke leading to partial paralysis of
lower limbs.

During observation and interview with R134 on
5/11/26 at 11:36 a.m., R134 stated he had an
experience “in April [2026], I pooped in my brief and
had to sit in it…before they came”. R134 stated he
had pressed his call light for assistance and the
staff “ignored” him. R134 stated he was very upset
and angry about experiencing the episode.

Review of facility call light log for R134 on date of
April 19, 2026, identified a call light wait of 58
minutes and 15 seconds.

During interview with registered nurse (RN)-A on
5/13/26 at 8:21 a.m., RN-A stated, “usually 10
minutes is max for waiting for someone to answer
[the call light].” RN-A stated a delay in answering a
call light could result, “in a medical emergency”
including falling, having a urine or bowel accident
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and the effects of waiting, “affects their mental
health and dignity”.

F0550

During interview with nursing assistant (NA)-A on
5/13/26 at 8:31 a.m., NA-A stated expectation of
answering a call light as “5 to 6 minutes”. NA-A
stated there was a risk of residents being impatient,
at increased risk for falls and, “feel upset if they
have an accident before staff can help them.”

During interview with RN-B on 5/13/26 at 9:12 a.m.,
RN-B stated she was the nurse manager on the unit
including R47 and R134. RN-B stated expectation of
staff to answer call lights in under 10 minutes. RN-B
stated risk of long call lights included residents
attempting to transfer themselves without assistance,
and emotional distress. RN-B stated, “it is emotional
if someone has an accident waiting for help. I would
feel bad if it happened to me. And angry.” RN-B
reviewed call light logs for R47 and R134 and stated
the wait times were “too long and not acceptable”.

During interview with director of nursing on 5/13/26
at 1:05 p.m., DON stated expectation of staff to
answer call lights within 15 minutes. DON reviewed
call light logs for R47 and R134 and stated, “that is
not ok”.

Facility policy titled Notification of Changes, effective
04/2025 state, “All staff members who see or hear
an activated call light are responsible for
responding.”

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)
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Self-Determination

CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.

The resident has the right to and the facility must
promote and facilitate resident self-determination
through support of resident choice, including but not
limited to the rights specified in paragraphs (f)(1)
through (11) of this section.

§483.10(f)(1) The resident has a right to choose
activities, schedules (including sleeping and waking
times), health care and providers of health care
services consistent with his or her interests,
assessments, and plan of care and other applicable
provisions of this part.

§483.10(f)(2) The resident has a right to make choices
about aspects of his or her life in the facility that are

F0561 The facility acknowledges the findings cited under
F561 regarding resident choice and
self-determination related to meal portion
preferences. Upon identification of the concern,
Resident R61's dietary preferences and care plan
were immediately reviewed by the interdisciplinary
team. The resident's meal service requirements were
clarified with dietary staff, and the resident began
receiving the ordered double protein portions
consistent with his documented preference, dietary
recommendations, and plan of care. The resident
was interviewed to confirm satisfaction with the
corrective action.

To identify other residents who may be affected, the
Dietary Manager and Registered Dietitian conducted
a review of all current residents with documented
food preferences, special portion requests,
nourishments, or meal service accommodations.
Meal tickets, diet orders, and care plans were
audited to ensure consistency and accuracy. Any
discrepancies identified were corrected immediately,
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F0561 Continued from page 32
and affected residents were assessed to ensure their
dietary preferences and choices were being honored.

§483.10(f)(3) The resident has a right to interact with
members of the community and participate in
community activities both inside and outside the
facility.

§483.10(f)(8) The resident has a right to participate in
other activities, including social, religious, and
community activities that do not interfere with the
rights of other residents in the facility.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and document
review, the facility failed to honor 1 of 1 residents
(R61) request for larger than the regular/standard
portion sizes, reviewed for food choices who had
complained of hunger between meals when receiving
the facility's standard portion size of protein.

Findings include:

R61’s quarterly Minimum Data Set (MDS) dated
2/25/26, indicated R61 had intact cognition and was
diagnosed with diabetes and depression, and
malnutrition. The MDS indicated R61 had no weight
gain or loss of five percent or greater in the last
month or 10 percent or greater in the last six
months.

R61’s diet order dated 11/20/25, indicated R61 was
to receive a “CSC” regular texture diet. The diet
order did not include a reference to large portions.

To prevent recurrence, the facility provided
education to dietary staff regarding resident rights
related to self-determination and choice, including
the requirement to honor resident food preferences
and meal accommodations as documented in care
plans, dietitian recommendations, and meal tickets.
The facility revised its meal service process to
ensure that special portion requests and dietary
accommodations are clearly communicated and
consistently implemented during meal preparation
and service. Dietary staff were instructed on the
proper serving procedures for residents requiring
larger or double portions.

To ensure ongoing compliance, the Dietary Manager
or designee will conduct weekly audits of residents
with documented special meal accommodations,
food preferences, or portion requests to verify that
meal tickets, care plans, and meal service practices
are consistent. Audits will be completed weekly for
two weeks monthly thereafter for one months.

Audit findings will be reviewed through the facility's
Quality Assurance and Performance Improvement
(QAPI) process, and corrective action will be
implemented as needed. The facility will monitor
compliance to ensure residents' choices and
preferences continue to be honored in accordance
with federal regulations.

R61’s dietary progress note dated 2/25/26 at 12:01
p.m., indicated R61 had complained of increased
hunger for meals, and the dietician had added for
the resident to receive larger protein portions at all
meals to his meal ticket.

R61’s care plan dated 5/14/26, indicated R61 had
potential for a nutrition problem related to a
diagnosis of diabetes, a history of a heart attack and
a stroke, a therapeutic diet related to diabetes,
reduced mobility with need for staff assistance, and
recurrent depression. The care plan indicated that
R61 was to receive “double protein portions,” and
staff were to provide and serve the diet as ordered.

During an observation on 5/12/26 at 11:36 a.m., R61
was observed sitting at a dining table with three
other residents. R61’s meal ticket indicated he was
to get larger protein/main dish portions. R61 was
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Continued from page 33
given one piece of what appeared to be chicken (a
light colored meat) that was about 75% of the size of
a deck of cards, about ½ to ¾ cups mixed vegetables,
and three small potatoes. When R61’s given portion
of chicken was compared to multiple other
residents’ in the dining room whose tickets did not
indicate larger portions, R61’s portion was
noticeably smaller.

F0561

During an interview on 5/12/26 at 11:36 a.m., R61
stated he was supposed to get larger portions of his
main meal because he gets hungry, but they “never”
give it to him, and confirmed he did not feel that he
had gotten large protein servings since he had
asked for the increase.

During an interview on 5/12/26 at 11:39 a.m.,
registered nurse (RN)-E was asked about the portion
sizes of R61’s meal and stated that, after looking at
R61’s meal, his protein serving did not look like a
large serving or larger than other residents’
servings.

During an interview on 5/14/26 at 2:12 p.m., the
dietary manager (D-MGR) stated that when a
resident needs large portions, this was
communicated to staff on the resident’s meal ticket.
The D-MGR stated that if a resident was supposed
to get double portions, staff should give six ounces
instead of three ounces of meat. The D-MGR stated
that the chicken pieces came pre-proportioned, so
she will have to look into their size. The D-MGR
stated she would expect staff to find a resident a
“larger” piece of chicken if they were supposed to
have larger protein portions. At 2:48 p.m., the
D-MGR brought a document indicating the facility
bought bone-in 4.5-ounce pieces of chicken that
included an assortment of wings, drumsticks,
breasts, and thighs. The D-MGR stated that they
were only required to give the residents three
ounces of protein, so they had been giving everyone
“larger” portions, including R61. When asked how
long they had been serving this size of chicken
pieces, D-MGR was not able to give a date, but
stated this was the standard size of chicken portions
they had been giving all residents on a regular
portioned diet and a larger protein portioned diet.

During an interview on 5/14/26 at 2:19 p.m., dietary
aide (DA)-A confirmed that she helped to plate and
serve food. DA-A stated that if a ticket said larger
protein, they were supposed to give two pieces of
meat instead of one.

A policy regarding diet choices was requested but
not received.
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Medicaid/Medicare Coverage/Liability Notice

CFR(s): 483.10(g)(17)(18)(i)-(v)

§483.10(g)(17) The facility must--

(i) Inform each Medicaid-eligible resident, in writing,
at the time of admission to the nursing facility and
when the resident becomes eligible for Medicaid of-

(A) The items and services that are included in
nursing facility services under the State plan and for
which the resident may not be charged;

(B) Those other items and services that the facility
offers and for which the resident may be charged,
and the amount of charges for those services; and

(ii) Inform each Medicaid-eligible resident when
changes are made to the items and services
specified in §483.10(g)(17)(i)(A) and (B) of this section.

§483.10(g)(18) The facility must inform each resident
before, or at the time of admission, and periodically
during the resident's stay, of services available in
the facility and of charges for those services,
including any charges for services not covered
under Medicare/ Medicaid or by the facility's per
diem rate.

(i) Where changes in coverage are made to items
and services covered by Medicare and/or by the
Medicaid State plan, the facility must provide notice
to residents of the change as soon as is reasonably
possible.
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F0582 R6s medical record was reviewed. The facility
determined that a Skilled Nursing facility Advanced
Beneficiary notice (SNFABN) should have been
issued when Medicare part A coverage ended and
resident remained in the facility. Education was
provided to the Business Office Manager, Business
office assistant, and social work team.

The facility conducted an audit of all other residents
who had a Medicare part A discharge and remained
in the facility during the previous 90 days to
determine whether a SNF ABN was required and
properly issued. Any identified concerns were
immediately corrected.

The facility revised its Medicare Part A discharge
process to include verification of beneficiary
notification requirements prior to Medicare Part A
termination. Due to do the inconsistencies within the
Social Services SNFABNs were reassigned to the
business office.

The Administrator or designee will audit SNFABNs
where the resident stays in the facility. The facility
will audit SNFABNs twice for two weeks, and then
once weekly on the third week and one last final
random audit in the fourth week. Audit results will
be reported through the facility's Quality Assurance
and Performance Improvement (QAPI) process
monthly.

(ii) Where changes are made to charges for other
items and services that the facility offers, the facility
must inform the resident in writing at least 60 days
prior to implementation of the change.

(iii) If a resident dies or is hospitalized or is
transferred and does not return to the facility, the
facility must refund to the resident, resident
representative, or estate, as applicable, any deposit
or charges already paid, less the facility's per diem
rate, for the days the resident actually resided or
reserved or retained a bed in the facility, regardless
of any minimum stay or discharge notice
requirements.

(iv) The facility must refund to the resident or
resident representative any and all refunds due the
resident within 30 days from the resident's date of
discharge from the facility.
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Continued from page 35
(v) The terms of an admission contract by or on
behalf of an individual seeking admission to the
facility must not conflict with the requirements of
these regulations.

F0582

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to provide the Skilled Nursing Facility
Advanced Beneficiary Notice (SNFABN) to 1 of 2
residents (R6) reviewed, whose Medicare Part A
coverage ended and remained in the facility.

Findings include:

R6’s quarterly Minimum Data Set (MDS) dated
3/6/26, indicated R6’s most recent
Medicare-covered stay was from 1/1/26 to 1/12/26.

R6's Notice of Medicare Non-Coverage (CMS-10123)
dated 1/12/26, indicated R6's last covered day of
Medicare A would be 1/12/26 and indicated the
resident representative was notified on 1/9/26.

R6's SNF Beneficiary Protection Notification Review
form dated 1/12/26, indicated R6 had not been
provided a SNFABN as R6 was "dropped to a
non-skilled level".

R6’s Census list dated 4/19/26, indicated R6
remained at the facility after 1/12/26 (Medicare Part
A discharge date).

During an interview on 5/13/26 at 9:08 a.m., the
assistant administrator confirmed he had reviewed
R6’s medical record and stated that R6 had
remained in the facility after Medicare Part A
discharge in January. The assistant administrator
stated he would have expected a SNFABN to be
completed, but it didn’t look like it had been.

The facility’s Advanced Beneficiary Notices policy
dated 4/1/26, indicated the facility "shall inform
Medicare beneficiaries of his or her potential liability
for payment." The policy directed when Part A
services are used, "the facility shall use the
[SNFABN]."

PROVIDER'S PLAN OF CORRECTION
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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-

F0657 The facility respectfully submits this Plan
of Correction as its allegation of compliance.
Submission of this Plan of Correction does not
constitute an admission of the alleged deficiency or
agreement with the survey findings. The facility's
response is intended to demonstrate the actions
taken to achieve and maintain compliance.
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Continued from page 36
(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 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:
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F0657 Continued from page 36

Corrective action was taken for the residents
identified during the survey. For Resident R128, the
interdisciplinary team conducted a comprehensive
review of the resident's medical record, care plan,
therapy documentation, and Minimum Data Set
assessments. The care plan was revised to
accurately reflect the resident's current transfer
status, mobility needs, ambulation abilities, toileting
requirements, continence status, and level of staff
assistance required. The comprehensive care plan
was reviewed and updated as necessary,
documentation of the conference was completed in
the medical record, and future care conferences
were scheduled to coincide with the resident's MDS
assessment schedule. R11 has also completed a
care conference within the facility with IDT as well
as all resident care conferences have been audited
to ensure all care conferences are up to date.

To prevent recurrence, the facility provided
education to IDT team members who update the care
plans. Education also included regulatory
requirements for conducting and documenting care
conferences in accordance with the MDS schedule
and ensuring resident and/or representative
participation. In addition, a tracking system was
implemented to monitor care conference scheduling,
completion, and documentation to ensure
compliance with regulatory requirements.

Based on observation, interview and record review,
the facility failed to ensure the comprehensive care
plan was accurate and updated to reflect the
resident’s current transfer, mobility, ambulation, and
toileting needs. The care plan contained conflicting
and inconsistent interventions and functional status
information, which had the potential to result in staff
confusion and inconsistent care delivery for 1 of 1
resident (R128) reviewed for care planning. In
addition, the facility failed to ensure two care
conferences were done to correspond with the
Minimum Data Set (MDS) cycle for 1 of 1 resident
(R11) reviewed for care conferences.

To monitor ongoing compliance, the Director
of Nursing or designee weekly audits of five
resident care plans for two weeks to verify care
plans accurately reflect current resident needs
and contain no conflicting or outdated interventions.
Thereafter, audits will be conducted monthly for one
month. The facility will also audit care
conferences for two weeks and then monthly for
one month.

Findings include:

R128's quarterly Minimum Data Set (MDS), dated
4/2/26, indicated R128 was independent with
toileting, always continent of bladder, however
frequently incontinent of bladder.

R128's Continence Evaluation, dated 4/29/26,
indicated R128 had functional incontinence of
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Continued from page 37
bladder and occasional incontinence of bowel
indicating a "check and change" toileting schedule
per resident request. A “check and change” toileting
program is a scheduled approach used for residents
who experience urinary and/or bowel incontinence.
Under this program, staff routinely check the
resident at designated intervals for incontinence,
provide incontinence care as needed, and change
briefs or clothing to maintain cleanliness, comfort,
and skin integrity.

F0657

R128's care plan identified multiple conflicting
entries related to R128’s toileting, transfers, and
mobility status. The care plan dated 9/3/25 identified
R128 as independent with toileting, while a separate
intervention dated 12/31/25 indicated toilet transfers
were “NA” because the resident wore pull-up briefs
and required barrier cream after incontinent
episodes. Additional interventions directed staff to
encourage toileting during rounds dated 5/13/24,
listed toileting schedule as independent dated
2/3/26, and identified toilet hygiene required
set-up/clean-up assistance of one staff person
dated 2/3/26. The care plan also contained
conflicting transfer information, including
“supervision assist of 1 with transfers” dated
12/31/25 and “chair to bed transfer - independent”
dated 4/29/26. Additional care plan documentation
indicated R128 had bladder incontinence related to
functional loss and diuretic use but remained
continent of bowel at all times dated 5/13/24.

R128's care plan further identified inconsistent
mobility interventions. One care plan intervention
dated 3/26/25 identified R128 as requiring a
wheelchair with foot pedal for mobility, while another
intervention dated 3/26/25 indicated the resident
used a four-wheeled walker for ambulation with
supervision of one staff person.

During interview on 5/13/26 at 10:47 a.m., licensed
practical nurse (LPN)-E stated R128 had returned
from the hospital and was no longer ambulating
upon return. LPN-E stated prior to hospitalization,
R128 required standby assistance with transfers, but
now required staff assistance. LPN-E stated R128
was mostly continent but was sometimes incontinent
of bladder. LPN-E further stated R128’s condition
had changed significantly since hospitalization and
had recently started to improve again.

During interview on 5/13/26 at 12:50 p.m., the
Director of Rehabilitation (DOR) stated therapy had
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Continued from page 38
initially treated R128 as a full body mechanical lift
following return from the hospital. The DOR stated
R128 had progressed to stand pivot transfers with
staff assistance as of that morning and had begun
ambulating with a walker during therapy sessions
only. The DOR stated R128 knew when toileting was
needed but could not independently get to the
bathroom. The DOR stated therapy discussed
additional toileting interventions with occupational
therapy, including use of a bedside commode;
however, R128 declined use of a bedside commode
in the resident room. The DOR confirmed R128 was
only to ambulate with therapy staff at this time.

F0657

During interview on 5/14/26 at 9:07 a.m., nurse
manager and LPN-F stated it was expected to
update the care plan and Nurse Aide Reference
(NAR) guide when a resident’s condition changed.
LPN-F stated R128’s condition had fluctuated
significantly following hospitalization, explaining that
one day R128 believed she was paralyzed and the
next day ambulated with therapy. LPN-F stated prior
to hospitalization, R128 had been independent with
many tasks. LPN-F stated R128 currently required
assistance of one staff person with pivot transfers
into the wheelchair. LPN-F further stated R128 had
walked to the bathroom with staff the previous day
and confirmed R128 was expected to ambulate with
staff assistance.

A facility policy on Comprehensive Care Plans was
requested and not received.

R11

R11’s significant change (SCSA) Minimum Data Set
(MDS) dated 3/1/26 identified R11 had intact
cognition, required assistance with hygiene, did not
reject care, and had diagnoses of paralysis on
dominant side of body from a stroke, diabetes, and
depression.

During interview with R11 on 5/11/26 at 3:14 p.m.,
R11 stated she did not recall having a care
conference since she was admitted in October of
2025. R11 stated she was interested in discussing a
discharge or transfer and did not know how long
she was to stay in the facility.

On 5/12/26 at 3:02 p.m., the facility administrator
emailed State Agency Surveyor (SA) and stated there
was no documentation to support a care conference
that was conducted for R11 for her quarterly and
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SCSA MDS cycle.

F0657

During interview with social worker (SS)-A on
5/13/26 at 8:40 a.m., SS-A stated expectation of
care conference timing to correspond with each MDS
cycle and as needed, if there were changes.

During interview with registered nurse (RN)-B on
5/13/26 at 9:11 a.m., RN-B stated expectation of
care conference timing to correspond with each MDS
cycle and as needed. RN-B viewed R11’s electronic
medical record (EMR) and verified one care
conference was conducted at admission on
10/29/26. RN-B verified R11’s medical record failed
to show a care conference to correspond with the
quarterly MDS dated 1/30/26 and the SCSA MDS
dated 3/1/26.

During interview with SS-B on 5/13/26 at 10:50
a.m., SS-B stated she was filling in for the
transitional care unit social work position and had
worked at facility for a month. SS-B stated
expectation of care conferences to be done on
admission, quarterly, SCSA and as requested to
correspond with the MDS cycle. SS-B reviewed
R11’s medical record and stated, “[R11's] care
conferences were missed”.

Facility policy titled Care Planning- Resident
Participation effective 4/1/26 indicated, “The facility
will discuss the plan of care with the resident and/or
representative at regularly scheduled care plan
conferences, and allow them to see the care plan,
initially, at routine intervals, and after significant
changes. The facility will make an effort to schedule
the conference at the best time of the day for the
resident/resident’s representative. The facility will
obtain a signature from the resident and/or resident
representative after discussion or viewing of the
care plan.”
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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:

Based on observation, interview and document
review, the facility failed to ensure routine personal
hygiene (i.e., nail care) was completed for 1 of 1
residents (R155) reviewed for activities of daily

F0677 The facility acknowledges the findings related to
resident R155 and has taken immediate corrective
action to ensure compliance with requirements for
activities of daily living and personal hygiene
services. Upon identification of the concern,
R155's fingernails were assessed, cleaned, and
trimmed as appropriate. A comprehensive review
of the resident's care plan, treatment records, and
documentation practices was completed to ensure
interventions related to nail care and personal
hygiene accurately reflected the resident's needs
and were being consistently implemented. Other like
residents within the facility were audited as well to
ensure nail care has been preformed. Other like
residents within the facility were audited as well to
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care.
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ensure nail care has been preformed.

Findings include:

R155’s quarterly Minimum Data Set (MDS)
assessment dated 3/26/26, identified R155 had
moderately impaired cognition, no hallucinations,
delusions, behaviors or rejection of care. R155 was
dependent on staff assistance for dressing, oral
hygiene, toileting, mobility, and showering.
Furthermore, R155 received hospice services.

To prevent recurrence, the nursing facility staff were
educated on facility's Activities of Daily Living
policy, with emphasis on routine nail care,
documentation requirements, resident and hygiene
standards. The facility will reinforce that nail care is
to be offered on scheduled bath or shower days and
as needed, and that any inability to provide care,
including resident refusal, must be documented
according to facility policy.

R155’s diagnosis report, printed 5/14/26, included
the following relevant diagnoses: vascular dementia
without behavioral disturbances (cognitive decline
from restrictive brain blood flow without exhibited
behaviors such as aggrieve, anxious, psychoses or
mood-altering symptoms), glaucoma-severe stage
(advanced irreversible optic nerve damage where
person experiences severe tunnel visions,
compromised daily function and significant difficulty
navigating spaces), need for assistance with
personal care, and hemiplegia and hemiparesis
following cerebral infarction affecting right dominant
side (weakness and paralysis of dominant side
following a stroke).

The Director of Nursing or designee will conduct
random weekly audits for three weeks of residents
requiring staff assistance with personal hygiene to
verify that nail care is being completed, offered, and
appropriately documented. Any identified concerns
will be addressed immediately through counseling,
re-education, and corrective action as indicated.
Audit findings will be reviewed through the facility's
Quality Assurance and Performance Improvement
process to ensure ongoing compliance

R155’s care plan, printed 5/13/26, identified R155
had an ADL self-care performance deficient related
to cognitive impairment, impaired balance, chronic
pain which included the following interventions:

- Check nails length and trim and clean on bath day
and as necessary. Report any changes to the nurse.

- Bathing: totally dependent on staff for bathing

- Bathing: assist of 1 with shower/occasional bath
and skin condition. Nurse nails.

- personal hygiene: is dependent on assistance of 1
staff to complete

The care plan lacked evidence of R155 having a
history or refusing staff assistance with ADLs
(specifically nail care) or preference for longer
fingernails.

R155’s care sheet, printed 5/14/26, identified R155
required assistance of 1 staff as needed with
dressing, was independent with grooming and
assistance of 1 staff with showers.

R155’s May 2026 Treatment Administration Record
(TAR) was reviewed for 5/1/26 to 5/13/26 and
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included bath/shower documentation, and whether
fingernails and toenails were intact or trimmed/filed.
The TAR specified:

F0677

"Nail care answers if No or NA further information
MUST BE documented in progress note to explain.
Refused shower MUST BE documented in progress
note details on reapproaches. every evening shift
every Wed." "Refused shower MUST BE documented
in progress note details on reapproaches.” With a
start date of 4/22/26.

-5/6/26: was blank

-5/13/26: indicated R155 received a bed bath, and
fingernails were intact and were not trimmed or filed.

The TAR lacked evidence nail care had been
provided in May.

R155’s progress notes, dated 4/1/26 to 5/13/26,
were reviewed. Progress notes lacked evidence of
R155 being offered nail care or refusing nail care.

During an observation on 5/11/26 at 12:32 p.m.,
R155 was observed to have fingernails ranging in
length from approximately 1/8 to ¼ inch in length,
jagged with dark colored debris underneath. R155
didn’t answer when asked about his nails. R155 did
nod his head yes when asked if staff assist him with
trimming and cleaning his fingernails.

On 5/12/26 at 10:19 a.m., R155 was observed
sleeping in bed. R155’s fingernails were observed to
continue to be approximately 1/8 to ¼ inches in
length, some with jagged tips with dark colored
debris underneath. At 1:52 p.m., R155 was observed
awake in bed with a hospice volunteer by his
bedside.

On 5/13/26 at 7:55 a.m., R155 was observed
sleeping in bed. R155’s fingernails continued to
have dark colored debris underneath, jagged edges
on multiple nails and nail lengths ranging from 1/8
to ¼ inch in length. At 8:26 a.m., it was observed
staff was assisting R155 with breakfast.

During an interview on 5/13/26 at 9:55 a.m., nursing
assistant (NA)-H stated R155 required extensive
assistance. NA-H stated R155 did not refuse staff
assistance with any ADLs, but staff must give R155
enough time when assisting him.

During an interview on 5/13/26 at 12:16 p.m.,
licensed practical nurse (LPN)-B stated R155 was
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used to a routine. LPN-B stated she thought if you
missed a step in R155’s routine, he might refuse but
would be accepting upon reapproach. LPN-B stated
if R155 or any resident refused assistance it would
be documented in a progress note.

F0677

During an observation and interview on 5/13/26 at
2:26 p.m., registered nurse (RN)-F stated they were
familiar with R155. RN-F observed R155 fingernails
and stated there were long with sharp edges, should
be cut, and had “stuff” underneath them. RN-F
stated it should be a collaboration between hospice
and the facility to ensure R155’s needs were being
met which would include nail care. RN-F stated they
hoped R155 was being provided hand hygiene prior
to meals as he ate with his hands.

During an interview on 5/14/26 at 9:58 a.m.,
assistant director of nursing (ADON)-A stated the
expectation for nail care was that it be offered on
shower days and as needed. ADON-A stated the
importance of appropriate nail care was for hygiene
purposes, helping stop the spread of bacteria,
overall cleanliness, and to help decrease the risk of
a resident scratching themselves causing a skin tear
or wound. ADON-A stated hospice had been
providing bed baths recently due to R155’s decline
and nail care may have not been getting done.
ADON-A stated it should be a collaboration between
hospice and the facility, and if R155 was refusing
nail care with hospice they should be informing the
facility and this would be documented in the
progress notes. ADON-A stated she was going to
review R155’s medical record along with hospice
charting. No additional information was provided for
refusals of nail care.

During an interview on 5/14/26 at 12:59 p.m.,
director of nursing (DON) stated the minimal
standard would be offering nail care on shower
days. DON stated the biggest part of nail care was
resident choice. During a follow up interview on
5/14/26 at 3:54 p.m., DON stated nail care was
offered on shower days and R155’s nail care was
done yesterday. DON stated she will follow up about
any refusals of nail care prior to survey entrance. No
additional information was provided.

A facility titled policy Activities of Daily Living, dated
4/1/26, identified “Care and services will be
provided for the following activities of daily living:

Bathing, dressing, grooming and oral care;

Transfer and ambulation;
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Toileting;

F0677

Eating to include meals and snacks; and

Using speech, language or other functional
communication systems.”
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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 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 insulin was
administered as ordered for 1 of 2 residents (R2)
reviewed for insulin administration and wound care
was provided as ordered for 1 of 1 resident (R60)
reviewed for pressure ulcers.

Findings include:

R2 - not following provider orders

R2’s admission Minimum Data Set (MDS)
assessment dated 2/23/26, identified R2 had intact
cognition without hallucinations or delusions present
with no behaviors, or rejection of care present.
Diagnoses included diabetes. Furthermore, Section
N: Medication identified R2 received insulin
injections 4 days out of 7 days.

During an interview on 5/11/26 at 2:34 p.m., R2
stated she received insulin injections for her
diabetes.

R2’s care plan, printed 5/13/26, included the
following:

-has diabetes mellitus with a goal of “will be free
from any s/sx [signs/symptoms] of hypoglycemia
through the review date” with the following
interventions:

F0684 The facility acknowledges that it failed to ensure
residents received treatment and care in accordance
with professional standards of practice,
physician/provider orders, and the residents’
comprehensive care plans for two residents.
Specifically, the facility failed to ensure that insulin
was administered in accordance with
provider-ordered parameters for Resident R2 and
failed to ensure wound care was completed as
ordered for Resident R60.

Upon identification of the deficiency, immediate
corrective action was taken. Resident R2 was
assessed for hypoglycemia, , and no adverse effects
were identified at the time of review. Resident R60’s
wounds were immediately assessed by licensed
nursing staff, and wound care was completed in
accordance with the current provider order.

To determine whether other residents were affected,
the facility completed audits of all residents
receiving sliding scale insulin therapy and all
residents receiving wound treatments.

These audits reviewed medication administration
records, treatment administration records, and
documentation for compliance with provider orders.

To prevent recurrence, the facility implemented
multiple systemic corrective actions. All licensed
nursing staff were re-educated on the importance of
strict compliance with physician orders, including
insulin administration parameters, and
documentation of held insulin doses. Staff were also
re-educated on wound care procedures, including
the necessity of verifying current orders prior to
each treatment and ensuring correct use of ordered
wound care products.

To ensure ongoing compliance, the Director of
Nursing or designee will conduct routine audits of
insulin administration records and wound care
treatments. These audits will be completed for two
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• Dietary consult for nutritional regimen and ongoing
monitoring.

• Observe for compliance with diet and document
any problems.

• Observe/document/report to medical practitioner
PRN s/sx of hypoglycemia:
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F0684 Continued from page 44
week and then once monthly after that. Audit results
will be reviewed and reported to the Quality
Assurance and Performance Improvement Committee
on a monthly basis. Any identified deficiencies will
result in immediate corrective action, including
additional staff education and increased monitoring.

Sweating, Tremor, Increased heart rate (Tachycardia),
Pallor, Nervousness,

Confusion, slurred speech, lack of coordination,
Staggering gait.

• Observe/document/report to medical practitioner
PRN for s/sx of hyperglycemia:

increased thirst and appetite, frequent urination,
weight loss, fatigue, dry skin, poor

wound healing, muscle cramps, abdominal pain,
Kussmaul breathing, acetone breath

(smells fruity), stupor, coma.

• Observe/document/report to medical practitioner
PRN for s/sx of infection to any

open areas: Redness, Pain, Heat, swelling or pus
formation.
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R2’s May Medication Administration Record
(MAR/TAR) from 5/1/26 – 5/13/26 included the
following:

-Aspart Insulin injection (fast acting insulin) - inject
6 units subcutaneously with meals related to type 2
diabetes mellitus with unspecified complications.
Hold BG [blood glucose] less than 130 with a start
date of 4/29/26 with administration times of 8 a.m.,
12 p.m., and 5 p.m. The record indicated it was
administered as ordered except for the following:

-5/1/26 at 12 p.m., coded with a “2”

-5/4/26 at 8 a.m., coded with a “13” and 12 p.m.,
coded with a “2”

-5/5/26 at 8 a.m., coded with a “13”

-5/6/26 at 8 a.m., coded with a “13” and 12 p.m.,
coded with a “2”

-5/7/26 at 8 a.m., coded with a “13”
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-5/8/26 at 8 a.m., coded with a “13” and 12 p.m.,
coded with a “2”

F0684

-5/11/26 at 8 a.m., coded with a “13”

-5/13/26 at 12 p.m., coded with a “9”

*Per chart code: “2” indicates out of facility without
meds, “13” indicated no insulin required and “9”
indicated a progress note.

-Aspart Insulin Flex Pen 100 units/milliliter(mL) –
inject as per sliding scale:

If 130-150=0 units; 151-200=0 units; 201-250=1
units; 251 - 300 = 2 Units; 301 - 350 = 3 Units; 351
- 400 = 4 Units; 401 - 500 = 5 Units; 501 + = 6
Units, subcutaneously before meals and at bedtime
for Type 2 Diabetes with a start date of 2/17/16. The
record indicated this order was administered as
ordered. The administration record included blood
sugar readings.

R2’s Blood Sugar (BS) Summary, printed 5/14/26,
identified the following relevant information (blood
sugar readings are milligrams/deciliter (mg/dL)):

-5/2/26 at 7:14 a.m., BS 101

-5/3/26 at 8:11 a.m., BS 111

-5/4/26 at 7:29 a.m., BS 86

-5/5/26 at 7:16 a.m., BS 101

-5/6/26 at 7:29 a.m., BS 91

-5/7/26 at 7:37 a.m., BS 90

-5/8/26 at 10:53 a.m., BS 91

-5/9/26 at 8:53 a.m., BS 106

-5/10/26 at 8:04 a.m., BS 120

-5/11/26 at 8:47 a.m., BS102

-5/12/26 at 7: 11 a.m., BS 93

-5/12/26 at 8:07 a.m., BS 93

-5/12/26 at 10:33 a.m., BS 127
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-5/13/26 at 7:36 a.m., BS 94

F0684

-5/14/26 at 7:13 a.m., BS 97

R2’s progress notes for 5/1/2 to 5/14/26 were
reviewed and identified the following:

-5/13/26 at 12:05 p.m.: noted resident out for
dialysis

Progress notes lacked evidence of holding insulin
per order when blood glucose/sugar was below 130.

On 5/14/26 at 8:17 a.m., licensed practical nurse
(LPN)-C stated if a resident had a low blood sugar,
the expectation would be the provider was notified.
LPN-C stated if a resident had orders to hold insulin
if a blood sugar was a certain level, it would be
expected to follow that order and to notify the
provider when it was held.

During an interview on 5/14/26 at 9:40 a.m.,
assistant director of nursing (ADON)-A stated it was
expected that physician orders were being followed.
ADON-A stated it was important that if there were
parameters to hold insulin if a blood sugar was low
that the insulin was held as this had the potential to
have negative effects “all the way around.” ADON-A
stated the resident would likely become
hypoglycemic. ADON-A reviewed R2’s medical
record. ADON-A verified R2 should not have
received, and did receive, the scheduled morning
dose of aspart insulin as R2’s blood sugars were
below 130 on 5/2/26, 5/3/26, 5/9/26, 5/10/26,
5/12/26, and 5/13/26. ADON-A stated the orders
were clearly not being followed. ADON-A stated the
6 units of Aspart should not have been given those
mornings per the orders.

On 5/14/26 at 10:37 a.m., nurse practitioner (NP)-A
stated they reviewed R2’s blood sugars and were
aware of R2’s blood sugar trends. NP-A stated R2
was a brittle diabetic, and they had made changes to
better manage her diabetes. NP-A stated the staff
should be following the orders as giving insulin to
someone with a low blood sugar could result in the
person becoming hypoglycemic. NP-A stated he was
going to review the orders as the order may be too
stringent for R2 as her noon blood sugars tended to
be higher.

On 5/14/26 at 1:00 p.m., director of nursing (DON)
stated the staff should follow a provider order and
then added, “a resident can choose to get the
insulin even if low and go against provider orders as
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Continued from page 47
they have a choice.” DON was going to follow up.
No additional information was provided.

F0684

A facility policy regarding following provider orders
was requested but not received as facility indicated
this was a procedural standard.

R60

R60’s quarterly Minimum Data Set (MDS) dated
4/23/26, indicated R60 had severely impaired
cognition, was dependent on staff for personal
hygiene, and was at risk for developing pressure
ulcers/injuries. R60’s diagnoses included
Alzheimer’s disease, dementia, bipolar, and
overactive bladder.

R60’s care plan dated 4/23/26, indicated R60 had
actual skin impairment and required wound care of a
gluteal fold (area between the buttocks and the
upper thigh) wound, and instructed, “Treatment as
ordered” and “Daily wound monitoring in place.”

R60’s provider orders dated 5/7/26, indicated,
“Right gluteus wound cleanse with wound cleanser,
pat dry. Apply foam QD [every day] and PRN [as
needed]. Until healed.” Additionally, “Left gluteus
wound cleanse with wound cleanser, pat dry. Apply
Medi honey [medical grade honey product used to
promote wound healing, prevent infection, and
support skin repair] and foam QD and PRN.”

When reviewed on 5/12/26 at 12:43 p.m., R60’s May
2026, treatment administration record (TAR) indicated
left and right gluteus wound care to be completed
daily with a start date of 5/8/2026. The right and left
gluteus wound care was not documented as
completed on 5/8/26, and 5/9/26. The wound care
was documented as completed on 5/10/26, 5/11/26,
by registered nurse (RN)-C. The wound care was
documented as completed on 5/12/26, by RN-D.

During observation on 5/12/26 at 12:47 p.m.,
nursing assistant (NA)-G wheeled R60 into her room
to offer toilet, check and change, and lay down.
NA-F also into room to assist. R60 was assisted to
a standing position, brief removed and transferred to
toilet. R60 was able to pass some urine and small
bowel movement. NA-G and NA-F assisted with peri
care. Dressing dated 5/11/26 was covering the left
gluteal fold and an undressed open wound was
observed on the right gluteal fold. A new brief was
placed, pants pulled up and R60 was assisted into
bed.
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During interview on 5/12/26 at 12:59 p.m., NA-F
stated was not sure how long R60 had the two
wounds on her bottom, but it was the NA’s
responsibility to notify the nurse of new skin
concerns. NA-F further stated would notify the nurse
that the one dressing was missing and needed to be
replaced.

F0684

During observation on 5/12/26 at 1:02 p.m.,
registered nurse (RN)-D and nursing assistant
(NA)-G went into R60’s room to complete wound
care. RN-D prepared two new dressings by writing
the date on each one. R60’s pants and brief pulled
down and the old dressing removed. RN-D
confirmed the dressing had yesterday’s date
(5/11/26) indicating last time it was changed. RN-D
used wound cleanser on the right wound, patted dry,
and placed a foam adhesive dressing over it. RN-D
then cleansed the left wound, patted it dry and
placed a foam adhesive dressing over it. Medi honey
was not used on either wound.

During interview on 5/12/26 at1:22 p.m., RN-D
stated he completed the wound care on R60 today
only since the NA had reported the missing dressing
and that R60’s wound care was only scheduled
three days a week on Monday, Wednesday, and
Friday. RN-D stated he normally only worked on
Tuesday’s therefore, only treated R60’s wounds as
needed. When asked, RN-D stated he signed off
R60’s TAR as wound care being completed, even
though he had not completed wound care at that
time and had not planned on doing any wound care
on R60 today. RN-D further stated was not aware
the order had changed to complete wound care
daily. RN-D confirmed did not use any Medi honey
and could not say where the Medi honey was even
stored. RN-D stated he should have read the order
to realize it had been changed to daily wound care
and for Medi honey to be used.

During interview on 5/13/26 at 2:17 p.m., RN-E
stated R60’s wound care was changed from three
days a week to daily on 5/7/26, and would expect
wound care to be completed daily starting on
5/8/26. In addition, RN-E stated if the provider order
was for Medi honey to be used, she would staff to
be using Medi honey during wound care. RN-E
stated would expect nurses to read and review
resident orders, since they can change at any time.

During interview on 5/14/26 at 11:19 a.m., director
of nursing (DON) stated would expect provider
orders to be completed as ordered.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

07/10/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22DFF0-H1 Facility ID: 00096 If continuation sheet Page 49 of 68



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245271

NAME OF PROVIDER OR SUPPLIER

Providence Place

PRINTED: 06/25/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

05/14/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

3720 23RD AVENUE SOUTH , MINNEAPOLIS, Minnesota, 55407

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

F0684
SS = D

Continued from page 49
Facility policy for following provider orders was
requested but not provided.

F0684
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Respiratory/Tracheostomy Care and Suctioning

CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including tracheostomy
care and tracheal suctioning.

The facility must ensure that a resident who needs
respiratory care, including tracheostomy care and
tracheal suctioning, is provided such care,
consistent with professional standards of practice,
the comprehensive person-centered care plan, the
residents' goals and preferences, and 483.65 of this
subpart.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review, the facility
failed to ensure orders included resident-specific
settings for the use and management of
non-invasive ventilation machines for 2 of 2
residents (R15, R23) reviewed for the use of
CPAP/BiPAP machines. In addition, the facility failed
to ensure oxygen-related orders were reinstated
after hospitalizations and readmission to the facility
for 1 of 1 resident (R51) who used oxygen.

Findings include:

R15

R15’s quarterly Minimum Data Set (MDS) assessment
dated 3/17/26, identified R15’s short term or
long-term memory were both marked as “memory
ok” after staff assessment of mental status was
completed. In Section O- Special Treatment,
Procedures and Programs, in section G1
Non-invasive mechanical ventilator was marked with
a check mark to indicate R15 uses a non-invasive
mechanical ventilator.

F0695 The facility acknowledges the deficiency related to
failure to ensure residents receiving respiratory care,
including CPAP/BiPAP therapy and oxygen therapy,
were provided care consistent with professional
standards of practice and physician orders, as
required under 42 CFR §483.25(i). The deficient
practice was identified for Residents R15, R23, and
R51 and involved failure to ensure resident-specific
device settings were included in physician orders,
failure to properly update respiratory orders
following hospitalization and readmission, and
inconsistent care planning and documentation
related to respiratory equipment use, cleaning, and
maintenance. Other like residents were audited who
as well had the potential to be affected by this
deficient practice.

Immediate corrective actions were implemented for
the affected residents. For R15 and R23, the facility
obtained updated physician orders specifying
CPAP/BiPAP settings. For R51, oxygen therapy
orders were reinstated following hospitalization,
including flow rate and monitoring parameters. All
related MARs and TARs were reviewed and revised
as needed to reflect BIPAP settings, oxygen
administration instructions as needed.

Ongoing monitoring will include weekly audits
of residents receiving respiratory therapy for two
weeks and then once monthly following. Results will
be reviewed monthly by the Quality
Assurance committee to ensure compliance.

During an observation on 5/11/26 at 12:47 p.m., a
non-invasive ventilation machine (CPAP/BiPAP
machine) on the bedside table. The mask for the
machine was observed laying on the table next to
the machine. No dates on the tubing or mask were
observed. R15 declined to answer any questions.

R15’s care plan, printed 5/13/26, identified R15 had
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Continued from page 50
an altered respiratory status due related to OSA
(obstructive sleep apnea) with an intervention to
assist to elevate head of bed to no greater than 30
degrees. R15’s care plan lacked evidence R15
required or used a CPAP or BiPAP machine.

F0695

R15’s May Medication and Treatment Administration
Record (MAR/TAR), printed 5/13/26, included the
following orders:

-CPAP/BiPAP – on at bedtime, off in the morning.
At bedtime at 9 p.m. with a start date of 3/17/26.
Record indicated from 5/1/26 to 5/13/26, R26 wore
the CPAP/BIPAP 4 times which was marked with a
“y” indicating yes, 6 times did not wear have the
CPABIPAP as it was marked with a “n” indicating
no, and 2 times was marked with a “3” with the
chart code indicating refused.

-CPAP/BiPAP – on at bedtime, off in the morning. In
the morning at 9 a.m. with a start date of 3/18/26.
Record indicated from 5/1/26 to 5/13/26, all days
were marked with “off”.

The MAR lacked evidence of resident specific
settings for the CPAP or BiPAP machine.
Furthermore, lacked evidence of cleaning of mask,
tubing or filters.

R15’s Task Log reviewed and lacked evidence of
staff cleaning mask or tubing.

R15’s progress notes for 4/1/26 to 5/14/26 were
reviewed. Progress notes lacked evidence of specific
settings for R15’s non-invasive ventilation machine
which would determine whether R15 was using the
machine as a CPAP (continuous positive airway
pressure) or BiPAP (bilevel -two distinct
pressures-positive airway pressure).

During an interview on 5/13/26 at 9:57 a.m., nursing
assistant (NA)-H stated they were familiar with R15.
NA-H stated R15 wore a CPAP at night. NA-H stated
they had not helped R15 put the mask on but had
turned the CPAP machine on for R15. NA-H stated
the nurses helped with putting masks on if a
resident needed assistance and when tubing needed
to be changed.

During an interview on 5/13/26 at 12:25 p.m.,
licensed practical nurse (LPN)-B stated R15 had a
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Continued from page 51
CPAP machine that nursing assisted with by putting
mask on and off and turning machine on and off.
LPN-B stated R15 refused to wear her CPAP
machine sometimes. LPN-B reviewed R15’s orders
and verified the orders to did have specific resident
pressure settings.

F0695

R23

R23’s admission MDS assessment dated 4/17/26,
identified R23 had intact cognition and used a
non-invasive mechanical ventilator.

During an observation and interview on 5/11/26 at
3:23 p.m., R23 stated she had been on the “portable
ventilator” since admission. R23 stated she returned
from the hospital a little while ago.

R23’s care plan, printed 5/13/26, identified R23 had
an altered respiratory status with an inability to lie
flat with the following interventions:

-administer medications/inhalers/nebulizer
treatments as orders.

-elevate head of bed, observe and document any
shortness of breath when lying flat and with
activities due to shortness of breath.

-Observe/document and report to nurse/medical
practitioner any s/sx [signs/symptoms] of
respiratory distress; increased respirations,
decreased pulse oximetry, increased heart
rate, restlessness, diaphoresis, headaches, lethargy,
confusion, hemoptysis, cough, pleuritic pain,
accessory muscle use, skin color changes to
blue/gray

-Head of bed to be elevated (semi-fowlers to
fowlers) or out of bed upright in a chair during
episodes of difficulty breathing (Dyspnea).

The care plan lacked evidence of any resident
specific settings for R23’s CPAP machine.

R23’s May MAR/TAR included the following orders:

- CPAP/BIPAP - filter maintenance: Wash reusable
filters monthly by hand in warm soapy water
(antibacterial), rinse well and let air dry. If filters are
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disposable, change monthly

F0695

every day shift every 30 day(s) with a start date of
5/12/26. The record indicated it was completed on
5/12/26.

- CPAP/BIPAP - Fill reservoir with distilled water at
bedtime at 9 p.m. with a start date of 4/17/26 and
end of 5/11/26 with a new order starting 5/11/26.
From 5/1/26 to 5/11/26, all were marked with a
check mark to indicate as completed except for 3
days (5/8/26-5/10/26) which were coded with a “6”
indicating hospitalized.

-CPAP/BiPAP – ON at bedtime, Off in the morning
at 9 p.m. with a start date of 4/18/26 and end date
of 5/11/26 with a new order starting 5/11/26. Of 11
opportunities (from 5/1/26-5/11/26), the record
indicated 6/11 times it was marked as “self”, 2/11
times as “on” and 3/11 with a “6” which indicated
hospitalized.

-CPAP/BiPAP – ON at bedtime, Off in the morning
at 9 a.m. with a start date of 4/18/26 and end date
of 5/11/26 with a new order starting 5/12/26. Of 12
opportunities (from 5/1/26-5/12/26), the record
indicated it was completed all days except for 3
which were documented with a “6”.

-CPAP/BIPAP - Wash face mask/nasal pillow and
water chamber/reservoir by hand with warm soapy
water (cannot contain antibacterial soap), rinse well
and let air dry

every day shift with a start date of 4/18/26 and end
date of 5/11/26 with a new order starting 5/12/26.
The record indicated this was completed all days
(5/1/26-5/12/26) except for 3 days which were
marked with “6”.

R23’s progress notes for 4/1/26 to 5/14/26 were
reviewed. Progress notes lacked evidence of specific
settings for R23’s non-invasive ventilation machine.

During an interview on 5/13/26 at 9:56 a.m., NA-H
stated they had not assisted R23 with the CPAP
machine. NA-H stated they had seen R23 wear the
CPAP mask when sleeping.

During an interview on 5/13/26 at 12:02 p.m.,
trained medication aid (TMA)-A stated nurses were
responsible for CPAP machines, and anything
related to CPAP machines.
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During an interview on 5/13/26 at 12:21 p.m., LPN-B
stated it was the nurse’s responsibility to ensure
R23’s CPAP was working correctly, and the nurses
would assist R23 with turning the machine on and
off. LPN-B stated she had assisted R23 with
shutting the machine off previously. LPN-B went
and looked at R23’s CPAP machine and confirmed it
was the CPAP machine that R23 had since
admission. LPN-B reviewed R23’s orders and
verified the orders did not have any settings.

During an interview on 5/14/26 at 10:02 a.m.,
assistant director of nursing (ADON)-A stated the
expectation would be if a resident had CPAP/BiPAP
machine, staff would be ensuring the machines were
being cleaned appropriately (i.e., masks wiped down,
tubing changed, etc), which would be documented
on the MAR/TAR. ADON-A stated the orders should
include settings. ADON-A stated if the settings
didn’t come with the admission orders, they could
be difficult to obtain but the facility did need to get
the correct orders. ADON-A reviewed R15 and R23’s
electronic medical records. ADON-A verified the
facility did not have orders for the setting for either
R15 or R23. ADON-A stated the orders should
contain the settings and if something happened to
the machine or the resident was transferred, the
settings need to be known.

During an interview on 5/14/26 at 12:55 p.m.,
director of nursing (DON) stated the orders for CPAP
and BiPAP machines should be followed. DON stated
she would have to look at the facility policy to
answer whether or not the settings for a CPAP or
BiPAP needed to be included in the orders. No
follow up was provided.

A facility policy titled Noninvasive Ventilation, dated
4/1/26, indicated “The facility will obtain an order
for the use of a CPAP, BiPAP, AVAPS or Trilogy™
device and settings from the practitioner.”

R51

R51’s quarterly Minimum Data Set (MDS), dated
3/5/26, identified R51 received oxygen therapy and
used a noninvasive mechanical ventilator. The MDS
further identified R51 required substantial to maximal
assistance with most activities of daily living and
was cognitively intact.
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R51's physician orders identified prior orders for
continuous oxygen at 4 liters per minute (LPM) via
nasal cannula or mask to maintain oxygen
saturations at or above 90%, oxygen at 2 LPM via
nasal cannula while sleeping until CPAP supplies
arrived, and CPAP/BIPAP settings of CPAP 16/EPAP
8 with 3 LPM oxygen. Those orders discontinued on
4/24/26 following hospitalization and return to the
facility on 4/25/26.

R51's May 2026 Medication/Treatment
Administration Records (MAR/TAR) identified no
active orders for oxygen therapy, CPAP/BIPAP use,
oxygen saturation monitoring, or oxygen tubing
changes. Review of the April 2026 MAR/TAR
identified oxygen tubing and humidifier bottle
changes last occurred on 4/19/26 and the treatment
discontinued on 4/24/26.

R51's care plan, dated 4/29/26, identified R51 had
altered respiratory status and required oxygen
therapy, including interventions to provide oxygen as
ordered and observe pulse oximetry readings.

During interview on 5/12/26 at 10:00 a.m., R51
stated when admitted to the facility she used a
CPAP with a face mask, but experienced leaking
issues and was awaiting a replacement mask and
currently used oxygen at night while waiting for
CPAP supplies. R51 further stated she did not like
when the oxygen tubing fell on the floor and staff
did not pick it up, stating they should be providing
her with new tubing weekly but that was not
happening.

During interview and observation on 5/13/26 at 7:33
a.m., R51 stated the night nurse applied oxygen at 2
LPM overnight and licensed practical nurse (LPN)-F
removed it that morning. The oxygen tubing, and
nasal cannula, was observed lying on the floor while
the oxygen tank remained turned on.

During interview and observation on 5/13/26 at 9:07
a.m., LPN-E, stated staff completed vital signs daily
for R51 and R51's oxygen saturation levels should
remain above 90% and R51 should be placed on
oxygen at 2 LPM to keep oxygen saturations above
90%. LPN-E picked up R51's oxygen tubing and
nasal cannula from the floor, reconnected it to the
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Continued from page 55
machine, and placed it directly back on R51. LPN-E
was not sure when R51's oxygen tubing was
changed.

F0695
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During interview on 5/14/26 at 9:07 a.m., nurse
manager and LPN-F, stated staff expectations for
residents receiving oxygen included monitoring
oxygen saturation levels, verifying oxygen settings,
and changing tubing periodically, but could not
specify specifically how often. LPN-F reviewed
R51’s electronic medical record and stated, “It is
not in here,” when unable to locate orders for
oxygen flow rate, changing oxygen tubing, or when
and how often to use oxygen. LPN-F further stated
R51 previously had oxygen orders from 3/10/26
through 4/24/26 because R51 was not wearing the
CPAP at night, but she was unsure what happened
to the orders after hospitalization and return to the
facility.

During interview on 5/14/26 at 10:00 a.m., the
director of nursing (DON), who also served as the
facility’s infection preventionist (IP), stated the
standard practice was to change nasal cannulas
once weekly.

F0740
SS = D

A facility policy titled Oxygen Safety, dated 4/1/26,
directed staff is how to safely use and store oxygen
but did not address the necessity for oxygen orders
or the facility policy on how often oxygen tubing
should be changed.

Behavioral Health Services

CFR(s): 483.40

§483.40 Behavioral health services.

Each resident must receive and the facility must
provide the necessary behavioral health care and
services to attain or maintain the highest practicable
physical, mental, and psychosocial well-being, in
accordance with the comprehensive assessment and
plan of care. Behavioral health encompasses a
resident's whole emotional and mental well-being,
which includes, but is not limited to, the prevention
and treatment of mental and substance use
disorders.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and record review,
the facility failed to provide necessary behavioral

F0740 The facility failed to provide necessary behavioral
health services, trauma-informed care planning, and
coordinated mental health support for 1
of 1 resident reviewed (R130). Specifically,
the facility failed to implement interventions
addressing ongoing sanitation and environmental
concerns within the resident's room, failed
to develop and implement interventions related
to identified trauma triggers and feelings of loss
of control, and failed to revise behavioral health
interventions despite ongoing concerns.

Upon identification of the deficient practice, an
interdisciplinary team meeting was conducted for
R130 including nursing, social services, behavioral
health providers, housekeeping, and the resident.
The resident's comprehensive assessment and care
plan were reviewed and revised to include
individualized trauma-informed interventions related
to maintaining control over personal surroundings
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health services, trauma-informed care planning, and
coordinated mental health support for 1 of 1 resident
(R130) reviewed for behavioral health services. The
facility failed to implement interventions to address
ongoing sanitation and environmental concerns in
the resident’s room, failed to develop and
implement interventions to address R130’s identified
trauma triggers and feelings related to loss of
control over her surroundings, and failed to revise
or implement new behavioral health interventions
after 10/24/25 despite continued concerns which
had the potential to result in unmet psychosocial
needs and unsafe living conditions.

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0740 Continued from page 56
while addressing health and safety concerns. A
behavioral support plan was developed addressing
room organization, sanitation concerns,
housekeeping access, meal tray management, and
refusal of assistance.

The facility conducted an audit for residents with
mental health diagnosis along with the hoarding
tendencies. Any other residents that were identified
and determined to be at risk of room cleanliness met
with IDT team members to determine interventions
that the residents favor.

Findings include:

R130’s quarterly Minimum Data Set (MDS), dated
2/24/26, identified R130 was admitted to the facility
on 8/13/25, was cognitively intact with a Brief
Interview for Mental Status (BIMS) score of 15, and
was independent with most activities of daily living.

The Social Services Director or designee will
complete weekly audits of five residents with
behavioral health diagnoses for three weeks and
one monthly audit thereafter. Results will be
reviewed monthly by the Quality
Assurance committee to ensure compliance.

R130’s diagnoses, dated 8/13/25, included bipolar II
disorder, post-traumatic stress disorder (PTSD),
depression, and anxiety.

R130’s trauma-informed care screening, dated
8/19/25, identified R130 disclosed she had
experienced something traumatic in the past but did
not disclose the specifics of the event. The section
addressing, "what are some things that you do now
to help manage consequences of going through
difficult/tough times" was left blank

R130’s care plan, dated 8/20/25, identified R130 had
post-traumatic stress disorder (PTSD) and trauma
but would not discuss specifics and triggers could
include a sense that things were outside of her
control. The care plan included interventions for staff
to assist with calming approaches, including
encouraging reading books, validating R130’s
feelings, and using a professional approach due to
R130's perceived ideas that men have often tried to
"hit" on her. However, the care plan lacked specific
trauma-informed interventions to guide staff on how
to support R130’s need to feel in control of her
surroundings while simultaneously addressing
ongoing sanitation, clutter, food tray, and
environmental concerns within the room. Additional
care plan interventions, dated 10/24/25, identified
R130 was not organizing her room and may benefit
from staff support to set up her room and initiate
functioning more within a normal range, and
questioned whether R130 would benefit from a
behavioral contract to assist with cleaning her room
if it became problematic. The care plan lacked
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Continued from page 57
evidence a behavioral contract or other structured
behavioral interventions were implemented to assist
with R130 keeping her room clean and organized.

F0740

Review of R130’s care plan lacked evidence the
facility updated, revised, or implemented additional
interventions related to R130’s trauma history,
behavioral health needs, refusal of assistance,
sanitation concerns, or ongoing room conditions
after 10/24/25, despite continued concerns observed
throughout the survey.

R130's Associated Clinic of Psychology (ACP) notes,
dated 8/20/25, identified R130 had a history of
sexual abuse by her father and emotional abuse by
her husband. Additional ACP notes, dated 10/24/25,
identified R130 had multiple outpatient mental health
supports. The ACP notes lacked any documentation
of a completed behavioral contract regarding R130
keeping her room clean and organized.

R130’s progress notes identified the last
documented social work intervention related to
assisting R130 with room organization prior to
survey occurred on 10/16/25, when the licensed
social worker (LSW) attempted to assist R130 in
cleaning her room but R130 appeared asleep and did
not wake when prompted. Additional progress notes,
dated 10/3/25, identified R130 provided verbal
consent for the LSW to enter her room while
hospitalized to move items and reduce tripping
hazards but did not want assistance organizing or
cleaning her room.

R130’s electronic medical record (EMR) lacked
evidence the facility coordinated care, communicated
recommendations, or implemented ongoing
collaborative interventions with R130’s outside
mental health providers related to her PTSD, trauma
history, room conditions, behavioral concerns, or
identified psychosocial needs.

During observation on 5/11/26 at 5:05 p.m., R130’s
room was observed extremely cluttered with a
strong urine odor. The floor was not visible due to
the number of belongings and clutter throughout the
room. Old food trays, cups containing red liquid,
milk cartons, and food debris were observed
throughout the room. The facility also had concerns
related to mice in the building.

During observation on 5/13/26 at 7:45 a.m., R130’s
room contained both lunch and dinner trays from
5/12/26. The lunch tray appeared untouched and
contained chicken, vegetables, and a baked potato.
The dinner tray contained leftover food.
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During observation on 5/13/26 at 9:07 a.m., two
unnamed housekeeping staff were observed cleaning
R130’s room while R130 remained present in the
room and did not object to the cleaning. The floor
contained multiple rusty-red colored stains and the
room continued to have a noticeable odor of urine
and old food.

F0740

During interview on 5/13/26 at 10:47 a.m., licensed
practical nurse (LPN)-E stated staff attempted to
work with R130 regarding the condition of her room
and social work was also involved. LPN-E stated
R130 wanted to keep her belongings in the room and
staff encouraged her to remove food trays when
finished eating. LPN-E stated if staff attempted to
remove items while R130 was not present, R130
instructed staff not to touch her belongings. LPN-E
stated staff often left trays in the room because
R130 slept in the mornings and ate later when awake
and would eat the food on her trays at her leisure.
LPN-E further stated he had no knowledge of
R130’s trauma history or past abuse and had not
received guidance regarding trauma-informed
approaches for R130 or other residents.

During interview on 5/13/26 at 12:58 p.m., social
services designee (SSD)-C stated the facility
coordinated with Associated Clinic of Psychology
(ACP) providers through referrals, faxes, emails, and
weekly meetings and reviewed recommendations to
determine whether care plans required updates.
SSD-C stated R130 had multiple outside providers
and that ACP had been assisting with concerns
related to R130’s room. SSD-C stated she continued
to offer assistance with room organization, including
offering boxes and garbage bags, and documented
those offers in progress notes, acknowledging the
last attempted was documented in October of 2025.
SSD-C stated R130 could be resistant to
housekeeping and cleaning and staff used repeated
approaches as the only intervention. SSD-C further
stated she was unsure whether a behavioral contract
or risk versus benefit approach had ever been
implemented for R130 and stated, “maybe ACP did.”
SSD-C stated R130 made many of her own
appointments and often did not involve the facility
so there was no coordination with her outside
mental health providers. SSD-C further stated she
would need to review the record to determine
whether R130 had trauma or PTSD and stated she
had no knowledge of R130’s past trauma history
despite those diagnoses and abuse history being
documented in the record and ACP notes.

During interview on 5/14/26 at 9:07 a.m., third floor
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Continued from page 59
nurse manager and licensed practical nurse (LPN)-F
stated R130 had “a lot of trauma” but she did not
know the specifics. LPN-F stated R130’s prior
apartment had also been cluttered and contained
roaches and many of R130’s belongings were
damaged prior to admission. LPN-F stated she did
not know whether a behavioral contract or structured
intervention existed for R130 and stated the facility
had been “in between social workers.” LPN-F stated
nursing assistants reported “that is how she likes it”
regarding the condition of the room. LPN-F further
stated she instructed staff to remove food trays or
place items in the refrigerator but acknowledged
those interventions were not care planned and there
was no behavior monitoring in place related to food
trays remaining in the room, room cleanliness,
odors, or refusal of housekeeping services. LPN-F
stated R130 received services from outside mental
health providers and medication changes were
expected to be faxed to the facility and uploaded
into the medical record.

F0740

During a follow interview on 5/13/26 at 2:41 p.m.,
SSD-C stated R130 was seen by an outside provider
for medication management.

During interview on 5/14/26 at 10:00 a.m., the
director of nursing (DON) stated concerns related to
food trays remaining in R130’s room, odors, clutter,
and the condition of the floor needed to be balanced
with resident rights. The DON stated staff could not
“just take things out of her room without her
permission” and stated R130 had the right to keep
old food trays and clutter in her room. The DON
further stated removing items from the room could
“trigger her” and staff attempted to balance infection
control concerns with R130’s rights. The DON did
not identify specific trauma-informed interventions,
behavioral supports, or staff approaches to minimize
triggering R130 while addressing the sanitation and
environmental concerns in the room.

A facility policy titled Behavioral Health Services,
dated 4/1/26, indicated it was the policy of the
facility to, "ensure all residents receive necessary
behavioral health services to assist them in reaching
and maintaining their highest level of mental and
psychosocial functioning and well-being."
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Provision of Medically Related Social Service

CFR(s): 483.40(d)

§483.40(d) The facility must provide medically-related
social services to attain or maintain the highest
practicable physical, mental and psychosocial

F0745 The facility acknowledges the cited deficiency
involving failure to ensure medically related social
services were provided to support Resident 61 (R61)
in attaining and maintaining his highest practicable
physical, mental, and psychosocial well-being
following receipt of a prosthetic device. R61 is a
cognitively intact resident with a medical history
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well-being of each resident.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and document
review, the facility failed to ensure medically related
social services were provided for 1 of 1 residents
(R61) observed who wore mismatched shoes which
caused discomfort, despite staff knowledge of the
lack of matching shoes.

Findings include:

R61’s quarterly Minimum Data Set (MDS) dated
2/25/26, indicated R61 had intact cognition and was
diagnosed with diabetes, depression, and an
amputation. The MDS indicated R61 had no
hallucinations, delusions, behavioral symptoms
directed towards others, or rejection of care
behaviors.

R61’s care plan dated 5/26/26 indicated R61 had a
self-care performance deficit related to a right
below-the-knee amputation. The care plan indicated
R61 preferred to choose his own clothing and what
to wear. The care plan indicated he required
moderate assistance with tub/shower transfers,
showering/bathing, and lower body dressing.

R61’s medical record was reviewed, and did not
indicate that prior to survey entrance, staff had
attempted to assist R61 with finding matching shoes.

During an interview and observation on 5/11/26 at
12:04 p.m., R61 was observed sitting in his
wheelchair, a black shoe with a thick sole observed
on his right leg prosthetic, and a grey shoe on his
left foot with a noticeably shorter sole. R61 stated
that he didn’t have any money, so he was unable to
buy matching shoes. R61 stated he had only had the
left leg without the right prosthetic for a while, so he
had only needed the left shoe. R61 stated he had
gotten a prosthetic about a month ago and didn’t
have a shoe for it, so the prosthetic company had
provided one for the prosthetic, but not for his other
foot. R61 stated that he wished he had matching
shoes to wear, but he didn’t. On observation,
without opening drawers or doors, no additional
shoes of R61’s were present. R61 stated that
because his shoes were different heights, his legs
were different heights, and this caused him hip pain.
R61 stated he had talked with staff about not having
matching shoes and was sure the social worker
knew about it, but no one had done anything to
help.
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F0745 Continued from page 60
significant for a right below-the-knee amputation,
diabetes, and depression. After receiving a
prosthetic device, R61 was observed wearing
mismatched shoes, specifically a black shoe with a
thick sole on the prosthetic side and a grey shoe
with a noticeably shorter sole on the opposite foot.
This resulted in uneven leg height, which contributed
to hip pain and discomfort.

Upon identification of the concern, R61 was
immediately assessed by the interdisciplinary team,
including nursing, social services, and rehabilitation
services. The facility found and provided the
resident with matching shoes of his liking. Other
residents with prosthetics in the facility were audited
and interviewed to ensure they had footwear they
enjoy.

To prevent recurrence the facility provided education
the social services team to ensure they are asking
residents what their footwear preferences are.

Ongoing monitoring will include weekly audits for
two weeks and then once monthly for one month to
ensure compliance. Findings will be reported to the
Quality Assurance and Performance Improvement
(QAPI) Committee for review and continued
oversight. The QAPI Committee will evaluate audit
results monthly and implement further corrective
actions as needed.

(X5)
COMPLETION

DATE

07/10/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22DFF0-H1 Facility ID: 00096 If continuation sheet Page 61 of 68



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245271

NAME OF PROVIDER OR SUPPLIER

Providence Place

PRINTED: 06/25/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

05/14/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

3720 23RD AVENUE SOUTH , MINNEAPOLIS, Minnesota, 55407

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

F0745
SS = D

Continued from page 61
During an interview on 5/12/26 at 2:00 p.m., nursing
assistant (NA)-J stated he had worked with R61
frequently in the past. NA-J stated that R61 needed
a variable amount of help with activities of daily
living (ADLs), so sometimes needed help with things
like dressing, and sometimes was independent. NA-J
stated that when assisting him, he had noticed that
R61 did not own matching shoes. NA-J stated that
he had assumed the prosthetic needed a special
shoe and didn’t know if the shoes needed to match
or not, so he was unsure if anyone had tried to help
him get matching ones.

F0745

During an interview on 5/13/26 at 12:27 p.m.,
medical coordinator (MC)-A, from the prosthetic
company, stated that it was not their usual practice
to provide patients with shoes, but when R61 came
in, he didn’t have a shoe for his prosthetic, so they
provided one solely for the prosthetic. MC-A stated
it was better if the patient wore matching shoes and
had expected R61 or the facility to obtain them.

During an interview on 5/13/26 at 2:23 p.m.,
registered nurse (RN)-H stated that she had noticed
that R61 did not have matching shoes since he came
back with his prosthetic about a month ago but did
not know if anyone had offered to help him get new
ones.

During an interview on 5/14/26 at 1:48 p.m., social
services designee (SSD)-C confirmed she was R61’s
social worker and stated she had helped him with
things in the past, such as getting new clothing.
SSD-C stated that she had noticed that R61 did not
have matching shoes. SSD-C stated she was unsure
if anyone had offered to help him obtain new shoes
before the survey start and confirmed she had not.

During an interview on 5/14/26 at 2:57 p.m., with
the assistant administrator and the director of
nursing (DON), the DON stated that if a resident with
a prosthetic needed matching shoes, she would
expect the prosthetic company to notify them. The
DON stated she was unsure if anyone had reached
out to the prosthetic company regarding shoe wear
recommendations.

A policy regarding social services was requested but
not received.

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
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Drug Regimen Review, Report Irregular, Act On

CFR(s): 483.45(c)(1)(2)(4)(5)

§483.45(c) Drug Regimen Review.

F0756 The facility acknowledges that it failed to ensure
timely action on consultant pharmacist (CP)
recommendations for resident R129 and failed to
establish and implement a standardized timeframe
and follow-up process for addressing drug regimen
review (DRR) recommendations for residents R129
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§483.45(c)(1) The drug regimen of each resident must
be reviewed at least once a month by a licensed
pharmacist.

§483.45(c)(2) This review must include a review of
the resident's medical chart.

§483.45(c)(4) The pharmacist must report any
irregularities to the attending physician and the
facility's medical director and director of nursing,
and these reports must be acted upon.
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F0756 Continued from page 62
and R118. The facility also acknowledges that CP
recommendations were not consistently acted upon,
and documentation did not reflect timely provider
review, rationale, or resolution of identified
medication irregularities.

Upon identification of the deficiency, the Director of
Nursing (DON) or designee initiated an immediate
audit of all active consultant pharmacist
recommendations for all residents to identify any
outstanding or unaddressed medication irregularities.

(i) Irregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph (d)
of this section for an unnecessary drug.

(ii) Any irregularities noted by the pharmacist during
this review must be documented on a separate,
written report that is sent to the attending physician
and the facility's medical director and director of
nursing and lists, at a minimum, the resident's
name, the relevant drug, and the irregularity the
pharmacist identified.

(iii) The attending physician must document in the
resident's medical record that the identified
irregularity has been reviewed and what, if any,
action has been taken to address it. If there is to be
no change in the medication, the attending physician
should document his or her rationale in the
resident's medical record.

§483.45(c)(5) The facility must develop and maintain
policies and procedures for the monthly drug
regimen review that include, but are not limited to,
time frames for the different steps in the process
and steps the pharmacist must take when he or she
identifies an irregularity that requires urgent action
to protect the resident.

The facility revised its Drug Regimen Review policy
to establish clear, standardized response timeframes
for pharmacist recommendations. All non-urgent
recommendations must be reviewed and addressed
by the attending provider within 30 days of receipt,
unless otherwise clinically justified. The facility also
implemented the DON or designee to track all CP
recommendations through a centralized tracking log.
It is also being reviewed by IDT team.

Education was provided to the DON and designee
educated on the revised DRR policy, including
required timeframes, documentation expectations,
and escalation procedures for overdue
recommendations.

The DON or designee will audit consultant
pharmacist recommendations weekly for two weeks
and then once monthly thereafter to ensure timely
provider response and appropriate documentation.
indings will be reported to the Quality Assurance
and Performance Improvement (QAPI) committee
monthly for review, trend analysis, and ongoing
performance improvement.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to ensure consultant pharmacist (CP)
recommendations were acted upon timely for 1 of 5
residents (R129) reviewed for unnecessary
medications. In addition, the facility failed to develop
and/or implement a procedure outlining follow-up
time frame expectations in the drug regimen review
process for 1 of 5 residents (R118) reviewed for
unnecessary medications.
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Findings include:

F0756

R129

R129’s admission Minimum Data Set (MDS) dated
4/5/26, indicated R129 had intact cognition and
received high risk medications to include antianxiety
and anticoagulant. R129’s diagnoses include panic
disorder, generalized anxiety disorder, atrial
fibrillation, and peptic ulcer. R129’s diagnoses lack
evidence of diabetes mellitus (DM).

R129’s provider orders indicated the following:

-Dated 3/30/26, “Meloxicam Oral Tablet…Give 7.5 mg
by mouth two times a day for INFLAMMATORY.”
R129’s provider order lacked evidence of additional
instructions to give with food or milk.

-Dated 3/30/26, “Eliquis Oral Tablet…Give 5 mg by
mouth two times a day for Heart.”

-Dated 3/31/26, “Jardiance Oral Tablet…Give 10mg
by mouth one time a day for dm2 [diabetes mellitus
type 2].”

-Dated 3/31/26, “Buspirone HCl Oral Tablet…Give 10
mg by mouth three times a day for psych.”

R129’s consultant pharmacy medication review
(MRR) dated 3/31/26 included the following:

- R129 was taking Meloxicam and NSAID which
should not be given on an empty stomach to help
prevent upset stomach, ulceration, or bleeding.
Recommendation included, “Add to the instructions:
Give with food or milk.”

- R129 was taking Jardiance for “DM2” which was
not listed as one of R129’s diagnoses.
Recommendation included, “Verify and add this
diagnosis to the diagnoses list to justify use of the
above order.”

- R129 was taking Buspirone for “psych” and
Eliquis for “heart” which were not appropriate
diagnoses for use of these medications.
Recommendation included, “Clarify with the provider
the diagnosis associated with this medication and
update the MAR [medication administration record].”

R129’s MRR dated 4/29/26 included the following:

PROVIDER'S PLAN OF CORRECTION
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- R129 was taking Jardiance for “DM2” which was
not listed as one of R129’s diagnoses.
Recommendation included, “Verify and add this
diagnosis to the diagnoses list to justify use of the
above order.”

F0756

- R129 was taking Buspirone for “psych” and
Eliquis for “heart” which were not appropriate
diagnoses for use of these medications.
Recommendation included, “Clarify with the provider
the diagnosis associated with this medication and
update the MAR [medication administration record].”

R129’s MAR dated April 2026, instructed give Eliquis
heart, give Jardiance for dm2, give Buspirone for
psych, and lacked evidence of administration
instructions for Meloxicam.

R129’s MAR dated May 2026, instructed give Eliquis
heart, give Jardiance for dm2, give Buspirone for
psych, and lacked evidence of administration
instructions for Meloxicam.

During interview on 5/14/26 at 12:37 p.m., CP stated
would expect medications to be given for
appropriate indications or associated with
appropriate diagnoses. CP further stated would
expect facility to respond to recommendations timely
and would not expect to have to re-issue the same
recommendation with subsequent monthly reviews.
CP stated would have expected R129’s medication
indications for use would have been updated
appropriately by now.

During interview on 5/14/26 at 1:22 p.m., director of
nursing (DON) stated would expect MRRs with
recommendations that could affect resident safety be
addressed as soon as possible. DON would not
provide a timeframe for expected response for
non-urgent recommendations stating, “If it is not
going to harm the resident, it is not a safety issue”
and therefore, did not consider lack of appropriate
indication or diagnosis a safety concern. DON stated
was aware the MRR process had room for
improvement.

R118

R118’s quarterly Minimum Data Set (MDS) dated
5/8/26, indicated R118 had intact cognition and was
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Continued from page 65
diagnosed with respiratory failure and debility. The
MDS indicated R118 was independent with most
activities of daily living (ADLs).

F0756

R118’s order summary dated 3/10/26, included an
order dated 3/10/26 for Nystatin Powder applied
topically to the groin in the morning and did not
include an end date.

R118’s pharmacist review dated 3/30/26, indicated
R118 had an order for nystatin powder to the groin
in the morning for redness. The review indicated
antifungals should be discontinued when healing
was complete, as “prolonged, unnecessary use” can
cause drug-resistant fungal infections. The review
indicated “Candida [yeast]” rashes typically take one
to two weeks to resolve with treatment, so the
pharmacist recommended the nystatin powder be
discontinued. The review did not include a date by
which a response was required. The review indicated
“no response 4/30/26”.

During an interview on 5/14/26 at 12:26 p.m., the
consultant pharmacist (CP) stated the facility did not
have a “laid out time frame” for when nonurgent
recommendations needed to be completed, as it was
based on the resident and the specific
recommendation, but she would typically expect a
provider to respond to a nonurgent recommendation
within 60 days. The CP confirmed she did not
include a time frame on the recommendation for
when she expected a response for nonurgent
concerns.
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Facility policy dated 9/2023, indicated CP would
review the medication regimen of each resident
monthly and report in writing any irregularities. The
policy further indicated follow up timeliness would
depend on severity of irregularity and be determined
through consultation between the CP and DON.

Nutritive Value/Appear, Palatable/Prefer Temp

CFR(s): 483.60(d)(1)(2)

§483.60(d) Food and drink

Each resident receives and the facility provides-

§483.60(d)(1) Food prepared by methods that
conserve nutritive value, flavor, and appearance;

§483.60(d)(2) Food and drink that is palatable,

F0804 This Plan of Correction constitutes the facility's
allegation of compliance. Submission of this Plan of
Correction does not constitute an admission by the
facility that the findings alleged are accurate or that
the deficiencies cited constitute noncompliance. The
facility submits this Plan of Correction to
demonstrate its good-faith effort to comply with all
applicable requirements.

Resident R88 was immediately assessed regarding
satisfaction with meal service and food temperature.
The resident was offered a replacement meal heated
to an appetizing serving temperature. The Dietary

(X5)
COMPLETION

DATE

07/17/2026

07/10/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22DFF0-H1 Facility ID: 00096 If continuation sheet Page 66 of 68



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245271

NAME OF PROVIDER OR SUPPLIER

Providence Place

PRINTED: 06/25/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

05/14/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

3720 23RD AVENUE SOUTH , MINNEAPOLIS, Minnesota, 55407

(X4) ID
PREFIX

TAG

F0804
SS = D

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

Continued from page 66
attractive, and at a safe and appetizing temperature.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, and interview, the facility
failed to ensure food was served at palatable
temperatures for 1 of 1 residents (R88) who were
observed and served cold food.

Findings include:

During the lunch dining service at the transitional
care unit on 5/12/26 at 12:03 p.m., nursing assistant
(NA)-A rolled a meal tray to R88’s room to deliver
lunch of honey mustard chicken, potato fingerlings,
and a mixture of cooked vegetables. Dietary aide
(DA)-A temped the food prior to NA-A delivering the
tray into R88’s room. Results of the temperatures
were as follows:

Honey Mustard Chicken was 117 degrees Fahrenheit
(F)

Potato fingerlings were 118 degrees F, and
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Manager and Nursing staff reviewed the concern
with dietary personnel and reinforced expectations
regarding timely meal delivery and temperature
monitoring during meal service.

All residents receiving meals on the Transitional
Care Unit and all residents receiving room tray
service have the potential to be affected by this
practice. An audit of meal service processes was
conducted to evaluate food temperatures for tray
line meals and room delivery meals. Food
temperatures were monitored and documented
during meal service to ensure compliance with
facility policy and regulatory requirements.

The facility has revised meal service procedures to
ensure hot foods are maintained at appropriate
serving temperatures and delivered promptly after
plating. The facility has purchased plate warming
carts as well as metal inserts for plates to ensure
that food stays rooms after being plated. Dietary and
nursing staff have been educated on the importance
of meal tempuratures when serving.

Mixed vegetables were 100 degrees F.

DA-A stated the chicken was supposed to be “145
degrees and above when we are serving”. DA-A
stated, “I would want the food to be warmer than
this when I eat it.”

During interview with DA-A and cook (C)-A on
5/12/26 at 12:06 p.m., both stated the food “sits on
the trays too long [before residents are served]”.

The Dietary Manager or designee will audit meal
temperatures for both dining room and room tray
services a minimum of five meals per week for two
weeks, then three meals per week for an additional
month. Audit findings will be reviewed through the
facility's Quality Assurance and Performance
Improvement (QAPI) process monthly for two
months. Additional monitoring will be implemented
as indicated based on audit results.

During interview with R88 on 5/12/26 at 12:46 p.m.,
R88 stated, “the chicken was cooked but definitely
not warm or hot enough for my liking”.

During interview with dietary manager (D)-MGR on
5/13/26 at 12:38 p.m., D-MGR stated facility
struggled with serving food at desirable
temperatures because the residents in the dining
room were served first and then the staff started
plating the food for residents who ate in their rooms.
The food was plated and rested on the rolling cart
for a “lengthy time” before it was rolled to each
resident. D-MGR stated R88’s food “lost
temperature” and it was not “desirable to serve food
that is 117 degrees”.

Facility policy titled Food Safety Requirements
effective 4/1/26 state, “Foods and beverages shall
be distributed and served to residents in a manner
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to prevent contamination and maintain food at the
proper temperature”.

F0804
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INITIAL COMMENTS

FIRE SAFETY

K0000

An annual Life Safety Code survey was conducted
on 05/12/2026, by the Minnesota Department of
Public Safety, State Fire Marshal Division. At the
time of this survey, Providence Place 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
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safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Continued from page 1
St. Paul, MN 55101-5145, OR

K0000

By email to:

FM.HC.Inspections@state.mn.us

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

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.

rovidence Place is a 3-story building with a full
basement. The building was constructed at 2
different times. The original building was constructed
in 1984 and was determined to be of Type II(222)
construction. In 1995, an addition was constructed to
the North side of the building that was determined to
be of Type II(222) construction. Because the original
building and the addition meet the construction type
allowed for existing buildings, the facility was
surveyed as one building. The building is fully
protected throughout by an automatic fire sprinkler
system. The facility has a complete fire alarm
system with smoke detection in the corridors and
spaces open to the corridor, that is monitored for
automatic fire department notification.

The facility has a capacity of 190 beds and had a
census of 155 at the time of the survey.

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

CFR(s): NFPA 101

K0311

Vertical Openings - Enclosure

2012 EXISTING

Stairways, elevator shafts, light and ventilation
shafts, chutes, and other vertical openings between
floors are enclosed with construction having a fire
resistance rating of at least 1 hour. An atrium may
be used in accordance with 8.6.

19.3.1.1 through 19.3.1.6

If all vertical openings are properly enclosed with
construction providing at least a 2-hour fire
resistance rating, also check this

box.

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain adequate protection of vertical
openings to include stairways, elevator shafts, light
and ventilation shafts, and chutes between floors per
NFPA 101 (2012 edition), Life Safety Code, sections
19.3.1. This deficient finding could have a
widespread impact on the residents within the
facility.

On 5/12/2026 at 11:53 AM, observations and staff
interview revealed that there was a ceiling tile
broken attached to the exit sign in 2N dining room.
This condition would delay the activation of the fire
alarm and sprinkler system in the event of an
emergency.

An interview with the Assistant Executive Director,
Maintenance Director and the Administrative Intern
verified this deficient finding at the time of
discovery.

K0521
SS = F
Bldg. 01

HVAC

CFR(s): NFPA 101

HVAC

Heating, ventilation, and air conditioning shall
comply with 9.2 and shall be installed in accordance
with the manufacturer's specifications.

18.5.2.1, 19.5.2.1, 9.2

K0521
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Continued from page 3
This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to inspect fire
dampers per NFPA 101 (2012 edition), Life Safety
Code, section 8.5.5.4.2, and NFPA 105 (2010 edition),
Standard for Smoke Door Assemblies and Other
Opening Protectives, section 6.5.2, 6.5.4, 6.5.11,
6.5.12, 6.6.3, and 6.6.4. This deficient finding could
have a widespread impact on the residents within
the facility.

K0521

Findings include:

On 05/12/2026 at 10:57 AM, it was revealed by a
review of available documentation that the damper
inspection report that was provided at the time of
the survey had multiple failed dampers and dampers
that could not be tested, and the facility did not
have documentation showing that repairs had been
made.

An interview with the Assistant Executive Director,
The Maintenance Director and the Administrative
Intern verified this deficient finding at the time of
discovery.

K0321
SS = D
Bldg. 01

Hazardous Areas - Enclosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1 or 19.3.5.9. When
the approved automatic fire extinguishing system
option is used, the areas shall be separated from
other spaces by smoke resisting partitions and
doors in accordance with 8.4. Doors shall be
self-closing or automatic-closing and permitted to
have nonrated or field-applied protective plates that
do not exceed 48 inches from the bottom of the
door.

Describe the floor and zone locations of hazardous
areas that are deficient in REMARKS.

19.3.2.1, 19.3.5.9

K0321

Area Automatic Sprinkler Separation N/A
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Continued from page 4
b. Laundries (larger than 100 square feet)

c. Repair, Maintenance, and Paint Shops

K0321

d. Soiled Linen Rooms (exceeding 64 gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe

Hazard - see K322)

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain hazardous rooms per NFPA 101
(2012 edition), Life Safety Code, sections 19.3.2.1.2,
19.3.2.1.3, 8.4.3.5, 8.3.3.1, and 7.2.1.8.1. This deficient
finding could have an isolated impact on the
residents within the facility

Findings include:

On 05/12/2026 at 11:42 AM, it was revealed by
observation that the door to the soiled utility room
335 would not close and latch properly.

An interview with the Assistant Executive Director,
the Maintenance Director and the Administrative
Intern verified this deficient finding at the time of
discovery.
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