m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
May 21, 2026

Administrator

Friendship Village Of Bloomington
8130 HIGHWOOD DRIVE
BLOOMINGTON, MN 55438

RE: CCN:245229
Cycle Start Date: May 7, 2026

Dear Administrator:

On May 7, 2026, a survey was completed at your facility by the Minnesota Departments of Health and Public
Safety to determine if your facility was in compliance with Federal participation requirements for skilled nursing
facilities and/or nursing facilities participating in the Medicare and/or Medicaid programs.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that constituted no
actual harm with potential for more than minimal harm that was not immediate jeopardy (Level F), as evidenced by
the electronically attached CMS-2567 whereby corrections are required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for the
deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of an acceptable
ePOC, we will authorize a revisit to your facility to determine if substantial compliance has been achieved.

To be acceptable, a provider's ePOC must include the following:

* How corrective action will be accomplished for those residents found to have been affected by the deficient
practice.

 How the facility will identify other residents having the potential to be affected by the same deficient practice.
What measures will be put into place, or systemic changes made, to ensure that the deficient practice will not
recur.

* How the facility will monitor its corrective actions to ensure that the deficient practice is being corrected and
will not recur.

* The date that each deficiency will be corrected.

* An electronic acknowledgement signature and date by an official facility representative.

The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting the facility's
ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the corrective action has
occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will recommend to
the CMS Region V Office that one or more of the following remedies be imposed:



. Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

. Civil money penalty (42 CFR 488.430 through 488.444).

. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care deficiencies (those
preceded by an "F" and/or an "E" tag), i.e., the plan of correction should be directed to:

Stefanie Salberg, Regional Operations Supervisor
Metro C District Office

Health Regulation Division

Minnesota Department of Health

625 Robert Street N

P.O. Box 64975

Saint Paul, Minnesota 55164-0975

Email: stefanie.salberg@state.mn.us

Office: 651-201-4393 Mobile: 651-279-5602

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. In order for your
allegation of compliance to be acceptable to the Department, the ePoC must meet the criteria listed in the plan of
correction section above. You will be notified by the Minnesota Department of Health, Licensing and Certification
Program staff and/or the Department of Public Safety, State Fire Marshal Division staff, if your ePoC for the
respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted to validate
that substantial compliance with the regulations has been attained in accordance with your verification.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or

Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of the |atest
correction date on the approved ePoC, unless it Is determined that either correction actually occurred between the
latest correction date on the ePoC and the date of the first revisit, or correction occurred sooner than the latest
correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST
DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by August 7, 2026 (three months after the identification
of noncompliance), the CMS Region V Office must deny payment for new admissions as mandated by the Social
Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal regulations at 42 CFR Section
488.417(b).

In addition, if substantial compliance with the regulations is not verified by November 7, 2026 (six months after the
Identification of noncompliance) your provider agreement will be terminated. This action is mandated by the Social



Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR Sections 488.412 and
488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services determine
that termination or any other remedy is warranted, it will provide you with a separate formal notification of
that determination.

INFORMAL DISPUTE RESOLUTION (IDR)

In accordance with 42 CFR 488.331 and Minnesota Statute 144A.10 subd 15, you have one opportunity to question
cited deficiencies through an informal dispute resolution process. You are required to send your written request,
along with the specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies,
to: https://forms.web.health.state.mn.us/form/NHDisputeResolution

This request must be sent within the same ten calendar days you have for submitting an ePoC for the cited
deficiencies. Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

A copy of the Department’s informal dispute resolution policies is posted on the MDH Information Bulletin website
at: https://www.health.state.mn.us/facilities/regulation/infobulletins/ib0O4 _8.html

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

In accordance with 42 CFR § 488.431 and Minnesota Statute 144A.10 subd 16, when a CMP subject to being
collected and placed in an escrow account is imposed, you have one opportunity to question cited deficiencies
through an Independent IDR process. You may also contest scope and severity assessments for deficiencies which
resulted in a finding of SQC or immediate jeopardy. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to: https://
forms.web.health.state.mn.us/form/NHDisputeResolution

A facility may not use both IDR and independent IDR for the same deficiency citation(s) arising from the same
survey unless the IDR process was completed prior to the imposition of the CMP. This request must be sent within
ten calendar days of receipt of this offer. An incomplete Independent IDR process will not delay the effective date of
any enforcement action.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those preceded
by a "K" tag), I.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189

Feel free to contact me If you have questions.

Sincerely,



Mo D

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us
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EO0O0O Initial Comments EOO0O00 05/29/2026

On 5/4/26 to 5/7/26, a survey for compliance with
Appendix Z, Emergency Preparedness Requirements,
8483.73 was conducted during a standard
recertification survey. The facility was

IN compliance.

FOO000 INITIAL COMMENTS FOO000 05/29/2026

On 5/4/26 to 5/7/26, a standard recertification
survey was conducted at your facility. A complaint
Investigation was also conducted. Your facility
was NOT compliance with the requirements of 42
CFR 483, Subpart B, Requirements for Long Term
Care Facilities.

In addition to the recertification survey, the following
complaints were reviewed:

The following complaints were reviewed with no
deficiency issued. H52297305C, 249073597.

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 that substantial compliance with the
regulations has been attained.

FO0880 Infection Prevention & Control FO880 Facility timely submits this response and plan of 06/10/2026
SS=E correction pursuant to federal and state law
CFR(s): 483.80(a)(1)(2)(4)(e)() requirements. This response and plan of correction
are not admissions or an agreement that a
8483.80 Infection Control deficiency exists or that the statement of deficiency
was correctly cited or factually based, and it is also
The facility must establish and maintain an infection not to be construed as an admission against interest
prevention and control program designed to provide of the facility, the administrator, or any employees,
a safe, sanitary and comfortable environment and to agents, or other individuals who participated in the
help prevent the development and transmission of drafting or who may be discussed or otherwise

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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22E6A9-H1 Facility ID: 00806 If continuation sheet Page 1 of 39
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SS=E communicable diseases and infections. Identified in the same.

It is the policy of Friendship Village of Bloomington

8483.80(a) Infection prevention and control program. to ensure infection prevention and control practices
are followed to prevent the spread of infection and

The facility must establish an infection prevention maintain a clean resident environment.

and control program (IPCP) that must include, at a

minimum, the following elements: The staff members involved received re-education

on proper hand hygiene, infection prevention
practices during feeding assistance, and maintaining

§483.80(a)(1) A system for preventing, identifying, a clean resident care environment,

reporting, investigating, and controlling infections

and communicable diseases for all residents, staff, The pool noodles and tape In Resident R1's room
volunteers, visitors, and other individuals providing were removed and replaced with cleanable and
services under a contractual arrangement based disinfectable materials.

upon the facility assessment conducted according to

8483.71 and following accepted national standards; Current nursing staff were re-educated on hand

hygiene during meal times the expectation that staff
do not stand or kneel on resident mattresses during

8483.80(a)(2) Written standards, policies, and care or transfers.

procedures for the program, which must include, but

are not limited to: To ensure ongoing compliance, the Infection
Preventionist and/or designee will conduct audits

(i) A system of surveillance designed to identify weekly for 4 weeks, then monthly for 3 months,

possible communicable diseases or followed by 3 random audits during the next quarter
related to hand hygiene, environmental infection

Infections before they can spread to other persons control practices, and resident room cleanliness.

In the facility;

Audit results will be reviewed during QAPI| meetings.
(i) When and to whom possible incidents of
communicable disease or infections should be The Director of Nursing is responsible for ongoing
reported; compliance.

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

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

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

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

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

(vi)The hand hygiene procedures to be followed by
staff involved In direct resident contact.

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22E6A9-H1 Facility ID: 00806 If continuation sheet Page 2 of 39



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

245229

NAME OF PROVIDER OR SUPPLIER

Friendship Village Of Bloomington

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

PRINTED: 06/01/2026
FORM APPROVED
OMB NO. 0938-0391

(X3) DATE SURVEY COMPLETED
05/07/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

8130 HIGHWOOD DRIVE , BLOOMINGTON, Minnesota, 55438

(X4) ID

PREFIX
TAG

FO880
SS=E

FORM CMS-2567 (02/99) Previous Versions Obsolete

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

Continued from page 2

8483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

8483.80(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 record review,
the facility failed to ensure staff implemented
appropriate infection prevention and control
practices, including proper hand hygiene while
feeding residents, maintaining a clean resident care
environment when staff were observed standing on a
resident's (R6) mattress, and ensuring resident care
items were cleanable and disinfected for a resident
(R1) who had pool noodles affixed with tape on their
bed and windowsill.

Findings Include:

During observation on 5/4/26 at 12:25 p.m. NA-C
was assisting two residents with eating at the same
time. NA-C stood up from assisting the residents,
scratched his face, touched the counter, obtained
straws, and pushed one resident’s wheelchair closer
to the table before returning to assist the residents
with eating without performing hand hygiene. The
NA-C placed a straw into unidentified Resident 1's
drink and assisted Resident 1, who was seated in a
Broda chair and appeared asleep, with drinking.
NA-C then assisted unidentified Resident 2, who
was seated in a high-back wheelchair, with utensils.
NA-C switched between feeding both residents with
the same hand, wiped Resident 1's hands, and
continued feeding both residents without performing
hand hygiene. During the feeding assistance, NA-C
repeatedly touched his face and eyes with the same
hand used to feed the residents and removed and
replaced his eyeglasses multiple times while
continuing to assist the residents with eating.

During observation on 5/4/26 at 12:38 p.m. NA-C
cleaned his eyeglasses at the dining table with a
disposable wipe he retrieved from his pocket and
then resumed feeding the residents without

1D
PREFIX
TAG

FO880
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SS=E performing hand hygiene.

During an interview on 5/5/26 at 1:02 p.m., the
Infection Preventionist (IP) stated expectations for
staff assisting residents with eating included proper
hand hygiene and prevention of cross contamination.
The IP stated staff should not feed more than one
resident at a time and indicated that even when
different utensils were used, feeding multiple
residents simultaneously created a significant
contamination risk, The |P stated infection control
education and feeding skills training were provided
four times per year. The IP further indicated the pool
noodles, used on R1's bed and windowsill were
cleaned as part of the facility’s general cleaning
process. The |IP stated staff wiped the pool noodles
down with disinfectant and left the surface wet for
the recommended contact time of approximately four
minutes, despite the pool noodles being a porous
surface and not a cleanable hard surface.

R6

R6’s quarterly Minimum Data Set (MDS) dated
2/24/26 identified R6 with severe cognitive
iImpairment, delusions, and behaviors directed at
others. In addition, R6 identified had no impairment
of upper and lower extremities, required partial to
moderate assistance with personal care and
dressing. Also, R6’s diagnoses included dementia
with behavioral disturbances, anxiety, affective
disorder (psychiatric condition that affects emotional
state), diabetes, and hearing loss.

During observation and interview on 5/5/26 at 1:08
p.m., R6 was in a wheelchair and was wheeled from
the hallway into a shared bathroom by nursing
assistant (NA)-A. NA-A then used a transfer belt to
assist in transferring R6 onto the toilet. After several
minutes, NA-A attempted to assist R6 from toilet to
wheelchair but R6 did not follow requests or
commands. NA-A then asked NA-B to assist with
transferring R6 to wheelchair. After this was done,
both NA-A and NA-B wheeled R6 to bed which was
two twin mattresses on the floor of bedroom. NA-A
and NA-B used a transfer belt to assist R6 from
wheelchair to stand and then pivoted him to sit
down on mattress. During the transfer, NA-A
stepped on and also kneeled onto the mattresses to
assist R6 to lay down. NA-A stated she did not
know of another way to help R6 during transfer to
the mattresses without stepping on the mattresses.

During observation and interview on 5/6/26 at 9:47

FORM CMS-2567 (02/99) Previous Versions Obsolete
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SS=E a.m., NA-E and NA-D entered R6’s room and woke

R6 up for breakfast. NA-D picked up two fall mats
that surrounded R6s mattresses and then placed a
wheelchair to the side of the mattresses and locked
the wheels. NA-D then stepped onto the top of R6’s
mattresses with her shoes on and knelt down to
assist NA-E with positioning the Hoyer sling under
R6. NA-D lifted up entire bottom of one of the twin
mattresses on the floor, that R6 was lying on, and
NA-E rolled the Hoyer forward with one leg of the
Hoyer under the mattress. NA-D stood up on top of
the mattresses again and then both aides assisted
R6 with arms Inside the sling. NA-D lifted R6 up off
the mattresses using the Hoyer while NA-E walked
around to the wheelchair and positioned R6 into
wheelchair as he was being lowered by the Hoyer.
NA-D stated she had to stand on the mattresses to
assist R6 with transfer from bed to the wheelchair.

During interview with Registered Nurse (RN)-A on
5/6/26 at 12:36 p.m., RN-A stated expectation of
staff to never stand on a mattress due to, "safety
and infection control”.

During interview with Director of Nursing (DON) on
5/6/26 at 1:06 p.m., DON stated expectation of staff
to "not have feet on the mattress" due to infection
control.

R1

R1's quarterly MDS dated 3/3/26, indicated R1 had
severely impaired cognition and was diagnosed with
cancer, kidney disease, and respiratory failure. R1
was dependent/required maximal assistance for
activities of daily living.

During an observation on 5/4/26 at 3:27 p.m., R1
was observed lying in bed. R1 was observed to have
pool noodles that had a slit cut down one side and
were then affixed to the edge of his windowsill,
headboard, and footboard with tape that was curling
with brown/black matter observed under the edges.
The pool noodles and tape were observed with a
thin layer of dust on top of them.

During an observation on 5/6/26 at 12:22 p.m., in
R1's room, there were pool noodles that had a slit
cut down one side and were then affixed to the edge
of his windowsill, headboard, and footboard with
tape that was curling with brown/black matter
observed under the edges. The pool noodles and
tape were observed with a thin layer of dust on top
of them.

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22E6A9-H1 Facility ID: 00806 If continuation sheet Page 5 of 39
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SS=E During an interview on 5/6/26 at 12:22 p.m.,
housekeeper (H)-A stated she used a bleach solution
to clean the pool noodles in R1's room but because
the noodles were so porous, she didn’'t want to
saturate the noodles so she made sure she used a
minimal amount of the solution and the solution
didn’t sit a long period of time, so less than a
minute.

A facility policy titled Infection Prevention and
Control Program, reviewed 1/2026, indicated the
mission of the program was to provide a safe,
sanitary and comfortable environment and to help
prevent the development and transmission of
communicable diseases and infections.

F0636 Comprehensive Assessments & Timing F0636 Facility timely submits this response and plan of 06/10/2026
SS=D correction pursuant to federal and state law
CFR(s): 483.20(b)(1)(2)(1)(i) requirements. This response and plan of correction
are not admissions or an agreement that a
8483.20 Resident Assessment deficiency exists or that the statement of deficiency
was correctly cited or factually based, and it is also
The facility must conduct initially and periodically a not to be construed as an admission against interest
comprehensive, accurate, standardized reproducible of the facility, the administrator, or any employees,
assessment of each resident's functional capacity. agents, or other individuals who participated in the

drafting or who may be discussed or otherwise
identified in the same.

8§483.20(b) Comprehensive Assessments
It is the policy of Friendship Village of Bloomington

8483.20(b)(1) Resident Assessment Instrument. A to ensure Minimum Data Set (MDS) assessments are
facility must make a comprehensive assessment of a completed within federally required timeframes.
resident's needs, strengths, goals, life history and

preferences, using the resident assessment Resident R7’s annual MDS assessment was
iInstrument (RAI) specified by CMS. The assessment completed and submitted.

must include at least the following:
The MDS team was re-educated on federal

(i) Identification and demographic information requirements related to timely completion and
tracking of annual MDS assessments.

(i) Customary routine.
An audit of all current residents’ MDS schedules

(iif) Cognitive patterns. was completed to ensure annual assessments are
scheduled and completed within required
(iv) Communication. timeframes. All were found to be in compliance.
V) Vision. 0 ensure ongoing compliance, the oordinator
V T I the MDS Coordinat
and/or designee will conduct monthly audits for
(vi) Mood and behavior patterns. three months to verify annual MDS assessments are

completed timely.
(vii) Psychological well-being.

Audit results will be reviewed during QAPI meetings.
(viii) Physical functioning and structural problems.

The Director of Nursing Is responsible for ongoing
(ix) Continence. compliance.

(x) Disease diagnosis and health conditions.

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22E6A9-H1 Facility ID: 00806 If continuation sheet Page 6 of 39
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(xi) Dental and nutritional status.

(xii) Skin Conditions.

(xiil) Activity pursuit.

(xiv) Medications.

(xv) Special treatments and procedures.
(xvi) Discharge planning.

(xvii) Documentation of summary information
regarding the additional assessment performed on
the care areas triggered by the completion of the
Minimum Data Set (MDS).

(xvii) Documentation of participation in assessment.
The assessment process must include direct
observation and communication with the resident, as
well as communication with licensed and
nonlicensed direct care staff members on all shifts.

§483.20(b)(2) When required. Subject to the
timeframes prescribed in 8413.343(b) of this chapter,
a facility must conduct a comprehensive assessment
of a resident in accordance with the timeframes
specified in paragraphs (b)(2)(i) through (iii) of this
section. The timeframes prescribed in 8413.343(b) of
this chapter do not apply to CAHSs.

(i) Within 14 calendar days after admission, excluding
readmissions in which there is no significant change
in the resident's physical or mental condition. (For
purposes of this section, "readmission” means a
return to the facility following a temporary absence
for hospitalization or therapeutic leave.)

(iM)Not less than once every 12 months.
This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to ensure timely completion of a required
annual Minimum Data Set (MDS) assessment for 1 of
1 resident reviewed (R7), which had the potential to
result in inaccurate assessment data and/or

Improper care planning.

Findings include:
R7’'s most recent MDS assessment, a quarterly

assessment dated 12/2/25, was reviewed. Based on
the assessment schedule, an annual MDS
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SS=D assessment was required to be completed following
the 12/2/25 quarterly assessment.

R7's electronic medical record (EMR) and MDS
assessments lacked evidence the required annual
MDS assessment was completed within the federally
required timeframe.

During an interview on 5/5/26 at 12:28 PM, MDS
Coordinator and RN-B, stated there was a report in
the EMR system that was run monthly on the 15th to
track upcoming MDS assessments. After generating
the report, a schedule with due dates for nursing
staff to gather data and identify ARDs was
completed. RN-B further stated he was unsure how
R7 “fell through the cracks,” acknowledged that it
appeared an annual assessment was missed, and
iIndicated he would complete it immediately.

FO641 Accuracy of Assessments FO641 Facility timely submits this response and plan of 06/10/2026
SS=D correction pursuant to federal and state law
CFR(s): 483.20(g)(h)(1)()) requirements. This response and plan of correction
are not admissions or an agreement that a
8483.20(g) Accuracy of Assessments. deficiency exists or that the statement of deficiency
was correctly cited or factually based, and it is also
The assessment must accurately reflect the not to be construed as an admission against interest
resident's status. of the facility, the administrator, or any employees,

agents, or other individuals who participated in the
drafting or who may be discussed or otherwise

8§483.20(h) Coordination. A registered nurse must identified in the same.
conduct or coordinate each assessment with the
appropriate participation of health professionals. It is the policy of Friendship Village of Bloomington

to ensure MDS assessments accurately reflect
resident conditions and services provided.

8483.20(i) Certification.
Resident R59's MDS assessment was corrected and

8483.20(1)(1) A registered nurse must sign and certify resubmitted to accurately reflect use of a BIiPAP
that the assessment is completed. machine.

8483.20(1)(2) Each individual who completes a portion The MDS team was re-educated on accurate coding
of the assessment must sign and certify the of respiratory devices and review of supporting
accuracy of that portion of the assessment. documentation prior to MDS submission.

An audit of current residents utilizing CPAP/BIPAP

§483.20(j) Penalty for Falsification. devices was completed to ensure accurate MDS
coding.

§483.20(j)(1) Under Medicare and Medicaid, an

individual who willfully and knowingly- To ensure ongoing compliance, the MDS Coordinator
and/or designee will conduct monthly audits for

(i) Certifies a material and false statement in a three months to verify accuracy of MDS coding

resident assessment is subject to a civil money related to respiratory devices.

penalty of not more than $1,000 for each

assessment; or Audit results will be reviewed during QAPI meetings.

(i) Causes another individual to certify a material The Director of Nursing Is responsible for ongoing

and false statement in a resident assessment is compliance.
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SS=D subject to a civil money penalty or not more than

$5,000 for each assessment.

8483.20(j)(2) Clinical disagreement does not
constitute a material and false statement.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to accurately complete the Minimum Data Set
(MDS) assessment for 1 of 1 resident reviewed for
BIPAP machine (noninvasive ventilatory device that
nelps patients breath by delivering two levels of air
oressure: higher pressure during inhalation and
ower pressure during exhalation).

Findings include:

R59’s quarterly MDS assessment dated 3/3/26,
identified R5 had intact cognition with no
hallucinations or delusions. In Section O- Special
Treatment, Procedures and Programs, in section G1
Non-invasive mechanical ventilator (to include BiPAP
and CPAP in section G2 and G3 below) was not
marked with a check mark to indicate use. Under
section Z1: none of the above: was marked with a
check.

During an observation on 5/4/26 at 4:41 p.m., a
BIPAP machine was observed sitting on R59’s side
table by her bed. There was a gallon of water next to
the machine. R59 indicated staff assist with her with
the machine at night.

During a follow up interview on 5/6/26 at 8:16 a.m.,
R59 stated she previously had a CPAP (a machine
that provides continuous positive pressure via mask
to help with conditions like obstructive sleep apnea)
and was changed to a BIPAP machine. R59 stated
she was unsure when the change was made but it
was a long while ago.

F59’'s May Medication Administration Record,
printed 5/6/26, included the following order:

-‘ok to resume CPAP with home settings every
night shift” with a start date of 2/5/26

R59’'s after visit summary, dated 3/10/26, included
the following order:

-BiIPAP machine for home use with pressure: IPAP
(inspiratory positive airway pressure) 20
centimeter(cm)H20(water column), EPAP (expiratory
positive airway pressure) 16smH20 for obstructive
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SS=D sleep apnea. See qualify BIPAP titration study from
8/4/25.

During an interview on 5/6/26 at 8:33 a.m., licensed
practical nurse (LPN)-B stated R59 had a CPAP
machine that staff assisted her with. LPN-B stated
R59 had the machine for a long time but did not
give a specific time frame.

During an interview on 5/6/26 at 1:17 p.m., director
of nursing (DON) stated accuracy of MDS
assessments Is Important to ensure accurate billing
and reflection of resident needs.

During an interview on 5/6/26 at 1:25 p.m.,

registered nurse MDS coordinator (RN)-B stated they
completed MDS assessments for the facility. RN-B
verified R59’s quarterly MDS on 3/3/26 was coded

as R59 did not have a BiPAP machine. After review
of R59’s medical record, RB-B verified the MDS was
corded incorrectly and R59 did use a non-invasive
ventilatory device. RN-B stated they were going to
correct the MDS and resubmit it correctly.

A facility policy related to MDS assessments was
requested but not received.

FO656 Develop/Implement Comprehensive Care Plan FO0656 Facility timely submits this response and plan of 06/10/2026
SS=D correction pursuant to federal and state law
CFR(s): 483.21(b)(1)(3) requirements. This response and plan of correction
are not admissions or an agreement that a
8483.21(b) Comprehensive Care Plans deficiency exists or that the statement of deficiency
was correctly cited or factually based, and it is also
8483.21(b)(1) The facility must develop and implement not to be construed as an admission against interest
a comprehensive person-centered care plan for each of the facility, the administrator, or any employees,
resident, consistent with the resident rights set forth agents, or other individuals who participated in the
at 8483.10(c)(2) and 8483.10(c)(3), that includes drafting or who may be discussed or otherwise
measurable objectives and timeframes to meet a identified in the same.
resident's medical, nursing, and mental and
psychosocial needs that are identified in the It is the policy of Friendship Village of Bloomington
comprehensive assessment. The comprehensive care to ensure comprehensive care plans are
plan must describe the following - iIndividualized, current, and reflective of resident

needs and services provided.
(1) The services that are to be furnished to attain or
maintain the resident's highest practicable physical, Resident R12’s activity preferences and
mental, and psychosocial well-being as required Interventions were added to the care plan.
under 8483.24, §483.25 or 8483.40; and

Resident R59’s BiPAP use and staff assistance

(i) Any services that would otherwise be required requirements were added to the care plan.

under 8483.24, 8483.25 or §483.40 but are not

provided due to the resident's exercise of rights Resident R3's suprapubic catheter care and

under 8483.10, including the right to refuse treatment responsibilities for catheter management were added
under 8483.10(c)(6). to the care plan.

(i) Any specialized services or specialized Nursing leadership team were re-educated on
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SS=D rehabilitative services the nursing facility will provide ensuring care plans reflect current resident needs,
as a result of PASARR recommendations. If a facility treatments, preferences, and interventions.
disagrees with the findings of the PASARR, it must
iIndicate its rationale in the resident's medical An audit of current resident care plans was
record. completed to ensure Bipap, activities, and catheter

care are appropriately care planned.
(iv)In consultation with the resident and the

resident's representative(s)- To ensure ongoing compliance, the Director of
Nursing and/or designee will conduct audits weekly

(A) The resident's goals for admission and desired for 4 weeks, then monthly for 3 months, followed by

outcomes. 3 random audits during the next quarter to verify
care plans are comprehensive and updated

(B) The resident's preference and potential for future appropriately with Bipap, activities, and catheters.

discharge. Facilities must document whether the

resident's desire to return to the community was Audit results will be reviewed during QAPI meetings.

assessed and any referrals to local contact agencies

and/or other appropriate entities, for this purpose. The Director of Nursing is responsible for ongoing
compliance.

(C) Discharge plans in the comprehensive care plan,
as appropriate, in accordance with the requirements
set forth in paragraph (c) of this section.

8§483.21(b)(3) The services provided or arranged by
the facility, as outlined by the comprehensive care
plan, must-

(i) Be culturally-competent and trauma-informed.
This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to ensure a comprehensive care plan was
developed and maintained to ensure appropriate care
was provided for 3 of 5 residents (R59, R3 and R12)
reviewed for comprehensive care plan.

Findings include:

R12’s significant change Minimum Data Set (MDS)
dated 1/20/26, indicated R12 had severe cognitive
Impairment and needed extensive to total assistance
for all activities of daily living. The MDS indicated
R12’s preferences of books, newspapers, music,
animals, news, being with groups of people, going
outside, and attending religious services were all
very important.

R12’s activity assessment dated 1/22/26, indicated
R12 would prefer to spend leisure time both
individually and in group activities and prioritize
therapy, resting, or recovery over leisure activities.
The assessment indicated R12 would like to
participate in outings such as leisure drives/tours
and restaurants. The assessment indicated R12
identified with the Lutheran church and was
Interested in worship services. The assessment
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SS=D Indicated R12 would like to spend time in nature,

doing independent activities such as prayer, etc.,
and listening to modern music for relaxation,
anxiety, or pain management. The assessment
Indicated R12 liked to play games, read, would like
an invitation to attend group discussions, liked to
stay aware of the news by television and
newspapers, wished to connect with team members,
and participate in social activities.

R12’s care plan dated 4/21/26, was reviewed and
did not include information about activity goals,
participation, or interventions implemented to meet
R12's activity needs.

During an interview on 5/6/26 at 12:33 p.m., the
long-term care activities lead (A)-A confirmed he
had reviewed R12’s medical record and stated that
R12 didn’t have an active activities care plan. A-A
stated that, along with a significant change MDS,
activity staff would complete an activities
assessment, and this would be used to create/revise
the activities care plan. A-A stated it was possible
that the resident was a transitional care unit (TCU)
resident, and with the transition to long-term care,
the activities care plan had been dropped and not
re-added.

During an interview on 5/7/26 at 10:03 a.m., the
administrator stated she would refer to the activities
team for the specifics of creating an activities care
plan but would expect residents to have an active
activities care plan.

R59 — BiPAP (bilevel positive airway pressure device
- a hon-invasive ventilation machine to help
breathing)

R59’s quarterly MDS assessment dated 3/3/26,
identified R5 had intact cognition with no
hallucinations or delusions.

During an observation on 5/4/26 at 4:41 p.m., a
BIPAP machine was observed sitting on R59’s side
table by her bed. There was a gallon of water next to
the machine. R59 indicated staff assist with her with
the machine at night.

R59’s care plan, printed 5/6/26, identified R59 had
an activity of daily living (ADL) self-care

performance deficit related to multiple sclerosis and
Impaired balance and required extensive staff
assistance for all ADLs except transfers which R59
required total staff assistance and Hoyer (mechanical
lift used for residents who cannot bear weight) for
transfers. The care plan lacked any evidence that
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SS=D R59 required or used a BIPAP machine.

During an interview on 5/5/26 at 2:02 p.m., NA-F
stated they were aware R59 had a CPAP machine.
NA-F stated they were unsure of what type of
assistance R59 needed as they did not assist R59
with the machine as they did not work the night
shift.

During a follow up interview on 5/6/26 at 8:16 a.m.,
R59 stated she previously had CPAP (a machine that
orovides continuous positive pressure via mask to
nelp with conditions like obstructive sleep apnea)
and was changed to a BIPAP machine. R59 stated
she was unsure when the change was made but it
was a long while ago. R59 stated staff assisted her
putting the mask on and off as she could not do this
iIndependently and they turned the machine on and
off for her. R59 stated she was not sure if the mask
got wiped down after each use. R59 stated she
ordered all her own supplies for the machine, and
the facility didn’t have anything to do with this.

During an interview on 5/6/26 at 8:33 a.m., licensed
practical nurse (LPN)-B stated nursing assisted with
R59 putting on the mask and taking it off along with
turning the CPAP machine on and off. LPN-B stated
they changed the water. LPN-B stated the water
chamber should be filled weekly along with the
changing of the mask and tubing. LPN-B stated this
would all be documented on the MAR.

During an interview on 5/6/26 at 10:21 a.m.,
registered nurse manager (RN)-C verified if a
resident had a CPAP or BiPAP machine this should
be on the care plan, RN-C verified R59’s did not
contain this.

During an interview on 5/6/26 at 12:45 p.m., director
of nursing (DON) stated they would expect if a
resident was using a BiPAP machine it would be on
the care plan as this was important for coordination
of care. DON verified this was not on R59’s care
plan and should be.

R3 - Catheter

R3’'s admission MDS assessment dated 3/3/26,
identiflied R3 had intact cognition with no
hallucinations or delusions. Furthermore, indicated
R3 had an indwelling catheter.

During an interview on 5/4/26 at 12:17 p.m., R3
stated that he had a catheter (foley catheter- a thin,
flexible, indwelling tube inserted through the urethra
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SS=D Into the bladder to drain urine into a collection bag)

prior to admission. R3 stated that since moving to
facility, the catheter had been changed to a
suprapubic catheter (a thin, flexible tube inserted
through a small incision in the lower abdomen into
the bladder to drain urine) due to the infections he
had been getting. R3 verified staff assist with the
catheter.

R3's care plan, printed 5/6/26, indicated the
following:

-(R3) I1s Incontinent of bladder related to neurogenic
bladder with the following interventions:

- Brief Use: the resident uses disposable briefs,
Change per schedule and prn.

-Clean peri area with each incontinence episode.

-Incontinent: check at least q 2 hrs. and as required
for incontinence. Wash, rinse and dry perineum.
Change clothing PRN after incontinence episode.

-Monitor/document for s/sx UTI: pain, burning,
blood-tinged urine, cloudiness, no output, deepening
of urine color, increased pulse, increased temp,
urinary frequency, foul smelling urine, fever, chills,
altered mental status, change in behavior, change in
eating patterns,

R3's care plan lacked evidence R3 has a suprapubic
catheter. Furthermore, lacks evidence of who is
responsible for the catheter care and changing of
catheter bag.

During an interview on 5/6/26 at 10:07 a.m.,
registered nurse manager (RN)-C stated R3 did have
a suprapubic catheter which had been changed from
the foley catheter that he had been admitted with.
RN-C verified if a resident had a catheter this
iInformation should be on a care plan along with who
was responsible for the catheter. RN-C requested to
follow up on the catheter. No additional information
regarding R3’s care plan was provided.

During an interview on 5/6/26 at 12:51 p.m., director
of nursing (DON) stated they would expect If a
resident had a catheter, that information would be
on the care plan as this was important for
coordination of care. DON was requested to review
R3's care plan for any catheter information. No
additional information was provided.
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SS=D A facility policy titled Comprehensive Care plan

revised 9/6/22, identified the following:

The comprehensive, person-centered care plan will:
“b. Describe the services that are to be furnished to
attain or maintain the resident's highest practicable

physical, mental, and psychosocial well-being;”

“m. Identify the professional services that are
responsible for each element of care;”

FO657 Care Plan Timing and Revision FO0657 Facility timely submits this response and plan of 06/10/2026
SS=D correction pursuant to federal and state law
CFR(s). 483.21(b)(2)(i)-(iii) requirements. This response and plan of correction
are not admissions or an agreement that a
8483.21(b) Comprehensive Care Plans deficiency exists or that the statement of deficiency
was correctly cited or factually based, and it is also
8483.21(b)(2) A comprehensive care plan must be- not to be construed as an admission against interest
of the facility, the administrator, or any employees,
(i) Developed within 7 days after completion of the agents, or other individuals who participated in the
comprehensive assessment. drafting or who may be discussed or otherwise

identified in the same.
(i) Prepared by an interdisciplinary team, that

iIncludes but is not limited to-- It is the policy of Friendship Village of Bloomington
to ensure resident care plans are revised timely to

(A) The attending physician, reflect current interventions, fall precautions, transfer
status, and individualized pain management

(B) A registered nurse with responsibility for the preferences.

resident.

Resident R3's care plan was updated to include

(C) A nurse aide with responsibility for the resident. Individualized nonpharmacological pain interventions
and preferences.

(D) A member of food and nutrition services staff.
Resident R5’s care plan was updated to include the

(E) To the extent practicable, the participation of the motion sensor intervention and monitoring

resident and the resident's representative(s). An expectations.

explanation must be included in a resident's medical

record If the participation of the resident and their Resident R6’s care plan was updated to accurately
resident representative is determined not practicable reflect current transfer assistance needs and safety
for the development of the resident's care plan. Interventions.

(F) Other appropriate staff or professionals in Nursing Leadership Team were re-educated on
disciplines as determined by the resident's needs or timely updating care plans following changes in

as requested by the resident. resident condition, interventions, or identified needs.
(ii)Reviewed and revised by the interdisciplinary An audit of resident care plans related to VST,
team after each assessment, including both the Transfer assistance, and pain management was
comprehensive and quarterly review assessments. completed to ensure interventions are accurately

reflected in the care plan.
This REQUIREMENT is NOT MET as evidenced by:
To ensure ongoing compliance, the Director of

Based on interview and record review, the facility Nursing and/or designee will conduct audits weekly
failed to update the care plan with identified and for 4 weeks, then monthly for 3 months, followed by
personalized nonpharmacological pain interventions 3 random audits during the next quarter to verify

for 1 of 1 residents (R3) reviewed for pain, failed to care plans are reviewed and revised timely related to
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SS=D update fall interventions for 1 of 2 residents (R5) nonpharmacological pain interventions, motion
reviewed for accidents, and failed to update transfer sensor, and trasnfer status.
ability for 1 of 1 residents (R6) reviewed who was
identified as high risk for falls. Audit results will be reviewed during QAPI| meetings.
Findings include: The Director of Nursing is responsible for ongoing
compliance.
R3

R3’'s admission MDS assessment dated 3/3/26,
identified R3 had intact cognition with no
hallucinations or delusions. Furthermore, the
assessment identified R3 recelved scheduled pain
medication, did not receive as needed pain
medication and did not receive any non-medication
iInterventions for pain.

During an observation and interview on 5/4/26 at
12:19 p.m., R3 stated he suffered from a lot of pain.
R3 stated he was seen by a pain doctor and took as
needed (PRN) pain medication. R3 stated he wasn’t
sure if any nonpharmacological interventions were
helpful for his pain.

R3'’s care plan, printed 5/6/26, indicated the
following:

-R3 has quadriplegia related to spinal injury with an
Intervention of pain management as needed. See MD
orders. Provide alternative comfort measures as
needed.

-Potential alteration in comfort related to positioning
with the following interventions:

-administer analgesia as per orders

-anticipate the resident’s need for pain relief and
respond immediately to any complaint of pain

-monitor/document for probable cause of east pain
episode. Remove/limit causes where possible

-pain assessment and administer pain medication as
order

-monitor for side effects of pain medication

The care plan lacked identification of R3'’s
preferences for nonpharmacological interventions.
Furthermore, lacked identification if any
nonpharmacological interventions have been
attempted, effective, not effective or preferred.

R3’s April's MAR/TAR included the following
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SS=D orders:

-oxycodone (narcotic pain medication) 5 milligram
tablet — give half tablet by mouth every 24 hours as
needed for pain with a start date of 4/29/26 and had
not been administered.

R3’s May Medication Administration Record
(MAR/TAR) for 5/1/26-5/5/26 included the following
orders:

-oxycodone (narcotic pain medication) 5 milligram
tablet — give half tablet by mouth every 24 hours as
needed for pain with a start date of 4/29/26 which
had been administered one time on 5/1/26.

R3's April and May’'s MAR/TAR lacked identification
of any nonpharmacological interventions.

R3’s progress notes for 4/1/26 to 5/5/26 were
reviewed and lacked identification of
nonpharmacological intervention preferences being
identified.

During an interview on 5/6/26 at 8:25 a.m., licensed
practical nurse (LPN)-B stated nursing offered
nonpharmacological interventions prior to
administering as needed pain medications which
ranged from: relaxation, toileting, reportion, comfort
TLC, music, reposition and would be identified on a
residents MAR/TAR.

On 5/6/26 at 10:03 a.m., registered nurse manager
(RN)-C stated any nonpharmacological interventions
would be documented on a MAR/TAR or in a
progress note. RN-C verified R3 did not have any
identified nonpharmacological interventions and was
going to add nonpharmacological interventions to
R3’'s MAR/TAR. RN-C was going to review R3’s
care plan and follow up if able to locate any
nonpharmacological interventions on the care plan.
No follow up was provided.

During an interview on 5/6/26 at 12:51 p.m., director
of nursing (DON) stated a residents preferred
nonpharmacological interventions should be listed
on their care plan. DON stated keeping care plans
updated was important for coordination of care.

RS

R5’s quarterly Minimum Data Set (MDS) dated
2/24/26, indicated R5 had moderately impaired
cognition and had two or more falls with no injury
and one fall with nonmajor injury since the prior
MDS assessment. R5’s care plan dated 3/25/26,
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SS=D Indicated R5 was at risk for falls related to
gait/balance problems and psychoactive drug use.
The care plan included interventions such as
frequent safety checks, ensuring the call light was
within reach, a low bed with a floor mat, non-slip
footwear, etc. The care plan/medical record did not
Include the use of a motion sensor with automated
auditory reminders for the resident to remain in bed,
when this motion sensor should be used, and what
(if any) adverse effects of this motion sensor should
be monitored for,

R5’s provider note dated 4/8/26, indicated R5 had a
history of multiple falls with associated bruising and
a hematoma (a closed wound where blood collects
and fills a space inside your body). The note
Indicated R5 was an unreliable historian with
advanced dementia, and staff should continue R5’s
ongoing fall precautions.

During an observation on 5/5/26 at 11:00 a.m.,
nursing assistant (NA)-B was observed jogging
down the hallway and entering R5’s room. The
surveyor was a distance from the room and unable
to hear if the motion sensor was giving auditory
reminders to R5. When the surveyor arrived at R5's
room, R5 was observed lying diagonally on the bed
with her feet off the right side of the bed. The
director of nursing (DON) was observed entering the
room and reminded NA-B to put the motion sensor
on a “long pause”. NA-B was observed to press a
button on a small rectangular remote with buttons
such as short pause, long pause, bed mode, and
chair mode. R5 was observed with no signs of
obvious distress such as frowning, a frightened
expression, calling out, a tense posture, etc.

During an interview on 5/5/26 at 2:29 p.m., NA-B
stated R5 had a history of falls, so they used
Interventions such as putting the bed down, placing
fall mats next to the bed, and utilizing a motion
sensor. NA-B stated she had observed the motion
sensor giving R5 auditory reminders to walit for
assistance, and R5 had not shown any signs of
agitation or fear with the reminder. NA-B stated she
thought the facility started using the motion sensor
with R5 sometime at the end of last year.

During an interview on 5/5/26 at 2:41 p.m., licensed
practical nurse (LPN)-A stated R5 had a history of
falls, so staff completed frequent safety checks,
encouraged the resident to remain in the common
area, ensured the resident was wearing non-slip
footwear, utilized a low bed with a fall mat and a
motion sensor with an alarm. LPN-A stated the
motion sensor alerted staff if the resident attempted
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SS=D to get out of bed and reminded the resident to

“please wait for assistance”.

During an interview on 5/6/26 at 1:57 p.m.,
registered nurse (RN)-C, R5’s nurse manager
confirmed she had reviewed R5’s care plan and
stated she did not see that R5’s use of a motion
sensor was in the care plan. RN-C stated the motion
sensor was put in place after R5 had fallen in
November of 2025, and she would expect the motion
sensor to be added to the care plan at that time,

During an interview on 5/7/26 at 8:54 a.m., the DON
stated that if a motion sensor was being used as a
fall intervention for a resident, she would expect this
to be added to the resident’s care plan.

R6

R6’s quarterly Minimum Data Set (MDS) dated
2124/26 identified R6 with severe cognitive
impairment, delusions, and behaviors directed at
others. In addition, R6 identified with no impairment
of upper and lower extremities, required partial to
moderate assistance with personal care and
dressing. Also, R6’s diagnoses include dementia
with behavioral disturbances, anxiety, affective
disorder (psychiatric condition that affects emotional
state), diabetes, and hearing loss.

R6’s care plan (CP) with date initiated of 9/1/25
identified R6 as Risk for Falls. CP Intervention with
date initiated of 1/23/2024 indicated, “TRANSFER:
The resident is independent for transferring.” Also,
CP Intervention with date initiated on 6/30/24
indicated, “IF RESIDENT requires a Hoyer Transfer:
SLING SIZE IS YELLOW/MEDIUM”.

R6’s Kardex (care guide) indicated, “TRANSFER:
The resident is independent for transferring.” and
“IF RESIDENT requires a Hoyer Transfer: SLING
SIZE IS YELLOW/MEDIUM”.

During observation on 5/5/26 at 1:08 p.m., R6 was
In a wheelchair and wheeled from hallway into
shared bathroom by nursing assistant (NA)-A. NA-A
then used a transfer belt to assist transferring R6
onto the toilet. After several minutes, NA-A
attempted to assist R6 from toilet to wheelchair but
R6 did not follow requests or commands. NA-A then
asked NA-B to assist with transferring R6 to
wheelchair. After this was done, both NA-A and
NA-B wheeled R6 to bed which was two twin
mattresses on the floor of bedroom. There was no
bed frame. Both NA-A and NA-B used transfer belt
to assist R6 from wheelchair to stand and then
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SS=D pivoted him to sit down on mattress. During the

transfer, NA-A stepped on and also kneeled onto the
mattresses to assist R6 to lay down.

During interview with NA-A and NA-B on 5/5/26 at
1:17 p.m., NA-A stated, “we use a Hoyer (patient lift)
to lift him up from mattresses” and “We use transfer
belt to transfer him from the chair to mattress
though. Need two of us.” Both NA-A and NA-B
stated expectation of staff to review resident
Kardex’s prior to providing any type of care or
assistance. Both verified R6's Kardex did not
iIdentify that R6 had mattresses on the floor in place
of a bed with bed frame. In addition, both stated the
R6’'s Kardex falled to reflect his ability to transfer
independently and that it also did not clarify when to
use the Hoyer for safely lifting R6 from wheelchair to
the mattresses on the floor and from the mattresses
on the floor to the wheelchair.

During interview with licensed practical nurse
(LPN)-A on 5/5/26 at 1:26 p.m., LPN-A stated R6
was a high fall risk and facility implemented the
mattresses on the floor “a couple weeks ago”.
LPN-A stated R6 was not independent with transfers
and required at least one to two assist when
transferring from wheelchair to toilet and back. Also,
LPN-A stated R6's CP and Kardex were not updated
or revised to accurately describe his transferring
needs. LPN-A stated R6 required a Hoyer lift with
two staff members for all transfers from the
mattresses on the floor to wheelchair and vice versa.

During interview with Registered Nurse (RN)-A on
5/5/26 at 1:44 p.m., RN-A verified he was nurse
manager of R6’s unit. RN-A stated R6 was high risk
for falls and the facility decided to remove the bed
and bed frame and place two Twin size mattresses
on the floor for R6 instead. RN-A verified R6
required two staff to utilize a Hoyer when
transferring R6 from wheelchair to mattresses on the
floor and vice versa. RN-A also verified that R6 was
not independent with transfers and required one to
two staff using a transfer belt for safe transfers from
wheelchair to toilet and vice versa. RN-A reviewed
R6’s CP and Kardex’s and verified both were not
revised to reflect R6’s current transfer ability. RN-A
stated expectation of staff to review both the CP and
Kardex’s of all residents prior to providing any type
of care and assistance.

During interview with RN-A on 5/6/26 at 8:27 a.m.,
RN-A stated R6’s CP “should have transfer status
for all transfers.”

A facility policy titled Comprehensive Care plan
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SS=D revised 9/6/22, identified the following:

The comprehensive, person-centered care plans are
revised as information about the residents and the
residents’ conditions change, and will:

“b. Describe the services that are to be furnished to
attain or maintain the resident's highest practicable
physical, mental, and psychosocial well-being;”

“m. Identify the professional services that are
responsible for each element of care;”

F0684 Quality of Care F0684 Faclility timely submits this response and plan of 06/10/2026
SS=D correction pursuant to federal and state law
CFR(s). 483.25 requirements. This response and plan of correction
are not admissions or an agreement that a
§ 483.25 Quality of care deficiency exists or that the statement of deficiency
was correctly cited or factually based, and it is also
Quality of care is a fundamental principle that not to be construed as an admission against interest
applies to all treatment and care provided to facility of the facility, the administrator, or any employees,
residents. Based on the comprehensive assessment agents, or other individuals who participated in the
of a resident, the facility must ensure that residents drafting or who may be discussed or otherwise
receive treatment and care in accordance with identified in the same.
professional standards of practice, the
comprehensive person-centered care plan, and the It is the policy of Friendship Village of Bloomington
residents' choices. to ensure residents receive treatment and services Iin
accordance with professional standards of practice,
This REQUIREMENT is NOT MET as evidenced by: iIncluding appropriate wound monitoring, hospice

collaboration, and ongoing nursing assessments.
Based on observation, interview, and document

review, the facility failed to develop and/or Resident R12’s right second toe wound was

Implement a process to ensure coordination with assessed by the nursing team and wound

hospice and ensure skin was accurately documentation was updated. The resident’s care

evaluated/monitored to promote healing and reduce plan was updated to include the wound, monitoring,

the risk of complications (i.e., worsening) for 1 of 1 and treatment interventions.

resident (R12) reviewed for skin alterations. In

addition, the facility failed to ensure comprehensive Nursing staff were re-educated on expectations for

monitoring was developed and completed for 1 of 1 documenting skin assessments, communicating with

residents (R9) reviewed with extensive, unilateral hospice providers, notifying the wound team of skin

knee swelling. alterations, and ensuring wounds are added to
wound rounds and ongoing monitoring

Findings include: documentation.

Hospice Collaboration/Skin Monitoring Resident R9’s knee swelling was reviewed by
nursing and monitoring parameters were clarified

R12's quarterly Minimum Data Set (MDS) dated and implemented to ensure ongoing assessment and

4/7/26, indicated R12 had severe cognitive documentation.

Impairment and was diagnosed with arthritis, heart

failure, and malnutrition. The MDS indicated R12 was Licensed nurses were re-educated on

recelving hospice services and was comprehensive monitoring and documentation

dependent/required maximal assistance from staff requirements for significant changes in condition,

for activities of daily living (ADLS). Including swelling, wounds, drainage, pain, and

changes requiring provider notification.
R12's care plan dated 2/25/26, indicated R12 had
potential for/actual impairment to skin integrity An audit of current residents receiving wound
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related to an open area on her coccyx, a skin tear
on her left lower extremity, and a bruise to her left
shin. The care plan did not include a reference to
R12’s right second toe wound. The care plan
iIndicated that staff should assess and record the
presence of skin breakdown. The care plan indicated
that staff were to monitor and document the
location, size, and treatment of skin injury. The care
plan indicated that weekly treatment documentation
was to include measurement of each area of skin
breakdown, exudate (drainage), and any other
notable changes.

R12’s progress note dated 3/20/26 at 2:07 p.m.,
Indicated the hospice nurse had reported redness on
R12’s second toe on his right foot to facility staff,

and they were waiting for an order for wound care
from the hospice doctor.

R12’s skin check documentation dated 3/29/26,
3/30/26, 4/5/26, 4/12/26 (was refused), 4/19/26,
4/26/26 (was refused), and 5/3/26 were reviewed
and did not note the wound on R12’s right second
toe. R12’s electronic health record (EHR) progress
notes and skin assessments completed by
non-hospice staff dated 3/20/26 to 5/4/26 were
reviewed, and a comprehensive assessment of
R12’s toe wound was not found.

R12’s hospice Communication Notes dated 3/20/26
to 5/5/26 were reviewed and did not include
comprehensive assessments of R12’s wound on her
right second toe.

R12’s medication and treatment administration
record dated 4/1/26 to 4/30/26, included an order
dated 3/22/26 for wound care three times a week to
R12’s second toe on her right foot that was
discontinued on 4/8/26. A new order for wound care
to R12's second toe on her right foot started on
4/11/26, which was documented as completed all
days but one, which was documented as “9”
meaning “other/ see progress notes”.

R12’'s order summary dated 4/8/26, included an
order for wound care for R12's second toe on her
right foot, which was to be completed on Monday,

Wednesday, and Friday. The order summary included

an order dated 2/15/26 for the nurse to complete a
head-to-toe skin check and document this In the
resident record every evening shift on Sunday.

R12’s hard chart was reviewed, and R12's Hospice,
Interdisciplinary Group Meeting note dated 4/14/26
to 7/12/26 was found with the last staff signature

dated 4/27/26. This included assessments of R12’s
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treatment and/or hospice services was completed to
ensure wounds are appropriately assessed,
documented, monitored, and care planned.

An audit of residents with identified areas requiring
ongoing nursing monitoring was completed to
ensure monitoring parameters and documentation
are in place.

To ensure ongoing compliance, the Director of
Nursing and/or designee will conduct audits weekly
for 4 weeks, then monthly for 3 months, followed by
3 random audits during the next quarter related to
wound documentation and monitoring.

Audit results will be reviewed during QAPI meetings.

The Director of Nursing is responsible for ongoing
compliance.
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3/27126, 3/31/26, 4/2/26, 4/8/26, 4/13/26, and
4/21/26, including things such as measurements,
drainage description, odor, wound bed and wound
edge, and peri-wound description. An assessment
for the day of 5/5/26 or 4/28/26 was not found.

During an observation on 5/6/26 at 8:57 a.m., R12
was observed sitting in her wheelchair in her room.
R12’s right second toe was observed with a
bandage dated 5/5 that appeared clean, dry, and
Intact.

During an interview on 5/6/26 at 10:34 a.m.,
licensed practical nurse (LPN)-A stated she was
unsure if R12 had a wound on her right second toe
or if it was resolved. LPN-A stated that to know If
the resident still had a wound in her toe and its
status, she would check the resident’s last skin
check in the EHR, but did not see the wound
Included.

During an interview and observation on 5/6/26 at
10:36 a.m., R12 was observed sitting in her
wheelchair in her room. LPN-A was observed to
enter the room with the director of nursing (DON).
The DON was observed to remove R12’s dressing,
and a red open wound about the size of the eraser
end of a pencil was present on R12's second toe on
her right foot. The wound was observed with a small
amount of pink/white/yellow drainage with wound
edges that appeared elevated and shiny, as if the
skin were tight. At 10:48 a.m. Registered nurse
(RN)-A, a nurse manager, was observed to enter the
room. RN-A was observed to assess the wound and
stated he thought the wound was infected. RN-A
and the DON were observed to work together to
completed R12’s dressing change. RN-A stated that
usually wounds like this would be seen during
wound rounds by himself, the DON, and the wound
care provider. RN-A stated that this wound was not
being seen during wound rounds as they had not
been notified by hospice. RN-A stated he thought
the wound required a different dressing and would
need to reach out to R12’s provider to obtain this.

During an interview on 5/6/26 at 11:23 a.m. with the
DON and RN-A, when asked if the facility had any
documentation of assessments of R12's wound to
her second toe on her right foot, RN-A was
observed reviewing R12’s EHR record and
confirmed that he was unable to find documentation
of R12’s wound. RN-A stated that usually this would
go under a skin issues evaluation, but he did not
see that the staff had been completing this for R12.
RN-A stated he would expect hospice to tell them
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assessments and necessary treatments were being
completed. When asked if hospice completed wound
assessments and where these could be found, RN-A
stated that hospice completes a Communication
Note when they visit that might include comments
regarding her wound, but he was unsure if these
notes discussed the wound. RN-A did not reference
hospice interdisciplinary team notes. The DON stated
that facility nursing staff should also indicate in the
weekly head-to-toe skin assessment that R12 has a
wound on her right second toe.

During an interview on 5/6/26 at 2:11 p.m., RN-E,
the hospice nurse, stated she completed weekly
wound assessments on R12’s right foot second toe
wound but was unsure if the facility could see these
assessments. RN-E stated in the “IDT” notes in the
resident’s hard chart at the facility should be able to
see her wound assessments, but these were not
given to the facility every week. RN-E stated she
would include updates in her hospice
communication notes but did not include
comprehensive assessments of wounds.

Knee Swelling

R9’s quarterly MDS dated 3/3/26, indicated R9 had
Intact cognition, and required supervision or
touching assistance with toileting and was otherwise
Independent with most ADLSs.

R9’'s Medical Diagnosis listing dated 5/6/25,
iIndicated R9 had a diagnosis of heart failure and
asthma.

R9’s provider note dated 2/25/26, indicated R9 had
Increased pain and swelling in her left knee, and she
was scheduled for imaging. The note indicated that
on 2/2/26, 40 milliliters (mL) of fluid had been
removed from her knee, and she was receiving
recurrent steroid injections.

R9’s provider note dated 3/4/26, indicated R9 had
iIncreased pain and swelling in her left knee, and
staff should monitor for recurrent swelling given her
anticoagulation use.

R9’s provider note dated 4/16/26, indicated R9 had
a biopsy confirmed hemangioma (a noncancerous,
tumor- like growth that forms when blood vessels
grow Iincorrectly) of the left knee with a surgery
planned for May of 2026 to remove it.

R9’s order summary dated 5/7/26, included an
order dated 5/7/26 to monitor R9’s left knee for
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Increase In size or pain, discoloration, or other

changes. The order also indicated staff should

update the provider with changes and if pain

medication was not effective.

R9’s medical record was reviewed, including R9’s
care plan, last reviewed on 3/17/26, and did not
iInclude monitoring/order for monitoring of R9’s left
knee for increase in size, discoloration, or other
changes that was in place before survey entrance.

During an observation and interview on 5/4/26 at
1:59 p.m., R9 was observed lying on her bed with
her left knee, notably larger than her right knee. R9
stated she had occasional pain in her knee related
to a “knee bleed”. R9 stated her knee had been
swollen for a while and she even had to get it
“drained”.

During an interview on 5/6/26 at 1:17 p.m., licensed
practical nurse (LPN)-A stated she thought R9’s left
knee swelling was related to a tumor in her leg and
related bleeding. LPN-A stated she monitored R9 for
pain regularly but was unsure what else she needed
to monitor the knee for.

During an interview on 5/6/26 at 2:05 p.m.,
registered nurse (RN)-C, R9’s nurse manager, when
asked about R9’s left knee enlargement, stated that
R9 has “cancer” that was causing the knee swelling.
RN-C stated she would expect nursing staff to
complete monitoring of the knee and thought
monitoring had been ordered in the past but it must
have “dropped off”.

The facility Resident Examination and Assessment
policy dated 2/2024, indicated staff should review
the resident’s care plan and or admission
assessment to assess for any special situations
regarding the resident’s care. The policy indicated
that resident assessments should be documented In
the resident’s electronic health record.

FO689 FO689

SS=D

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains as

free of accident hazards as is possible; and

8483.25(d)(2)Each resident receives adequate
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supervision and assistance devices to prevent
accidents.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document
review, the facility failed to ensure staff were
following fall risk interventions for 1 of 1 (R6)
resident identified at risk for falls to prevent further
falls.

Findings include:

R6’s quarterly Minimum Data Set (MDS) dated
2124/26, identified R6 with severe cognitive
impairment, delusions, and behaviors directed at
others. In addition, R6 had no impairment of upper
and lower extremities, required partial to moderate
assistance with personal care and dressing. R6’s
diagnoses include dementia with behavioral
disturbances, anxiety, affective disorder (psychiatric
condition that affects emotional state), diabetes, and
hearing loss.

R6’s care plan (CP) with date initiated of 9/1/25,
Identified R6 as Risk for Falls. CP Intervention with
date initiated of 1/23/2024 indicated, “TRANSFER:
The resident is independent for transferring.” Also, a
CP Intervention with date initiated on 6/30/24,
indicated, “IF RESIDENT requires a Hoyer Transfer:
SLING SIZE IS YELLOW/MEDIUM".

R6’'s Kardex (care guide) state, “TRANSFER: The
resident is independent for transferring.” and “IF
RESIDENT requires a Hoyer Transfer: SLING SIZE IS
YELLOW/MEDIUM".

During observation on 5/5/26 at 1:08 p.m., R6 was
In a wheelchair and wheeled from hallway into
shared bathroom by nursing assistant (NA)-A. NA-A
then used a transfer belt to assist transferring R6
onto the toilet. After several minutes, NA-A
attempted to assist R6 from toilet to wheelchair but
R6 did not follow requests or commands. NA-A then
asked NA-B to assist with transferring R6 to
wheelchair, After this was done, both NA-A and
NA-B wheeled R6 to bed which was two twin
mattresses on the floor of bedroom. There was no
oed frame. Both NA-A and NA-B used a transfer
pelt to assist R6 from wheelchalir to stand and then
nivoted him to sit down on mattress. During the
transfer, NA-A stepped on and also kneeled onto the
mattresses to assist R6 to lay down.

During interview with NA-A and NA-B on 5/5/26 at
1:17 p.m., NA-A stated, “we use a Hoyer (patient lift)
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to ensure residents receive appropriate supervision
and interventions to prevent accidents and falls.

Resident R6's fall interventions, transfer status, and
safety interventions were reviewed and updated.

CNAs were re-educated on following
resident-specific transfer requirements and sling

size and reviewing the resident care plan and Kardex
prior to providing care.

An audit of residents transfer assistance
requirements are accurately reflected on the Kardex
was completed.

To ensure ongoing compliance, the Director of
Nursing and/or designee will conduct audits weekly
for 4 weeks, then monthly for 3 months, followed by
3 random audits during the next quarter to ensure
fall interventions and transfer assistance are
Implemented as ordered.

Audit results will be reviewed during QAPI meetings.

The Director of Nursing is responsible for ongoing
compliance.
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to lift him up from mattresses” and “We use transfer
belt to transfer him from the chair to mattress
though. Need two of us.” Both NA-A and NA-B
stated expectation of staff to review resident
Kardex’s prior to providing any type of care or
assistance. Both verified R6’s Kardex did not
identify that R6 had mattresses on the floor instead
of a bed with bed frame. In addition, both stated the
R6’s Kardex failed to reflect his ability to transfer
Independently and did not clarify when to use the
Hoyer for safely lifting R6 from wheelchair to the
mattresses on the floor and from the mattresses on
the floor to the wheelchair.

During interview with licensed practical nurse
(LPN)-A on 5/5/26 at 1:26 p.m., LPN-A stated R6
was a high fall risk and facility implemented the
mattresses on the floor “a couple weeks ago”.
LPN-A stated R6’s Kardex failed to identify his
current transfer abilities, and it failed to indicate
when a Hoyer lift should be used. LPN-A stated R6
was not independent with transfers and required at
least one to two staff when transferring from
wheelchair to toilet and back. LPN-A stated R6
required a Hoyer lift with two staff members for all
transfers from the mattresses on the floor to
wheelchair and vice versa.

During interview with Registered Nurse (RN)-A on
5/5/26 at 1:44 p.m,, RN-A verified he was nurse
manager of R6’s unit. RN-A stated R6 was high risk
for falls and facility decided to remove bed with bed
frame and place two twin size mattresses on the
floor for R6 instead. RN-A verified R6 required two
staff to utilize a Hoyer when transferring R6 from

wheelchair to mattresses on the floor and vice versa.

RN-A also verified that R6 was not independent with
transfers and required one to two staff using a
transfer belt for safe transfers from wheelchair to
toilet and vice versa. RN-A reviewed R6’s CP and
Kardex and verified both were not revised to reflect
R6’s current transfer ability.

During interview with RN-A on 5/6/26 at 8:27 a.m.,
RN-A stated, “[R6] could have fallen with the two
aides transferring him from chair to bed without the
Hoyer. And the two aides could have been hurt. We
do not want that.”

During observation and interview on 5/6/26 at 9:47
a.m., NA-E and NA-D entered R6’s room and woke
R6 up for breakfast. NA-D picked up two fall mats
that surrounded R6s mattresses and then placed
wheelchair to side of mattresses and locked the
wheels. NA-D then stepped onto top of R6’s
mattresses with her shoes on and knelt down to
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R6. Hoyer sling had green piping on it. NA-D lifted

up entire bottom of one of the twin mattresses on
the floor, that R6 was lying on, and NA-E rolled the
Hoyer lift forward with one leg of the Hoyer under
the mattress. NA-D stood up on top of the
mattresses again and both aides assisted R6 with
arms inside the sling. NA-D lifted R6 up off the
mattresses using the Hoyer while NA-E walked
around to the wheelchair and positioned R6 into
wheelchair as he was being lowered by the Hoyer.
During this time R6 was calm and only his legs from
the knees down were visible since his torso, arms,
and head were inside the sling during the lift. Both
NA's stated expectation of staff to review the
resident care plan and Kardex to identify what cares
need to be done, including the size of the Hoyer
sling for residents requiring a Hoyer lift. NA-D
stated R6 required a yellow sling but “it was dirty so
we used this green one”. NA-E and NA-D stated
Importance of using the ordered sling for appropriate
size for safety of the resident during transfers.

During interview with RN-A on 5/6/26 at 9:26 a.m.,
RN-A stated he was responsible for ensuring every
resident on the unit was assessed for correct Hoyer
sling size by using their weight. RN-A stated facility
utilized the Joerns Healthcare Hoyer Loop and Clip
Style Sling for all Hoyer lifts in the facility and the
Joerns Healthcare Patient Lift Hoyer HPL500. Also,
RN-A verified the Model name for R6’s sling was
the Deluxe Transport and Stand-Aid Slings. RN-A
pulled up the manufacturers’ recommended weight
range chart. According to the Color/Size Chart there
were three sizes to use according to weight:

Red for 75-150 pounds,
Yellow for 125-275 pounds,
Green for 175-440 pounds,

RN-A verified R6’s weight as of 5/1/26 was 155
pounds and required a Yellow sling per the
manufacturer. RN-A stated the Green sling “is too
big for [R6]”. RN-A stated it was important to use
the correct sling size when using a Hoyer lift “for
safety”.

User Instruction Manual for the Hoyer HPL500 by
Joerns, “Always check the sling is suitable for the
particular patient and is of the correct size and
capacity”.

During interview with the director of nursing (DON)
on 5/6/26 at 9:33 a.m., the DON stated expectations
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of staff, “to use the correct [Hoyer] sling size. If they
do not, then there could be a fall.”

During interview with Physical Therapist (PT)-A on
5/6/26 at 9:46 a.m., PT-A stated, “it does not make
sense to use the Hoyer for one kind of transfer from
[mattresses on the floor] to the wheelchair and [not]
from the wheelchair to the mattresses on the floor”.

Facility policy titled Lifting Machine, Using a
Mechanical, revised May 2024 state, “Measure the
resident for proper sling size and purpose, according
to manufacturer’s instructions.”

Bowel/Bladder Incontinence, Catheter, UT]
CFR(s): 483.25(e)(1)-(3)
8483.25(e) Incontinence.

8483.25(e)(1) The facility must ensure that resident
who is continent of bladder and bowel on admission
receives services and assistance to maintain
continence unless his or her clinical condition is or
becomes such that continence is not possible to
maintain.

§483.25(e)(2)For a resident with urinary incontinence,
based on the resident's comprehensive assessment,
the facility must ensure that-

(i) A resident who enters the facility without an
iIndwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

(il) Aresident who enters the facility with an
iIndwelling catheter or subsequently receives one Is
assessed for removal of the catheter as soon as
possible unless the resident's clinical condition
demonstrates that catheterization is necessary; and

(ii) A resident who is incontinent of bladder receives
appropriate treatment and services to prevent urinary
tract infections and to restore continence to the
extent possible,

8483.25(e)(3) For a resident with fecal incontinence,
based on the resident's comprehensive assessment,
the facility must ensure that a resident who is
Incontinent of bowel recelves appropriate treatment
and services to restore as much normal bowel
function as possible.
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Facility timely submits this response and plan of
correction pursuant to federal and state law
requirements. This response and plan of correction
are not admissions or an agreement that a
deficiency exists or that the statement of deficiency
was correctly cited or factually based, and it is also
not to be construed as an admission against interest
of the facility, the administrator, or any employees,
agents, or other individuals who participated in the
drafting or who may be discussed or otherwise
Identified in the same.

It is the policy of Friendship Village of Bloomington
to ensure catheter care, monitoring, and
documentation are completed according to physician
orders and professional standards of practice.

Resident R3’s suprapubic catheter care orders and
monitoring documentation were reviewed and
documentation was completed as ordered.

Nursing leadership team re-educated on ensuring
catheter orders have size reflected.

An audit of residents with indwelling or suprapubic
catheters was completed to ensure catheter are
accurate.

To ensure ongoing compliance, the Director of
Nursing and/or designee will conduct audits weekly
for 4 weeks, then monthly for 3 months, followed by
3 random audits during the next quarter related to
catheter care and treatment documentation,

Audit results will be reviewed during QAPI meetings.

The Director of Nursing Is responsible for ongoing
compliance.
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Based on interview and document review, the facility
failed to ensure proper orders were obtained and
adequate coordination in place to care for a resident
with a suprapubic catheter for 1 of 1 residents (R3)
reviewed who used a catheter.

Findings include:

R3’'s admission MDS assessment dated 3/3/26,
iIdentified R3 had intact cognition with no
hallucinations or delusions. Furthermore, indicated
R3 had an indwelling catheter.

During an interview on 5/4/26 at 12:17 p.m., R3
stated that he had a catheter (foley catheter- a thin,
flexible, indwelling tube inserted through the urethra
Into the bladder to drain urine into a collection bag)
prior to admission. R3 stated that since moving to
facility, the catheter had been changed to a
suprapubic catheter (a thin, flexible tube inserted
through a small incision in the lower abdomen into
the bladder to drain urine) due to the infections he
had been getting. R3 verified staff assist with the
catheter.

R3’'s care plan, printed 5/6/26, indicated the
following:

-(R3) is incontinent of bladder related to neurogenic
bladder with the following interventions:

- Brief Use: the resident uses disposable briefs,
Change per schedule and prn.

-Clean peri area with each incontinence episode.

-Incontinent: check at least q 2 hrs. and as required
for incontinence. Wash, rinse and dry perineum.
Change clothing PRN after incontinence episode.

-Monitor/document for s/sx UTI (urinary tract
iInfection): pain, burning, blood-tinged urine,
cloudiness, no output, deepening of urine color,
Increased pulse, increased temp, urinary frequency,
foul smelling urine, fever, chills, altered mental
status, change in behavior, change in eating
patterns.

R3's care plan lacked evidence that R3 has a
suprapubic (SP) catheter and lacked evidence of who
was responsible for the catheter cares and changing
of catheter bag.
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SS=D R3's April's MAR/TAR included the following
orders:

-Clarify with provider for catheter size two times a
day with a start day of 3/12/26. Marked as
completed all days except 4/11/26 and 4/21/26
which was marked with a “9” indicating a progress
note.

-Change catheter drainage bag and tubing every
night shift on Sunday with start date of 3/1/26
which was marked as completed on days ordered.

-Last SP catheter change was 4/22/26 at urologist
office, every day shift with a start day of 4/23/26
which was marked as completed 4/23/26 to 4/30/26

-SP Catheter: clean around the SP catheter exit side
with soap and water, pat dry under disk, change
gauze bandage around the SP catheter site daily or
as needed to keep the site clean and dry one time a
day with a start day of 3/10/26. Marked as
completed all days except 3 shifts which were left
blank.

-Call Midwest Radiology (number listed) if drainage
from catheter suddenly stops or significantly
decreases, catheter appears to be falling out, fallen
out, becomes clogged or breaks. Significant leaking
around SP catheter exit site every shift starting
3/10/26. Marked as completed all days except 7
shifts which were left blank.

-Contact clinician if fever greater than 101 degrees,
foul smelling, yellow/green drainage from SP
catheter exit site, significant bleeding at the SP
catheter exit site, significant or worsening pain at
the SP catheter exit or abdomen every shift starting
3/10/26. Marked as completed all shifts except 7
shifts which were left blank.

-May flush with 60cc sterile H20 if not draining
properly as needed with a start date of 2/26/26.

R3's May Medication Administration Record
(MAR/TAR) for 5/1/26-5/5/26 included the following
orders:

-Clarify with provider for catheter size two times a
day with a start day of 3/12/26. Marked as
completed 5/1/26 to 5/5/26 except 5/2/26 which
was marked with a “9” indicating a progress note.

-Change catheter drainage bag and tubing every
night shift on Sunday with start date of 3/1/26
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SS=D which was marked as completed on 5/3/26.

-Last SP catheter change was 4/22/26 at urologist
office, every day shift with a start day of 4/23/26
which was marked as completed 5/1/26 to 5/5/26.

-SP Catheter: clean around the SP catheter exit side
with soap and water, pat dry under disk, change
gauze bandage around the SP catheter site daily or
as needed to keep the site clean and dry one time a
day with a start day of 3/10/26. Marked as
completed on 5/1/26 and 5/2/26 with

5/3/26-5/5/26 left blank.

-Call Midwest Radiology (number listed) If drainage
from catheter suddenly stops or significantly
decreases, catheter appears to be falling out, fallen
out, becomes clogged or breaks. Significant leaking
around SP catheter exit site every shift starting
3/10/26. Marked as completed day shift 5/1/26
through 5/4/26, evening shift 5/1/26 and 5/2/26,
night shift 5/1/26 through 5/4/26 with 5/3/26 and
5/4/26 evening blank and 5/5/26 blank.

-Contact clinician if fever greater than 101 degrees,
foul smelling, yellow/green drainage from SP
catheter exit site, significant bleeding a the SP
catheter exit site, significant or worsening pain at
the SP catheter exit or abdomen every shift starting
3/10/26. Marked as completed day shift 5/1/26
through 5/4/26, evening shift 5/1/26 and 5/2/26,
night shift 5/1/26 through 5/4/26 with 5/3/26 and
5/4/26 evening blank and 5/5/26 blank.

-May flush with 60 cubic centimeter (cc) sterile H20

If not draining properly as needed with a start date
of 2/26/26.

R3’s progress notes for 4/1/26 to 5/6/26 identified
the following:

-4/11/26: Clarify with provider for catheter size two
times a day — no additional note

-4/12/26: resident refused catheter care

-4/21/26: Clarify with provider for catheter size two
times a day resident has an s/p catheter

-4/22/26: returned from urology appointment.
Successful SP cath exchange.

-4/29/26: Genitourinary: catheter character. patent
catheter size: 16 fr.
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SS=D -5/2/26: Clarify with provider for catheter size two

times a day see PCC

-5/5/26: Clarify with provider for catheter size two
times a day PCC

-5/6/26: spoke with interventional radiology who
stated R3’s catheter size is 18F and deferred any
additional questions to Health Partners urology. Call
placed to urology nurse who stated R3 will be seen
about 6 weeks in clinic after 4/22/26 change where
the next catheter change will be completed. After
that change by the PA (physician assistant), the
facility may be approved to do catheter changes but
prior to that R3 needs to be seen In clinic for any
ISSues.

During an interview on 5/6/26 at 8:28 a.m., licensed
practical nurse (LPN)-B stated R3's last SP catheter
change was 4/22/26 which was done at the
urologist office. LPN-B stated she believed that the
facility was going to start performing the catheter
changes. LPN-B verified there were no orders to
change R3’s catheter and no current catheter size
identified in the orders. LPN-B stated she knew the
catheter was a 16F as she had looked at it during
the dressing changes daily. LPN-B verified an order
to clarify catheter size starting in March and no
catheter size was listed. LPN-B stated if there was
trouble with R3’s catheter, they would call the
number listed on the order, but they were unaware if
this number was answered 24 hours a day or what
would happen in the middle of the night or
weekends.

During an interview on 5/6/26 at 10:07 a.m.,
registered nurse manager (RN)-C stated R3 came to
the facility with a foley catheter which was changed
to a SP catheter on 3/9/26. RN-C stated the last
catheter change was 4/22/26. RN-C reviewed all
R3's current orders and medical records. RN-C
verified there were no orders or documentation on
what size catheter R3 currently had. RN-C stated
she was unsure if the facility would be responsible
for changing the SP catheter, or if the number on
the order was answered 24 hours a day 7 days a
week. RN-B requested to follow up. During a follow
up conversation, RN-C stated she was able to figure
out R3’'s catheter size was 18F. RN-C stated she
had called the clinic number listed to obtain that
Information, but they were unable to tell her any
additional information in regard to ongoing
care/changes for the SP catheter so she had a call
to the urologist. No additional information was
provided.
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During an interview on 5/6/26 at 11:06 a.m., clinic
registered nurse (RN)-D stated concerns with R3’s
catheter would be addressed through the urologist.
RN-D stated this clinic could assist with tube
changes after receiving orders from the urologist,
but they were typically done at the urologist office.

During an interview on 5/6/26 at 12:51 p.m., director
of nursing (DON) stated resident orders should
Include size of catheter for suprapubic catheters.
DON stated orders should also be clear on who (if
not the facility) would be responsible for changing
the catheter in case of an emergency. DON stated
this information was expected for coordination of
care,

A facility policy titled Indwelling Catheter Use and
Removal, dated 1/6/25, was provided. The policy did
not address suprapubic catheters.

FO0695 Respiratory/Tracheostomy Care and Suctioning FO0695 Facility timely submits this response and plan of 06/10/2026
SS=D correction pursuant to federal and state law

CFR(s): 483.25(i) requirements, This response and plan of correction
are not admissions or an agreement that a

§ 483.25(1) Respiratory care, including tracheostomy deficiency exists or that the statement of deficiency

care and tracheal suctioning. was correctly cited or factually based, and it is also
not to be construed as an admission against interest

The facility must ensure that a resident who needs of the facility, the administrator, or any employees,

respiratory care, including tracheostomy care and agents, or other individuals who participated in the

tracheal suctioning, is provided such care, drafting or who may be discussed or otherwise

consistent with professional standards of practice, identified in the same.

the comprehensive person-centered care plan, the

residents' goals and preferences, and 483.65 of this It is the policy of Friendship Village of Bloomington

subpart. to ensure respiratory equipment and treatments are
monitored, maintained, and documented according

This REQUIREMENT is NOT MET as evidenced hby: to physician orders and resident needs.

Based on interview and record review, the facility Resident R59’s BIPAP care, cleaning, monitoring,

failed to ensure accurate orders, accurate and and documentation processes were reviewed and

complete respiratory care documentation and updated.

resident-specific ordered settings for the use and

management of a BIPAP device (bilevel positive Nursing leadership team were re-educated on

airway pressure device - a non-invasive ventilation documentation requirements related to BIPAP/CPAP

machine to help breathing) for 1 of 1 resident (R59) use, including cleaning schedules, tubing changes,

reviewed for respiratory care. mask care, water chamber maintenance, and resident
monitoring.

Findings include:
An audit of residents utilizing respiratory devices

R59’s quarterly MDS assessment dated 3/3/26, was completed to ensure respiratory care orders are
iIdentified R5 had intact cognition with no complete.

hallucinations or delusions. In Section O- Special

Treatment, Procedures and Programs, in section G1 To ensure ongoing compliance, the Director of
Non-invasive mechanical ventilator (to include BiPAP Nursing and/or designee will conduct audits weekly
and CPAP in section G2 and G3 below) was not for 4 weeks, then monthly for 3 months, followed by
marked with a check mark to indicate use. Under 3 random audits during the next quarter related to

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22E6A9-H1 Facility ID: 00806 If continuation sheet Page 34 of 39



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

245229

NAME OF PROVIDER OR SUPPLIER

Friendship Village Of Bloomington

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

PRINTED: 06/01/2026
FORM APPROVED
OMB NO. 0938-0391

(X3) DATE SURVEY COMPLETED
05/07/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

8130 HIGHWOOD DRIVE , BLOOMINGTON, Minnesota, 55438

(X4) ID

PREFIX
TAG

FO695
SS=D

FORM CMS-2567 (02/99) Previous Versions Obsolete

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

Continued from page 34
section Z1: none of the above: was marked with a
check.

During an observation on 5/4/26 at 4:41 p.m., a
BIPAP machine was observed sitting on R59’s side
table by her bed. There was a gallon of water next to
the machine. R59 indicated staff assist with her with
the machine at night.

R59’s care plan, printed 5/6/26, identified R59 had
an activity of daily living (ADL) self-care

performance deficit related to multiple sclerosis and
Impaired balance and required extensive staff
assistance for all ADLs except transfers which R59
required total staff assistance and Hoyer (mechanical
lift used for residents who can not bear weight) for
transfers. The care plan lacked evidence that R59
required or used a BiPAP machine.

R59’s Order Summary, printed 5/6/26, lacked orders
for use of a BiPAP machine, specific settings for
BiPAP machine, when to use the BIPAP machine,
cleaning of machine/mask, and tubing/filter
changes.

F59’s May Medication Administration Record (MAR),
printed 5/6/26, included the following order: "ok to
resume CPAP with home settings every night shift”
with a start date of 2/5/26.

R59's MAR lacked evidence R59 was ordered or
used a BIPAP machine. Furthermore, lacked
evidence of cleaning of mask, assisting resident to
use BIiPAP machine, changing of tubing and/or
filters for BIPAP machine.

R59’s after visit summary, dated 3/10/26, included
the following order: BiPAP machine for home use
with pressure: IPAP (inspiratory positive airway
pressure) 20 centimeter (cm) H20 (water column),
EPAP (expiratory positive airway pressure) 16smH20
for obstructive sleep apnea. See qualify BIPAP
titration study from 8/4/25.

R59’s Task Log was reviewed and lacked evidence
of staff assisting with BiPAP machine in any way.

R59’s progress notes for 3/1/26 to 5/4/26 were
reviewed and lacked evidence of BIPAP machine
orders, mask cleaning or changes, tubing changes,
or assistance provided to R59.
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respiratory equipment care and documentation.
Audit results will be reviewed during QAPI meetings.

The Director of Nursing Is responsible for ongoing

compliance.
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During an interview on 5/5/26 at 2:02 p.m., NA-F
stated they were aware R59 had a CPAP machine.
NA-F stated they were unsure of what type of
assistance R59 needs as they did not assist R59
with the machine as they did not work the night
shift.

During a follow up interview on 5/6/26 at 8:16 a.m.,

R59 stated she previously had CPAP (a machine that

provides continuous positive pressure via mask to
help with conditions like obstructive sleep apnea)
and was changed to a BIPAP machine. R59 stated
she was unsure when the change was made but it
was a long while ago. R59 stated staff assisted her
putting the mask on and off as she could not do this
Independently and they turned the machine on and
off for her. R59 stated she was not sure if the mask
got wiped down after each use. R59 stated she
ordered all her own supplies for the machine, and
the facility didn’t have anything to do with this.

During an interview on 5/6/26 at 8:33 a.m., licensed
practical nurse (LPN)-B stated nursing assisted R59
with putting on the mask and taking it off along with
turning the CPAP machine on and off. LPN-B stated
they changed the water. LPN-B stated the water
chamber should be filled weekly along with the
changing of the mask and tubing. LPN-B stated this
would all be documented on the MAR.

During an interview on 5/6/26 at 10:21 a.m.,
registered nurse manager (RN)-C verified staff have
been assisting R59 with the CPAP machine. After
review of R59’s medical record, RN-C verified there
was no monitoring in place of staff assisting R59,
tube changes, mask cleaning or changes or setting
for the machine.

During a phone interview on 5/6/26 at 11:01 a.m.,
clinic staff (staff) verified that R59 was a patient at
the clinic (Lung and Sleep Clinic). Staff verified R59
used a BIPAP machine based upon their provider
orders.

During an interview on 5/6/26 at 12:45 p.m., director
of nursing (DON) stated they were unaware of any
residents who utilize a BIPAP machine. DON
requested to follow up. During a follow up interview
on 5/6/26 at 1:15 p.m., after review of R59’s
medical record, DON verified that R59 had an order
for a BIPAP machine and was using a BIPAP
machine. DON verified the current orders were for a
CPAP machine which didn’t include settings. DON
stated anything the staff were doing to assist a
resident such as putting on or taking of the mask
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SS=D needed to be documented along with monitoring the
changing of tubing and cleaning of the mask and
verified this was not being done for R59. DON stated
this would be expected to be done as it was
expected for coordination of care. No additional
iInformation was provided.

A facility policy regarding respiratory care / BiIPAP
use was requested but not received.

FO756 Drug Regimen Review, Report Irregular, Act On FO756 Facility timely submits this response and plan of 06/10/2026
SS=D correction pursuant to federal and state law
CFR(s): 483.45(c)(1)(2)(4)(5) requirements. This response and plan of correction
are not admissions or an agreement that a
8483.45(c) Drug Regimen Review. deficiency exists or that the statement of deficiency
was correctly cited or factually based, and it is also
8483.45(c)(1) The drug regimen of each resident must not to be construed as an admission against interest
be reviewed at least once a month by a licensed of the facility, the administrator, or any employees,
pharmacist. agents, or other individuals who participated in the

drafting or who may be discussed or otherwise
identified in the same.

8483.45(c)(2) This review must include a review of

the resident's medical chart. It is the policy of Friendship Village of Bloomington
to ensure irregularities identified through consultant
pharmacist drug regimen reviews are addressed

8483.45(c)(4) The pharmacist must report any timely and appropriate follow-up actions are

Irregularities to the attending physician and the completed and documented.

facility's medical director and director of nursing,

and these reports must be acted upon. The consultant pharmacist recommendation related
to Resident R43 was reviewed by the

(i) Irregularities include, but are not limited to, any Interdisciplinary team and follow-up documentation

drug that meets the criteria set forth in paragraph (d) was completed.

of this section for an unnecessary drug.
Nursing leadership team were re-educated on the

(i) Any irregularities noted by the pharmacist during process for reviewing, responding to, and

this review must be documented on a separate, documenting consultant pharmacist

written report that Is sent to the attending physician recommendations and physician follow-up.

and the facility's medical director and director of

nursing and lists, at a minimum, the resident's An audit of current consultant pharmacist

name, the relevant drug, and the irregularity the recommendations from the previous 30 days was
pharmacist identified. completed to ensure recommendations were

reviewed, addressed, and documented appropriately.
(i) The attending physician must document in the

resident's medical record that the identified To ensure ongoing compliance, the Director of
irregularity has been reviewed and what, if any, Nursing and/or designee will conduct audits weekly
action has been taken to address it. If there is to be for 4 weeks, then monthly for 3 months, followed by
no change in the medication, the attending physician 3 random audits during the next quarter related to
should document his or her rationale in the pharmacist recommendation follow-up and
resident's medical record. documentation.

Audit results will be reviewed during QAPI meetings.
8§483.45(c)(5) The facility must develop and maintain
policies and procedures for the monthly drug The Director of Nursing Is responsible for ongoing
regimen review that include, but are not limited to, compliance.
time frames for the different steps in the process
and steps the pharmacist must take when he or she
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SS=D identifies an irregularity that requires urgent action

to protect the resident.
This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to ensure the consulting pharmacist
recommendations were fully addressed, including
providing a rationale in the resident’s medical

record iIf no changes in medication were to be made
for 1 of 5 residents (R5) reviewed for unnecessary
medications.

Findings include:

R5’s quarterly Minimum Data Set (MDS) dated
2124/26, indicated R5 had moderately impaired
cognition and was diagnosed with diabetes,
Alzheimer’s disease, and anxiety.

R5’s pharmacist Consultation Report dated 11/5/25,
indicated R5 received 6 milligrams (mg) of melatonin
at bedtime since 7/21/23 for insomnia. The report
iIndicated that melatonin was not recommended for
sleep onset or sleep maintenance insomnia in adults.
The report indicated that melatonin does not induce
or maintain sleep but helps to set the hour of sleep
and should not be used beyond six weeks. The
report indicated the adverse reactions of melatonin
iInclude confusion, daytime drowsiness, dizziness,
vivid dreams or nightmares, and increased bed
wetting. The pharmacist recommended discontinuing
R5’s melatonin by giving 3 mg at bedtime for seven
days and then discontinuing the medication. The
note was signed by the provider on 11/10/25 with a
box checked indicating they declined the
recommendations above and do not wish to
Implement changes due to the reasons below, with a
handwritten rationale of “need to review with
psychiatry.”

R5’s pharmacist Consultation Report dated 12/2/25,
iIndicated R5 received six milligrams (mg) of
melatonin at bedtime and had experienced a fall on
11/22/25. The report indicated that melatonin does
not induce or maintain sleep but helps to set the
hour of sleep and should be discontinued once the
hour of sleep is set, usually after six weeks. The
pharmacist recommended discontinuing R5’s
melatonin. The report was signed by the provider on
12/11/25 with a box checked indicating they had
re-evaluated this therapy and do not wish to
implement changes due to the reasons below, with a
handwritten rationale of “followed by psychiatry.”

R5’s Psychiatric evaluation note dated 1/12/26,
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SS=D iIndicated R5 was lying in bed sleeping and was
difficult to wake on assessment. The note indicated
she was tired and only opened her eyes for a few
moments. The note indicated to continue melatonin
6 mg at bedtime but did not include a rationale for
not following the pharmacist’s recommendation.

R5’s order summary dated 4/17/26, included an
order dated 11/26/25 for R5 to receive 6 mg of
melatonin at bedtime for insomnia.

During an interview on 5/6/26 at 9:31 a.m., the
consultant pharmacist (CP) stated he had been
working to take residents off of melatonin because
of its possible side effects such as dizziness,
confusion, vivid dreams and nightmares which can
lead to more falls out of bed. The CP stated that
unless the psychiatry group worked for the facility, it
was “almost impossible” to get a response from
them. At 10:01 a.m., the CP stated that he had
reviewed R5’s medical record and believed that he
had referred to R5’s psychiatry note dated 1/12/26
when deciding not to re-recommend discontinuing
melatonin. The CP stated the note had said to
continue to melatonin, so he had accepted this as a
response to his recommendation.

During an interview on 5/7/26 at 8:51 a.m., the
director of nursing (DON) stated pharmacist regimen
reviews would first be provided to the primary
provider, and then if the facility did not get a
response, they would notify the medical director.
The DON stated she did not believe the medical
director had been notified regarding R5’s melatonin
recommendations as the primary provided was
aware of the recommendation and had given a
response that referred the recommendation to
someone else.

A drug regimen review policy was requested from
the facility but was not received.
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K0000 INITIAL COMMENTS K0000 05/29/2026
Bldg. 02
FIRE SAFETY

An annual Life Safety Code survey was conducted
on 05/05/2026, by the Minnesota Department of
Public Safety, State Fire Marshal Division. At the
time of this survey, Friendship Village of
Bloomington was found not in compliance with the
requirements for participation in Medicare/Medicald
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 18 New 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

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 avallable to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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KO000 Continued from page 1 KO000 05/29/2026
Bldg. 02 St. Paul, MN 55101-5145, OR
By emaill to:

FM.HC.Inspections@state.mn.us

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

1. A detalled 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. ldentify who Is responsible for the corrective
actions and monitoring of compliance.

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

FRIENDSHIP VILLAGE OF BLOOMINGTON Isa 3
story building with full basement.

The building was constructed in 2022 and was
determined to be of Type Il (111) construction.

The faclility is fully protected throughout by an
automatic sprinkler system and has a fire alarm
system with smoke detection in the corridors and
spaces open to the corridors that is monitored for
automatic fire department notification.

The facility has a capacity of 66 beds and had a
census of 62 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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K0346 Fire Alarm System - Out of Service K0346 The fire alarm out-of-service policy was updated to 05/06/2026
SS=F have the contact information for the deputy State
Bldg. 02 CFR(s): NFPA 101 Fire Marshal.

Fire Alarm - Out of Service

Where required fire alarm system Is out of services
for more than four hours in a 24 hour period, the
authority having jurisdiction shall be notified, and
the building shall be evacuated or an approved fire
watch shall be provided for all parties left
unprotected by the shutdown until the fire alarm
system has been returned to service.

9.6.1.6

This STANDARD i1s NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to implement a fire
alarm out-of-service policy per NFPA 101 (2012
edition), Life Safety Code, section 9.6.1.6. This
deficient finding could have a widespread impact on
the residents within the facility.

Findings include:

On 05/05/2026 at 10:11 AM, it was revealed by a
review of avallable documentation that the fire alarm
out-of-service policy that was provided at the time
of the survey did not have the contact information
for the deputy State Fire Marshal that needs to be
contacted If the fire alarm system goes down for
four hours or longer. Contact information was
updated at the time of survey.

An Iinterview with the Administrator, Director of
Community Service, Safety and Security Supervisor,
Maintenance Tech and the Administration Intern
verified this deficient finding at the time of

discovery.
K0354 Sprinkler System - Out of Service K0354 The fire sprinkler out of service policy was updated 05/06/2026
SS=F with the contact information for the deputy State Fire
Bldg. 02 CFR(s): NFPA 101 Marshal.

Sprinkler System - Out of Service

Where the sprinkler system is impaired, the extent
and duration of the impairment has been determined,
areas or buildings involved are inspected and risks
are determined, recommendations are submitted to
management or designated representative, and the
fire department and other authorities having
jurisdiction have been notified. Where the sprinkler
system Is out of service for more than 10 hours In a
24 hour period, the building or portion of the
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K0354 Continued from page 3 K0354 05/06/2026
SS=F building affected are evacuated or an approved fire
Bldg. 02 watch 1s provided until the sprinkler system has

been returned to service.
18.3.5.1, 19.3.5.1, 9.7.5, 15.5.2 (NFPA 25)
This STANDARD i1s NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the faclility failed to implement a fire
sprinkler out-of-service policy per NFPA 101 (2012
edition), Life Safety Code, sections 18.3.5.1 and 9.7.5,
and NFPA 25 (2011 edition), Standard for the
Inspection, Testing, and Maintenance of

Water-Based Fire Protection Systems, section 15.5.2.
This deficient finding could have a widespread

Impact on the residents within the facility.

Findings include:

On 05/05/2026 at 10:11 AM, it was revealed by a
review of available documentation that the fire
sprinkler out of service policy that was provided at
the time of the survey did not have the contact
Information for the deputy State Fire Marshal that
needs to be contacted If the fire sprinkler system
goes down for four hours or longer. Contact
Information was updated at the time of the survey.

An Interview with the Administrator, Director of
Community Service, Safety and Security Supervisor,
Maintenance Tech and the Administration Intern
verified this deficient finding at the time of

discovery.
K0372 Subdivision of Building Spaces - Smoke Barrie K0372 The smoke barrier was sealed with fire caulk around 05/06/2026
SS=D the low voltage wires going through the smoke
Bldg. 02 CFR(s): NFPA 101 barrier above the celling near LD 257.

Subdivision of Building Spaces - Smoke Barrier

Construction

2012 NEW

Smoke barriers shall be constructed to provide at
least a one hour fire resistance rating and
constructed in accordance with 8.5. Smoke barriers
shall be permitted to terminate at an atrium wall.
Smoke dampers are not required in duct
penetrations of fully ducted HVAC systems.

18.3.7.3, 18.3.7.4, 18.3.7.5, 8.3

Describe any mechanical smoke control system In
REMARKS.
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SS=D This STANDARD i1s NOT MET as evidenced by:
Bldg. 02

Based on observation and staff interview, the facility
falled to maintain smoke barrier per NFPA 101 (2012
edition), Life Safety Code, sections 18.3.7.1, 18.3.7.3,
8.5.2.2, and 8.5.6.2. This deficient finding could have
an i1solated impact on the residents within the

facility.

Findings include:

On 05/05/2026 at 11:34 AM, it was revealed by
observation that the smoke barrier was not sealed
around the low voltage wires going through the
smoke barrier above the ceiling near LD 257.

An Interview with the Administrator, Director of
Community Service, Safety and Security Supervisor,
Maintenance Tech and the Administration Intern
verified this deficient finding at the time of

discovery.
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m1 DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
June 23, 2026

Administrator

Friendship Village Of Bloomington
8130 HIGHWOOD DRIVE
BLOOMINGTON, MN 55438

RE: CCN: 245229
Cycle Start Date: May 7, 2026

Dear Administrator:

On June 12, 2026, the Minnesota Departments of Health and Public Safety completed a revisit to
verify that your facility had achieved and maintained compliance. Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
Imposed.

Feel free to contact me if you have questions.

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us



