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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00100

ID:   3364

HASTINGS, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

012198100

7

01/01/2014

06/30

07/11/2016

REGINA SENIOR LIVING245254

02

1175 NININGER ROAD

55033

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  61 (L18)

13.Total Certified Beds  61 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 61

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

06/02/1982

00

00000

07/05/2016

07/11/2016 07/26/2016

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Susanne Reuss, Unit Supervisor Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245254

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

REGINA SENIOR LIVING 1175 NININGER ROAD

HASTINGS, MN 55033

7/11/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0279 Correction

Reg. #
483.20(d), 483.20(k)(1)

Completed 

LSC 07/01/2016

ID Prefix  F0312 Correction

Reg. #
483.25(a)(3)

Completed 

LSC 07/01/2016

ID Prefix  F0329 Correction

Reg. #
483.25(l)

Completed 

LSC 07/01/2016

ID Prefix  F0334 Correction

Reg. #
483.25(n)

Completed 

LSC 07/01/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO5/25/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 336412EVENT ID:

SR/KJ 07/26/2016 16022 07/11/2016



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00100

ID:   3364

HASTINGS, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

012198100

2

01/01/2014

06/30

05/25/2016

REGINA SENIOR LIVING245254

02

1175 NININGER ROAD

55033

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  61 (L18)

13.Total Certified Beds  61 (L17) X B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: B* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 61

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

00-Active

06/02/1982

00

00000

06/21/2016 06/30/2016

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Sheryl Reed, HFE NE II Kate JohnsTon, Program Specialist



��������	�
����
��	����


������������

�����
�	������������
�	�	���
���

���	�
����	��� 	�	��

���!�"	�	�������



#
��	������"��!!�$$

��%�&��'����"��(����!�!)��!

*�
�������������%

+���
���!��������
���
�

�
��������,
�����-����
�
�������.
�	�	���(���/���	������
�*�-
���������.

#�
��/�
�
�&�(�	���
.�������
�����	���	.������.
�	�	���,
��	�����-�	
����,	�/�0�
��
��-
��	�	-
�	��

��1�	��������.����2	���
�����	���.
�	�	�	���
�
3�������	���.
�	�	�	���-
��	�	-
�	���	���/����
	�
���
�
3��

��
	�
	
�-����
����4/	���������.���
��/����������	����
�.	�	���	���	�������.
�	�	������(��
�-
�������.


�.	�	���	����/
�������	��������
���
��/
���,	�/�-�����	
��.���������/
���	�	�
��/
����/
��	�����

	���
	
���'��-
�
��5 ������6��
����	
����
�(���/��
��
�/�
�7��8�!���,/���(���������	����
��

��1�	��
�������-���.��/����
��������.�*�.	�	���	���57��8�!��6�	���������
��� ��

&��
���������/
���/	�����	���
�������������	�����.���
�����	����.�	�-��	�	����.�
�����
�	�������
	�����&��
���������/
���/	�����	���
�������������	�����.���
�����	����.�	�-��	�	����.�
�����
�	�������
	�����&��
���������/
���/	�����	���
�������������	�����.���
�����	����.�	�-��	�	����.�
�����
�	�������
	�����&��
���������/
���/	�����	���
�������������	�����.���
�����	����.�	�-��	�	����.�
�����
�	�������
	�����

����	�
�	����.������-���	
���
������������/���
��/��7�������.�����
	�
���9���
	�
	
�����	�������	�
�	����.������-���	
���
������������/���
��/��7�������.�����
	�
���9���
	�
	
�����	�������	�
�	����.������-���	
���
������������/���
��/��7�������.�����
	�
���9���
	�
	
�����	�������	�
�	����.������-���	
���
������������/���
��/��7�������.�����
	�
���9���
	�
	
�����	���


�����	����/
������	�
�	������
�����/�������
��	��,
��
���
��	��,	���-���	
������,	�/�
���-
�
��
�����	����/
������	�
�	������
�����/�������
��	��,
��
���
��	��,	���-���	
������,	�/�
���-
�
��
�����	����/
������	�
�	������
�����/�������
��	��,
��
���
��	��,	���-���	
������,	�/�
���-
�
��
�����	����/
������	�
�	������
�����/�������
��	��,
��
���
��	��,	���-���	
������,	�/�
���-
�
��

.���
�����	.	�
�	����.��/
��
�����	�
�	���.���
�����	.	�
�	����.��/
��
�����	�
�	���.���
�����	.	�
�	����.��/
��
�����	�
�	���.���
�����	.	�
�	����.��/
��
�����	�
�	���

4/	���������-���	
���	�-���
���	�.���
�	������
�
	�����������-���������/����
�.	�	���	���
�
�


������

�/��.����,	���	�����%

+--�����	������7������+--�����	������7������+--�����	������7������+--�����	������7�������8��/��.
�	�	���	��
���,�
�
���--�����	��������������	
���	.	�
�
�.	�	���	���8��/��.
�	�	���	��
���,�
�
���--�����	��������������	
���	.	�
�
�.	�	���	���8��/��.
�	�	���	��
���,�
�
���--�����	��������������	
���	.	�
�
�.	�	���	���8��/��.
�	�	���	��
���,�
�
���--�����	��������������	
���	.	�
�
�.	�	���	��

(�.��������
	���
���	�-���
:(�.��������
	���
���	�-���
:(�.��������
	���
���	�-���
:(�.��������
	���
���	�-���
:

��������	��&�
���.�7������	����������	��&�
���.�7������	����������	��&�
���.�7������	����������	��&�
���.�7������	���8�,/���
�-�
���.��������	���,	���(��
���
�
��/��	�.���
�	������(��8�,/���
�-�
���.��������	���,	���(��
���
�
��/��	�.���
�	������(��8�,/���
�-�
���.��������	���,	���(��
���
�
��/��	�.���
�	������(��8�,/���
�-�
���.��������	���,	���(��
���
�
��/��	�.���
�	������(�

����
	��
�	���/
��
�������:�����
	��
�	���/
��
�������:�����
	��
�	���/
��
�������:�����
	��
�	���/
��
�������:� ��������

����
	������
	������
	������
	���8��/����-���.�����
	����/
��,	���(��	�-���
�,	�/��/��
��/��	;
�	����.��/���8��/����-���.�����
	����/
��,	���(��	�-���
�,	�/��/��
��/��	;
�	����.��/���8��/����-���.�����
	����/
��,	���(��	�-���
�,	�/��/��
��/��	;
�	����.��/���8��/����-���.�����
	����/
��,	���(��	�-���
�,	�/��/��
��/��	;
�	����.��/����������

7�������.�����
	�
���
�
���
	�
	
�����	����57��6�	.���(��
��	
�����-�	
����	������
��
	��
�
�7�������.�����
	�
���
�
���
	�
	
�����	����57��6�	.���(��
��	
�����-�	
����	������
��
	��
�
�7�������.�����
	�
���
�
���
	�
	
�����	����57��6�	.���(��
��	
�����-�	
����	������
��
	��
�
�7�������.�����
	�
���
�
���
	�
	
�����	����57��6�	.���(��
��	
�����-�	
����	������
��
	��
�
�

�/���	����.�
����	�	�:�/���	����.�
����	�	�:�/���	����.�
����	�	�:�/���	����.�
����	�	�:

&�����	
��7����1������&�����	
��7����1������&�����	
��7����1������&�����	
��7����1�������8��/�������1��������.�����
��
	�	�����(��
��	
�����-�	
����$�
�
���8��/�������1��������.�����
��
	�	�����(��
��	
�����-�	
����$�
�
���8��/�������1��������.�����
��
	�	�����(��
��	
�����-�	
����$�
�
���8��/�������1��������.�����
��
	�	�����(��
��	
�����-�	
����$�
�
��

����/��
.�����/���������

��:�
�
����/��
.�����/���������

��:�
�
����/��
.�����/���������

��:�
�
����/��
.�����/���������

��:�
�


�� �

���������	
��
���
����	�
�����������	�������
�������
�����������
��

���������	

	����
�����
�	����



<�.���
��*	�-�����������	��<�.���
��*	�-�����������	��<�.���
��*	�-�����������	��<�.���
��*	�-�����������	���8�������	�/�������1�����
��	�.���
��������	
��
�	������
	�-�����/��8�������	�/�������1�����
��	�.���
��������	
��
�	������
	�-�����/��8�������	�/�������1�����
��	�.���
��������	
��
�	������
	�-�����/��8�������	�/�������1�����
��	�.���
��������	
��
�	������
	�-�����/�


��
�/�
�
�.	�	���	���
��
�/�
�
�.	�	���	���
��
�/�
�
�.	�	���	���
��
�/�
�
�.	�	���	���� ��

&��
���������	��	����������-���	(	�	�������/
����/��	�.���
�	�������
	��
�	���/	���������
�
��/�����������.

�/	���	�	��,	�/��/��&���	
�����.������.
�	�	��=��>�����	���?�
��

*�&��4��"4�7+"4�74*�&��4��"4�7+"4�74*�&��4��"4�7+"4�74*�&��4��"4�7+"4�74

@����	�������
�
	����/	���������
�
�
���
�����������(�	���
�
��
����-���������/�����	
�����
��


�.	�	���	���5�/����-����
�
�(��
�A0A��
�6��	������/��-�
���.��������	����/���
�(��
	�����
���%

� � �� ��������������
����������������� ��

� � � ���������������� �����!����"�#

� � � �$�$�%�&�'()**��� ��

� � � ��$����"
�����������++,'(-*)**

� � �� ��������$�����.�����$ �$��

� � � ��"��#���/��0'+,1�2*,-34)3���� ��&/��0'+,1�2,+-)')4

+&&+�4B"<4C�4+�7+���74+&&+�4B"<4C�4+�7+���74+&&+�4B"<4C�4+�7+���74+&&+�4B"<4C�4+�7+���74���8�*�4��+0�7+���74<+"�8�����*<��8�*�4��+0�7+���74<+"�8�����*<��8�*�4��+0�7+���74<+"�8�����*<��8�*�4��+0�7+���74<+"�8�����*<��

����.��
��
����)��������7���-��	�����1�	�����/
��.
�	�	�	���,	�������(���	����
���--�����	�������������

(�.��������
	���,	����(��	�-���
�,/���
���
��/
���,
���	��
�
���/���
�����
�

�
����	�������	��

�������
�
�
�����	��
�
���/��������������������C����.
�	�	���
��������������/	����	���	�����4/���.�����	.

�����.
�	�	���/
������
�/	���
���(��
��	
�����-�	
����(�������)���������/��*�-
��������.�#�
��/�,	��

	�-�����/��.����,	��������
�%

D�� ��
������	���	�����5)��70��)EE�)��6

� �74�+"<7�& �"�+0�7+���74<+"�5�&�76� �74�+"<7�& �"�+0�7+���74<+"�5�&�76� �74�+"<7�& �"�+0�7+���74<+"�5�&�76� �74�+"<7�& �"�+0�7+���74<+"�5�&�76

����&�7�.����/��
�.	�	���	��������(����(�	���
�,	�/	���������
���

��

�������
���

��

�������
���

��

�������
���

��

����.����������	-���.��/	���������� ��

C�����&�7�����%

8����� �� �� �� ��

�����/�,��������	���
��	���,	���(��
����-�	�/�
�.����/�������	
�����.���
����/
��

(����
..����
�(���/��
�.	�	����-�
��	��:

� 8� �

�����/�,��/��.
�	�	���,	���	
���	.����/������	
�����/
�	����/��-�����	
�����(��
..����


(���/���
���
�.	�	����-�
��	��:

� 8� �

�����,/
����
������,	���(��-���	����-�
������������	���/
������

�������������/
�

�/��
�.	�	����-�
��	���,	������������:

� 8� <�
	�
���/�,��/��.
�	�	���-�
���������	����	���-��.���
��������
2��������/
�������	���� ��

� � 
�������
	��
���4/��.
�	�	��������
�����-�
�-�
��.��������	����/
���������	���	��
�/	���
� ��

���	�
����	��� 	�	��

������������

&
������



� � 
�
�����
	��
���4/	��-�
�������(��	�-�������
��
�
��/���������	���
��	�����
��
��
�.��� ��

� � 	����..���	���������4/��-�
���.��������	���	��	�����
��
�	�����/��1�
�	���
����
����������:

�8� <����
��

����,/����������	���
��	���,	���(�����-����
���4/���������	���
��	���� � �

� � ���-���	���

���������(��
���-�
(�������/����
�����<.��/��-�
���.��������	���	��� � �

� � ��
���-�
(���.���
�����
������/����
���,	������	.���/��.
�	�	�����<.��/��-�
���.��������	���	�� ��

� � 
���-�
(�����/����
���,	������	.���/��.
�	�	�����0
�	�	�	����/���
�(���
��	���
��/
���/���
��� ��

�� ���	�
�����
������
(���.����/�	���,�����-�	
�����
�
��/
�����-���	(	�	���	������
����	
��


� � 	���
����,/�������	.	�
�	���
(�����/��
���-�
(	�	����.��/�	��-�
���.��������	���	������ ��

� � �

���	�������4/��-�
���.��������	���,	���������
���/��.
�	�	��F��
����
�	����.����-�	
���:� ��

� � 
�
�

� � � �

� 8� ��(�	����������	�
�������
�2��,��
������������	-���.��/����������	���!������������	�,


�
�������&�7���(�	��	���

4/����
���
�������
���	���	����.�
����	�	���
�����	����������	���
�
����-�	
����(��
���-�	����/�

.
�	�	��=���&�7�	.��/���&�7�	����
���
(����


��������/��-��(����
�
�-���	
�����	
������/
���/�

�������	���
��	���/
���������
�

<.�
��
���-�
(����&�7�	����������	��
�,	�/	������
���

��

���.�����/������	-���.��/	����������,��,	��

��������
�����/��7������	���G�+..	����/
���������������.��/��.����,	�������
	���(��	�-���
%

D�� +-�	��
��
��	
���.�-
������.�����,���
	�
���
�
���
	�
	
�

�	��	����5)��70��� � �

� )EE�)���5
66:

D�� &���

���	�	��������-��
����5)��70��)EE�)$���/����/�)EE�)))6�

0
	����������(�	��
��
���-�
(����&�7�����
�
�����������	���/������	�
�	����.������.
�	�	��F����
	�
��


�
3�����
	�
	
�
���������

&���B�&4<+"�+0�7+�& <�"7��8�7��*<? ���  �>�4<+"�+0�7+�& <�"7�&���B�&4<+"�+0�7+�& <�"7��8�7��*<? ���  �>�4<+"�+0�7+�& <�"7�&���B�&4<+"�+0�7+�& <�"7��8�7��*<? ���  �>�4<+"�+0�7+�& <�"7�&���B�&4<+"�+0�7+�& <�"7��8�7��*<? ���  �>�4<+"�+0�7+�& <�"7�

4/��.
�	�	��=���&�7�,	���������
�������
����
�	����.����-�	
�����-����/��*�-
������=��
���-�
������C���

�	��
�����
���/��(�������.��/��.	����-
����.��/��7��8�!���.����,	���(�����
�
�����	.	�
�	����.

���-�	
������<����
���.��������
����
�	����.����-�	
�������(��
���-�
(�������/��*�-
���������/���&�7

�����������/����	���	
��	���
�	���/��-�
���.��������	�������	���
(�����C���,	���(�����	.	�
�(���/�

�	������
�*�-
��������.�#�
��/�� 	����	���
�
�7���	.	�
�	���&����
����
..�
�
3����/��*�-
��������.

&�(�	���
.�������
���0	����
��/
��*	�	�	�����
..��	.�������&�7�.����/�����-���	���
�.	�	���	���5	.�
��6�	�


���-�
(���

G��<0<7�4<+"�+0��B?�4�"4<� �7+�& <�"7�G��<0<7�4<+"�+0��B?�4�"4<� �7+�& <�"7�G��<0<7�4<+"�+0��B?�4�"4<� �7+�& <�"7�G��<0<7�4<+"�+0��B?�4�"4<� �7+�& <�"7�

���	�
����	��� 	�	��

������������

&
�����$



B-�������	-���.�
��
���-�
(����&�7��
�����	������	�	���.������.
�	�	����
��(�����
����
�����
�	

����/
�

��(��
��	
�����-�	
����,	�/��/�������
�	����/
��(����
��
	��
�	��
����

����,	�/���������	.	�
�	������

&����7���	.	�
�	������	�	��5&7�6�,	���������
.�����/��

�������	
���	.	�
��/
�����-�	
����,
��
�/	���
�	�

�����-�
���.��������	���

<.���(��
��	
�����-�	
����/
��(����
�/	���
������	.	�
�	����.������.
�	�	���	���/����
	�
���
�
3��� ��

��
	�
	
�-����
�5�6�,	���(������	���
�
�
�����
	���,	�������(��	�-���
���7��-�	
����	������	.	�
�
���.

�/���
������������	���

�������/��
--����
��&�7���������	��	��
�����	��
��/
���	�/����������	���
���
���

�������
�(��,�����/���
������������	���

�������/���&�7�
�
��/��

����.��/��.	�������	�	�������������	��

�������
���������/
���/���
������������	���

�������/���&�7�

+�	�	�
��
�.	�	���	���������������
+�	�	�
��
�.	�	���	���������������
+�	�	�
��
�.	�	���	���������������
+�	�	�
��
�.	�	���	���������������


<.������.
�	�	���/
������
�/	���
���(��
��	
�����-�	
�����,��,	���	�-�����/������
	���
����	(�
�
(����

<.��/���������.�������-�	
����,������
����
�-�	���,/����
�/	�/����
��������.�����
���
��(��	�-���
�

,��,	�����������
�����/��7������	���G�+..	����/
���/������/�������
	���(��	�-���
�

+�	�	�
��
�.	�	���	���������������
�
�
���,�
�.	�	���	���.���
�
��	����/�����	�	�+�	�	�
��
�.	�	���	���������������
�
�
���,�
�.	�	���	���.���
�
��	����/�����	�	�+�	�	�
��
�.	�	���	���������������
�
�
���,�
�.	�	���	���.���
�
��	����/�����	�	�+�	�	�
��
�.	�	���	���������������
�
�
���,�
�.	�	���	���.���
�
��	����/�����	�	�

<.���,�
�.	�	���	���
���	
���	.	�
�
���/���	����.��/�����	�	����/����
�.	�	���	����
��(��
	�-���
��/����/

�/��	�.���
��
	�-�����������	���-���������#�,�������/������
	����-��	.	�
�	���/	���������,	���(��	�-���


.�����	�	�
��
�.	�	���	���������������
���<.��/��
�.	�	���	���	
���	.	�
�
���/�����	�	����1�	����/��	�-��	�	��� ��

�.�
�/	�/����
��������.�����
���,��,	�����������
�����/��7������	���G�+..	����/
���/��������
	���(�

	�-���
�

+�	�	�
��
�.	�	���	�����������
�(�����,�
�.	�	���	���.���
�
��	����/�����	�	�+�	�	�
��
�.	�	���	�����������
�(�����,�
�.	�	���	���.���
�
��	����/�����	�	�+�	�	�
��
�.	�	���	�����������
�(�����,�
�.	�	���	���.���
�
��	����/�����	�	�+�	�	�
��
�.	�	���	�����������
�(�����,�
�.	�	���	���.���
�
��	����/�����	�	�

<.���,�
�.	�	���	���
���.���
�
���/�����	�	����/������
	����-��	.	�
�	���/	���������,	���(��	�-���
���<.��/�


�.	�	���	���	
���	.	�
�
���/�����	�	����1�	����/��	�-��	�	����.�
�/	�/����
��������.�����
���,��,	��

��������
�����/��7������	���G�+..	����/
���/��������
	���(��	�-���
���C���,	���(��-���	
�
��/�

��1�	��
����	���(�.�����/��	�-��	�	����.�
���,�����
�����	�.����
�	.�
���/���

���,	���(������.����/�

	�-��	�	����.��/��������
	���

0�< B���4+��7#<�G���B?�4�"4<� �7+�& <�"7��?C�4#��4#<�*�+���<H4#��+"4#��04���4#�� ��40�< B���4+��7#<�G���B?�4�"4<� �7+�& <�"7��?C�4#��4#<�*�+���<H4#��+"4#��04���4#�� ��40�< B���4+��7#<�G���B?�4�"4<� �7+�& <�"7��?C�4#��4#<�*�+���<H4#��+"4#��04���4#�� ��40�< B���4+��7#<�G���B?�4�"4<� �7+�& <�"7��?C�4#��4#<�*�+���<H4#��+"4#��04���4#�� ��4

*�C�+0�4#���B�G�C*�C�+0�4#���B�G�C*�C�+0�4#���B�G�C*�C�+0�4#���B�G�C

<.���(��
��	
�����-�	
����,	�/��/�������
�	����	���������	.	�
�(����������!�������5�/��������/��
.���

�/��	
���	.	�
�	����.�������-�	
���6���/��7������	���G�+..	��������
����-
������.�����,�

�	��	���


���
�

��
�(���/�����	
�������	�������5�/�����6�
������	�����E�I5/65�65*6�
�
��I�I5/65�6576�
�


0�
��
�������
�	����
��)��70������	���)EE�)��5(6���4/	���
�

�����
��	
���.�-
�������,	���(��(
��
���

�/��.
	�����������-���,	�/�
�.	�	���	�����	�	�
��������
	��
�	���/����
��������.�*�.	�	���	�����-����/�

	
���	.	�
�	����.���,�
�.	�	���	���
���/���	����.��/�����	�	������	.�
�.	�	���	���/
���(����	����
�
���/�

��������.�
����-�
	����	�	�������/�������������
����
�
.�����/����	�	�
����
��������.�
�.	�	���	���,
�

	����
���4/	���
�

�����
��	
���.�-
������	��	��


	�	������
�������
	����/
���
����	���(��	���..����
���.

���	�
����	��� 	�	��

������������

&
�����)



�/	��

���

J��,	���
������������
�����/��7������	���G�+..	���
�
3����/���	������
�*�-
��������.�#��
�

����	�����/
�������-���	
���
���������(������	�
��
�(��"����(����!�������5�	K�����/��
.�����/�

	
���	.	�
�	����.�������-�	
���6�	.������.
�	�	���
��������
�/	������(��
��	
�����-�	
������4/	��
��	���	�

�
�

��
�(���/�����	
�������	�������
������	�����E�I5/65�6576�
�
��I�I5/65$65*6�
�
�0�
��
�

�����
�	����
��)��70������	����)EE�)���
�
�)EE�)!��

<"0+��� �*<�&B4�����+ B4<+"<"0+��� �*<�&B4�����+ B4<+"<"0+��� �*<�&B4�����+ B4<+"<"0+��� �*<�&B4�����+ B4<+"

<��
����

����,	�/�)��70��)EE�$$�������/
��������--�����	������1����	����	��
�
�.	�	���	����/����/


��	�.���
��
	�-�����������	���-���������C���
�����1�	��
�������
������,�	�������1������
�����,	�/��/�

�-��	.	��
�.	�	���	���(�	���
	�-���
��
�
�
���K-�
�
�	����.�,/������
���
	�-��	����/����
�.	�	���	������%

� � � "���	���#����<�.���
��*	�-����&������

� � � �	������
�*�-
��������.�#�
��/

� � � #�
��/������
�	���*	�	�	��

� � � &�+��?�K��)I��

� � � ����&
�����	������
�!!��)8�I��

4/	����1����������(�������,	�/	���/���
�������

�������/
���.�����(�	��	���
���&�7�.����/���	��



�.	�	���	����������1������.���
��<*�����<<*���.�.�
��
��
�.	�	���	��������(����(�	���
��	
��/��,�(�
�%

/��-%33,,,�/�
��/���
��������3
	��3.-�3-��.	�.�3���3���L	
���.�� ��

C�����������	.���*#�
���/	��,�(�	����.��������1�����.���
��<*�����<<*��,	�/	���/������
���

��

�

-��	�
�
������
�.�����(�	��	���
��
���-�
(���-�
���.��������	��������-���.��/��*�-
������F��	�.���
�


	�-�����������	���-��	�	���
���-����
�����/���*#�<�.���
�	���?�����	��,�(�	���
�%

/��-%33,,,�/�
��/���
��������3
	��3.-�3-��.	�.�3	�.�(���/��

&��
���������/
���/��.
	�����������-������/��	�.���
��
	�-�����������	���-�������,	�������
��
���/�



�����-��	.	�
�.������-�	
��������/��	�-��	�	����.�����
	������������� ��

0����.�����������
������	.�����/
���1����	����

��������	


� � � � � � � � � �

��
�����������������
�������
�����������

����������������������������������


���������� ���������!�����

"���������������
�������������

��
���#�������������$�����#
�# �

%��������&�'()*+�,-*�.**,�������/&�'()*+�,*)�0(01� ��

���	�
����	��� 	�	��

������������

&
�����!



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  06/21/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245254 05/25/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1175 NININGER ROAD
REGINA SENIOR LIVING

HASTINGS, MN  55033

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 000 INITIAL COMMENTS F 000

 An onsite Sunday start survey was conducted by 
surveyors of this department on May 22, 23, 24 
and May 25, 2016 to determine compliance with 
federal regulation.

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

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 279

SS=E

483.20(d), 483.20(k)(1) DEVELOP 
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment 
to develop, review and revise the resident's 
comprehensive plan of care.

The facility must develop a comprehensive care 
plan for each resident that includes measurable 
objectives and timetables to meet a resident's 
medical, nursing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment.  

The care plan must describe the services that are 
to be furnished to attain or maintain the resident's 
highest practicable physical, mental, and 
psychosocial well-being as required under 
§483.25��and any services that would otherwise 

F 279 7/1/16

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

06/17/2016Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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be required under §483.25 but are not provided 
due to the resident's exercise of rights under 
§483.10, including the right to refuse treatment 
under §483.10(b)(4).

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to develop 
comprehensive individualized care plans to 
include target behaviors, mood symptoms and 
side effect monitoring, and/or effectiveness of 
scheduled  and as needed medications  for 4 of 5 
residents (R78, R5, R9, R26) in the sample 
reviewed for unnecessary medications.  

Findings include: 

R78, admitted to he facility on 4/11/16. The only 
care plan avaiable to review was an initial care 
plan, dated 4/12/16. The care plan did not include 
side effect monitoring and/or include 
non-pharmalogical interventions for depression 
and insomnia. In addition the plan did not identify 
side effect monitoring for use of anticoagulants, 
diuretics and insulin. 

 A review of the physician order sheets, dated 
May 2016, indicated R72 received warfarin (a 
blood thinner), Metolazone (a diuretic) scheduled 
and as needed, insulin scheduled and as needed, 
Trazadone for sleep and Lexapro for depression. 
The initial care plan was developed at time of 
admission, however lacked identifying problems 
such as depression, insomnia, diabetes or 
congestive heart failure that included the use of a 
diuretic and a blood thinner medication. The initial 

 1. Responses to individual residents:
a. R78:  Nursing staff educated on 
import ace of following MD order.  Order 
was obtained for clarification to notify 
nurse of wt. gain > 3lbs. in a day or >5lbs. 
in one week.  NAR sheet and care plan to 
include weighing resident every day in w/c 
for accuracy.
b. R72:  Revised temporary care plan to 
include above concerns. Staff education 
to be provided to new care plan template 
per facility policy and accuracy of 
information by July 1, 2017.
c. R5: Care plan will be updated to 
identify diagnosis of insomnia and 
receives medication for sleep.
d. R9:  Care plan updated to identify 
Seroquel as an antipsychotic medication 
and interventions for monitoring for side 
effects.  Target behaviors will be added.
e. R26: Care plan will be updated for 
interventions to monitor side effects, 
non-pharmacological interventions, and 
sleep medication interventions.  Sleep 
monitoring added to treatment sheet.
2. Follow Up / Practice Changes:
a. Health unit Coordinator to ensure ICD 
10 diagnosis for each medication entered.  
Missing ICD 10 audits to be completed 
weekly x 4 weeks.
b. Care plans/ updates/ MDS schedules 
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care plan  lacked any direction for monitoring of 
any side effects of medications or monitoring of 
amount of hours sleep.  The care plan lacked 
identification of signs/symptoms of depression 
and insomnia and did not identify 
nonpharmacological interventions to direct R78's 
care.  

On 5/24/17 at 10:26 a.m. R78 reported having 
difficulty sleeping at night recently and had asked 
for some medication.  Staff reported she had 
already had the medication to help with sleep.  
When asked if the nursing staff offered anything 
else, like a warm blanket or a snack, R78 stated,  
"No they did not.  And its really bad when you 
can't sleep.  I was wiped the next day".  R78 did 
not think she was taking an antidepressant, but 
was aware of the other medications.  

The care plan identified R78 was on a cardiac 
diet, was having blood glucose monitoring four 
time a day,was using oxygen at 2-3 liters/min and 
had INR (International Normalized Ratio for blood 
clotting time).  The care plan was not developed 
for the use of Trazadone for sleep, for Lexapro an 
antidepressant, or for the side affects of use of a 
blood thinner such as excessive bruising or 
bleeding. The care plan identified the use of 
oxygen and daily weights but did not identify 
interventions if the use of an as needed additional 
medication diuretic was needed or updating the 
nurse practioner every week with weights. 

On 5/24/16 at 1:51 p.m., licensed practical nurse 
(LPN)-A reviewed the electronic medication and 
treatment sheets and was unable to locate any 
monitoring of sleep.  R78 had not had any 
indication for use of the as needed diuretic and 
was receiving prn doses of insulin per her sliding 

to be discussed at IDT weekly. Any new 
psychotropic/ anticoagulant, insulin, or 
diuretic  medications for week prior to be 
discussed, and added to care plan, 
including target behaviors  which includes 
non-pharma logical interventions, side 
effect, and sleep monitoring. To be 
monitored quarterly in accordance with 
MDS schedule.
c. Health Unit Coordinator to add target 
behavior monitoring and/or side effect 
monitoring to treatments in Matrix upon 
each admission for residents currently 
taking psychotropic medications, diuretics, 
and anti-coagulants. These Items have 
been added to admission checklist.
d. Health Unit Coordinator to add target 
behavior monitoring and/or side effect 
monitoring to treatments in Matrix upon 
each admission for residents currently 
taking psychotropic medications, diuretics, 
and anti-coagulants. These Items have 
been added to admission checklist.
3. On-Going Monitoring:
a. Care plans/ updates/ MDS schedules 
to be discussed at IDT weekly. Any new 
psychotropic/ anticoagulant, insulin, or 
diuretic  medications for week prior to be 
discussed, and added to care plan, 
including target behaviors  which includes 
non-pharma logical interventions, side 
effect, and sleep monitoring. To be 
monitored quarterly in accordance with 
MDS schedule.
b. Quality council will review information 
gathered from IDTeam meetings and 
determine course of action for 
monitoring/review by quality council.
4. Will be in substantial compliance for 
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scale on a consistent basis. LPN -A verified there 
was no monitoring of side effects of either anti 
depressant, or target behavior identified for the 
use of Lexapro or monitoring of sleep for the 
Trazodone.

On 5/24/16 at 10:58 a.m.,  the registered nurse 
clinical manager (RN)-A indicated the initial care 
plan was the only care plan available at this time.  
RN-A explained R78 was supposed to discharge 
but never did and a full care plan was never 
developed and said a complete care plan should 
have been developed after the twenty first day. 

On 5/24/16 at 2:05 p.m., the minimum data set 
nurse, a consultant, verified R78 did not have a 
developed comprehensive care plan and added 
R78's plan was to discharge before one was 
needed.  RN-C added one will be completed as 
soon as possible. 

On 5/25/16 at 2:30 p.m. the director of nursing 
verified R78 wanted to discharge home with 
assistance but never did.  It was her expectation 
a full care plan should have been developed 
including all potential problems and individualized 
approaches to direct care for the resident.  

Policy and Procedure Statement regarding care 
plans, last revised August 2016 indicated the 
facility would provide a temporary care plan within 
24 hours of admission and a complete and 
comprehensive care plan by the resident's 21st 
day of admission.  Procedure:  Bullet1 reads:  
The registered nurse will initial the admission 
care plan form within 24 hours of admission.  
Bullet 3: The team will continue to collect 
additional information and data over the next 14 
days and will develop a comprehensive care plan 

F279 by July 1, 2016.
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that contains both strengths and dependencies.                       

The facility did not develop a comprehensive plan 
of care for insomnia for R5.
  
R5's face sheet with admit date 5/19/2008, R5 
had diagnoses that included insomnia.  R5's 
physician order report dated 4/25/16 - 5/25/16, 
indicated R5 had an order for Trazodone 50  mg 
1 tablet by mouth at bedtime,  and trazadone 50 
mg prn, may give if scheduled dose ineffective. 

R5's care plan did not identify R5 had a 
diagnoses of insomnia and received medication 
for sleep.

Interview with the director of nursing (DON) on 
5/25/16 at 1:30 p.m., verified  R5 was medicated 
daily for sleep  and it should have been noted on 
the plan of care.  

R9 was not monitored for changes in orthostatic 
blood pressure, target behaviors and medication 
effectiveness due to antipsychotic/antidepressant 
medication use.

R9's face sheet with admit date 3/23/16, R9 had 
diagnoses that included Nocturnal psychosis, 
Insomnia and depression. Furthermore, R9's 
Physician Orders dated 3/23/16, indicated R9 had 
an order for Seroquel 12.5 mg 1 tablet by mouth 
at bedtime. Celexa 20 mg 1 tab by mouth daily. 

R9's care plan dated 4/17/16, revealed, 
"PROBLEM: At risk for adverse health events 
related to concurrent use of both antipsychotic 
and antidepressant medications for long standing 
diagnoses of Major Depressive Disorder, and 
Nocturnal psychosis." The care plan did not 
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identify Seroquel as an antipsychotic medication 
and lacked direction for staff to monitor for side 
effects, orthostatic blood pressure and target 
behaviors. 

On 5/24/16 at 11:31 a.m. registered nurse (RN)-A 
reviewed R9's medical record and verified 
medical record lacked resident target behavior 
monitoring, side effect and effectiveness of 
monitoring medications that includes 
antipsychotic and antidepressant 
medications and monthly orthostatic blood 
pressure. 

On 5/25/16 at 1:59 p.m. the director of nursing 
verified staff were supposed to check monthly 
orthostatic blood pressures as a potential side 
effect of psychoactive medication use, document 
non-pharmacological interventions (includes 
target behavior) used for psychoactive 
medications, and/or document the effectiveness 
of medications used. 

R26's care plan lacked antipsychotic and 
antidepressant medication side effect monitoring, 
non-phamarcological interventions and lacked 
staff direction for sleep medication interventions.
                             
R26's face sheet indicated R26 was admitted to 
the facility on 3/31/16, with diagnoses of paranoid 
personality disorder and insomnia. 

The physician order report dated 4/25/16 - 
5/25/16, indicated R26 had an order for 
Olanzapine 10 milligrams (mg) twice a day and 
Trazadone 50 mg at bedtime. 

The care plan dated 4/8/16, revealed "problem: 
resident at risk for adverse health events related 
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to use of antipsychotic and antidepressant 
medications for diagnosis of Paranoid Personality 
Disorder, Insomnia. Resident tolerating 
medication regimen effectively and without report 
of adverse side effects. The goal was R26 will 
remain free from adverse effects of psychotropic 
medications." The care plan lacked direction for 
staff to monitor adverse side effects, 
non-pharmacological interventions and sleep 
medication interventions. 

On 5/25/16, at 10:24 a.m. registered nurse 
(RN)-A stated nurses will write progress notes 
when they observe side effects of medications.

On 5/25/16, at 10:31 a.m. RN-A stated staff 
should be monitoring sleep with use of 
Trazadone.

On 5/25/16, at 2:39 p.m. director of nursing 
(DON) stated she started medication side effect 
monitoring sheets for nursing to complete. She 
started treatment sheets the beginning of May for 
behaviors, non-pharmacological interventions, 
and effectiveness. Side effects were listed also 
for psychotic medications and antidepressants 
and she would be adding sleep monitoring. DON 
stated she had not completed R26 and did not yet 
have sleep monitoring done for R26. DON further 
stated R26 should have a sleep monitoring sheet 
completed to monitor hours awake every shift and 
whether R26 was sleeping during the day. DON 
stated she expected sleep monitoring should be 
done.

F 312

SS=D

483.25(a)(3) ADL CARE PROVIDED FOR 
DEPENDENT RESIDENTS

A resident who is unable to carry out activities of 

F 312 7/1/16
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daily living receives the necessary services to 
maintain good nutrition, grooming, and personal 
and oral hygiene.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review the facility failed to assure 1 of  1 resident 
(32), dependent on staff for personal cares, was 
provided additional bathing and/or shampoo.

Findings include:  
  
R32's quarterly minimum data set (MDS), dated 
3/31/16, identified R32 as being cognitively intact 
with a BIMS score of 15 (Brief Interview for 
Mental Status) and needed extensive assist of 
one staff person for personal grooming including 
hair washing and bathing.  

On 5/22/16 at 5:10 p.m. R32 was observed to be 
sitting in a lounge chair in her room with the 
window coverings closed. During interview R32 
reported she had asked staff to wash her hair 
more often, explaining that it gets oily,  and said 
that it hadn't been shampooed any more often for 
some time.  When visited on 5/25/16 at 
approximately 10:15 a.m. R32 was sitting in  the 
lounge chair in her room. R32's shoulder length 
hair was observed to be somewhat stringy and 
shiny.  When R32 was asked if staff gave her a 
shampoo cap the previous night, R32 reported, 
"no" and added,  "it doesn't make you feel very 
good". 

A review of the LTC (long term community) 
nursing assistant work sheet directed staff R32 

 1. Responses to individual residents:
a. F32: Resident Bath Aide to offer bath 
to resident 2x weekly, along with washing 
resident’s hair with shampoo cap 2 x 
weekly on days when bath aide available 
during the week. Bath aide to chart on 
refusal of baths twice weekly, and on 
refusal of hair shampoo in matrix.
b. Updated Information added to Aide 
sheet, and care plan
c. Bath aide to be educated on how to 
chart refusal appropriately
2. Follow Up / Practice Changes
a. Will review ADL’s and assistance 
needed for dependent residents quarterly 
with the MDS reviews.  Will discuss in 
IDTeam.
3. On-Going Monitoring:  Will audit use 
of shampoo cap by interviewing resident 
each week x 4 weeks to ensure this is 
happening.  Will also interview the 
resident during the quarterly MDS process 
to ensure she is still having her shampoo 
cap completed.
4. Will be in substantial compliance for 
F312 by July 1, 2016.
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was to get a bath twice a week and have hair 
washed with a shampoo cap every Sunday and 
Tuesday.  

On 5/24/16 at 11:00 a.m., when asked about the 
bathing and shampoo schedule for R32,   
registered nurse (RN)-A indicated the bath aide 
would be the one to talk to regarding how often 
R32 received a bath.  Bath/skin check off forms 
were provided for the once a week bath, but there 
was no documentation of a second bath or 
shampoo cap being offered.  

 On 5/24/16 at approximately 11:20 a.m. the 
nursing assistant (NA)-A reported R32 takes a 
weekly bath but refuses the second bath. NA-A 
added the shampoo cap should be completed on 
evenings. 
 
On 5/25/16 at 10:30 a.m. the director of nursing 
(DON) was interviewed regarding a 2nd bath and 
use of shampoo cap for R32. The DON reported 
knowing the shampoo caps had been provided to 
R32 for years and was unaware they were not 
being offered.

F 329

SS=E

483.25(l) DRUG REGIMEN IS FREE FROM 
UNNECESSARY DRUGS

Each resident's drug regimen must be free from 
unnecessary drugs.  An unnecessary drug is any 
drug when used in excessive dose (including 
duplicate therapy)��or for excessive duration��or 
without adequate monitoring��or without adequate 
indications for its use��or in the presence of 
adverse consequences which indicate the dose 
should be reduced or discontinued��or any 
combinations of the reasons above.

F 329 7/1/16
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Based on a comprehensive assessment of a 
resident, the facility must ensure that residents 
who have not used antipsychotic drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and documented in the clinical 
record��and residents who use antipsychotic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to adequately assess 
and monitor clinical indictors and develop 
non-pharmalogical interventions for the continued 
use of psychoactive medications  for 4 of 5 
residents (R78, R9, R26, R5) who were reviewed 
for unnecessary medications. 
Findings include:  
R78 was not monitored for target mood/behaviors 
and medication effectiveness due to the use of 
antidepressant medication.  R78 also did not 
have a comprehensive care plan developed that 
identified target behaviors, accurate monitoring of 
depression and insomnia or included 
non-pharmalogical interventions for depression or 
insomnia, and did not identify side effect 
monitoring for use of anticoagulants, diuretics 
and insulin.  

R78, admitted on 4/11/16, had an initial care plan 
in place to direct staff on how to care for the 

 1. Responses to individual residents:
a. R78:  Target behavior / mood 
monitoring and medication effectiveness 
monitoring will be put into 
place.Comprehensive care plan will 
identify target behaviors and accurate 
monitoring of depression and 
insomnia.Comprehensive care plan will 
reflect non-pharmalogical interventions for 
depression and anxiety.Comprehensive 
care plan will reflect side effect monitoring 
for anticoagulants, diuretics, and insulin.
b. R9: monitoring will be put into place to 
monitor for target behaviors, medication 
effectiveness, and side effect monitoring 
forantipsychotic/antidepressant 
medication use.Comprehensive care plan 
will reflect Seroquel as an antipsychotic 
medication and will include direction to 
staff for monitoring side effects and target 
behaviors.
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resident.  

On 5/24/17 at 10:26 a.m. R78 reported she had 
difficulty sleeping at night recently and had asked 
for some medication.  Staff reported she had 
already had the medication to help with sleep.  
When asked if the nursing staff offered anything 
else, like a warm blanket or a snack, R78 stated, 
"No they did not.  And its really bad when you 
can't sleep.  I was wiped the next day".  R78 did 
not think she was taking an antidepressant, but 
was aware of the other medications. R78 added 
she thought her feet were slightly edematous.   

The admission minimum data set, dated 4/18/16, 
indicated R78 was cognitively intact, and was 
identified to have diagnoses that included 
congestive heart failure, chronic obstructive 
disease, diabetes, depression and insomnia. 

R78 was admitted 4/11/16 with physician orders 
that included an order for Lexapro,(an 
anti-depressant) 10 mg every morning, trazodone 
(an antidepressant used for insomnia) 50 mg at 
bedtime, Coumadin (a blood thinning agent) 5 mg 
once a day on Sunday, Tuesday, Wednesday, 
Friday and Saturday, and 7.5 mg once a day on 
Monday, and Thursday., Lantus (insulin)with 
scheduled doses of 15 units subcutaneous at 
hours sleep and 35 units before breakfast, 
Novolog (insulin aspart) subcutaneous three 
times a day 4 units and a sliding scale of Novolog 
three times a day.  R78 was on scheduled dose 
of Metolazone (diuretic) 2.5 mg on Monday and 
Saturday, and had Metolazone 2.5 mg as needed 
for weight gain over 3 pounds a day.  A review of 
the April/May medication administration record 
(MAR) showed R78 received the medication 
daily, received the as needed sliding scale of 

c. R26:  Side effect, symptom, and sleep 
monitors will be added for staff to 
complete.
d. Comprehensive care plan will include 
direction for monitoring adverse side 
effects of antipsychotic/antidepressant 
medications.
e. Sleep monitoring will be conducted.
2. Follow Up/Practice Changes:
a. All residents to have fall risk 
assessment upon admission, and 
quarterly with MDS schedule. Fall risk 
observation includes orthostatic blood 
pressure, and includes dizziness related 
to antipsychotic and other medications. If 
resident is unable to stand, staff must 
obtain a lay to sit blood pressure.
b. 2. Licensed staff to be educated on 
fall risk assessment and completion in 
entirety by July 1, 2016.
c. Aims assessment to be completed at 
admission, and quarterly to monitor side 
effects of psychotropic medications
d. Health Unit Coordinator to add target 
behavior monitoring and/or side effect 
monitoring to treatments in Matrix upon 
each admission for residents currently 
taking psychotropic medications, diuretics, 
and anti-coagulants. These Items have 
been added to admission checklist.
e. 5. Care plans/ updates/ MDS 
schedules to be discussed at IDT weekly. 
Any new psychotropic/ anticoagulant, 
insulin, or diuretic  medications for week 
prior to be discussed, and added to care 
plan, including target behaviors  which 
includes non-pharma logical interventions, 
side effect, and sleep monitoring. To be 
monitored quarterly in accordance with 
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insulin regularly, and had not used the as needed 
metolazone for increase weight.  Laboratory 
testing was being conducted on a regular bases 
for identifying the INR (International Normalized 
Ratio for blood clotting time).  The next schedule 
lab test was for 5/26/16.

A review of the MAR contained no documentation 
of  mood/behavior or sleep monitoring nor any 
non-pharmacological interventions related to the 
use of the antidepressants and medication used 
for insomnia. 

R78's current care plan, dated 4/11/16, was the 
initial temporary care plan developed upon 
admission.  An individualized comprehensive 
care plan for R78 had never been developed after 
R78 remained at the care facility for over twenty- 
one days.  The initial care plan did not identify the 
use of the psychotropic mediations for depression 
or sleep or identify target behaviors or 
non-pharmacological interventions related to the 
use of these medications.  The current care plan 
did not identify the problem of the use of an 
anticoagulant or the side effect monitoring for the 
use of an anticoagulant such as excessive 
bruising or bleeding and did not identify the use of 
a diuretic or interventions as the perimeters of 
weight gain and what interventions should be 
taken. 

On 5/24/16 at 1:51 p.m., licensed practical nurse 
(LPN)-A reviewed the electronic medication and 
treatment sheets and was unable to locate any 
monitoring of sleep.  R78 had not had any 
indication for use of the as needed diuretic and 
had received as needed doses of insulin per the 
sliding scale on a consistent basis. LPN -A 
verified there was no monitoring of side effects of 

MDS schedule.
f. Update to standing house orders to 
remove institute 3 day sleep record by 
nursing staff if the patient is complaining 
of sleeping difficulty.

3. On-Going Monitoring:
a. a.  Care plans/ updates/ MDS 
schedules to be discussed at IDT weekly. 
Any new psychotropic/ anticoagulant, 
insulin, or diuretic  medications for week 
prior to be discussed, and added to care 
plan, including target behaviors  which 
includes non-pharma logical interventions, 
side effect, and sleep monitoring. To be 
monitored quarterly in accordance with 
MDS schedule.
b. Quality council will review information 
gathered from IDTeam meetings and 
determine course of action for 
monitoring/review by quality council.

4. Will be in substantial compliance for 
F279 by July 1, 2016.
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either anti depressant, or target behavior 
identified for the use of Lexapro or monitoring of 
sleep for the Trazodone.

On 5/24/16 at 10:58  the registered nurse clinical 
manager (RN)-A indicated the initial care plan 
was the only care plan available at this time.  
RN-A explained the patient was always going to 
discharge but never did.  Therefore a full 
accurate care plan was never developed. RN-A 
verified a complete care plan should have been 
developed after the twenty first day. 

On 5/24/16 at 2:05 the minimum data set nurse, a 
consultant, verified R78 did not have a  
comprehensive care plan and added R78's plan 
was to discharge before one was needed.  RN-C 
added one will be completed as soon as possible. 

On 5/25/16 at 2:30 p.m. the director of nursing 
verified R78 wanted to discharge home with 
assistance but never did.  It was the DON's  
expectation a full care plan should have been 
developed including all potential problems and 
individualized approaches to direct care for the 
resident.  

A review of the Restraints/Chemicals 
Psychotropic Medications policy, dated 12/2002, 
identified the Classification of drugs referred to in 
this policy include antipsychotics, sedatives, 
including short and long acting benzodiazapines 
and hypnotics. It further reads:  Procedure 7.  
Documentation to support the continued use of 
psychotropic drugs includes, but is not limited to: 
a. A physician note indicating that the use of the 
drug or continued use is clinically appropriate and 
the reasons why this use is clinically appropriate. 
b. Physician, nursing or other health professional 
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documentation indicating that the resident is 
being monitored for adverse consequences or 
complications of drug therapy. 

Under the heading Antipsychotics:  Bullet 5. 
reads:  Nonpharmacologic behavior modification 
activities and their effects as well as the effect of 
pharmacologic behavioral modifiers are 
addressed in nursing notes in the resident's chart 
and in the resident care planning.  The physician 
in the process of assessing the resident's 
response to therapy reviews these records.  

R9 was not monitored for changes in orthostatic 
blood pressure, target behaviors and medication 
effectiveness due to antipsychotic/antidepressant 
medication use.

R9's face sheet with admit date 3/23/16, R9 had 
diagnoses that included Nocturnal psychosis, 
Insomnia and depression. Furthermore, R9's 
Physician Orders dated 3/23/16, indicated R9 had 
an order for Seroquel 12.5 mg 1 tablet by mouth 
at bedtime. Celexa 20 mg 1 tab by mouth daily. 

On 5/24/16 at 8:15 a.m. R9 was observed to be 
awake, sitting up in a wheelchair next to the sink 
combing her hair. When approached and 
interviewed regarding the medications, Seroquel 
and Celexa, that she takes, R9 stated she did not 
notice or experience any side effects from the 
medications but did identify that she likes to comb 
her hair independently. During the interview R9 
was observed to be relaxed with no behaviors 
noted. 

R9's Minimum Data Set (MDS) dated 3/30/16, 
indicated R9 had an antipsychotic medication 
(Seroquel) and antidepressant (Celexa) X 7 days 
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within the last 7 days Assessment Reference 
Date (ARD) period.

R9 admission CAAs (care area assessment) 
dated 4/5/16 reads. "CAA triggered due to 
resident receiving both antidepressant and 
antipsychotic medications. Long-standing 
depression, nocturnal psychosis. Resident 
tolerating medication regimen effectively, no side 
effects noted. Goal of care planning is to avoid 
adverse health events related to use of 
psychotropic medications. Referral to Consulting 
Pharmacist for drug regimen review per facility. 
No other outside referrals needed at this time. 
Proceed to care plan."

R9's care plan dated 4/17/16, revealed, 
"PROBLEM: At risk for adverse health events 
related to concurrent use of both antipsychotic 
and antidepressant medications for long standing 
diagnoses of Major Depressive Disorder, and 
Nocturnal psychosis." The care plan did not 
identify Seroquel as an antipsychotic medication 
and lacked direction for staff to monitor for side 
effects, orthostatic blood pressure and target 
behaviors. 

The MAR (Medication Administration Record) for 
March 2016, April 2016 and May 2016, indicated 
R9 received Seroquel 12.5 mg by mouth. 

On 5/24/16 at 11:31 a.m. registered nurse (RN)-A 
reviewed R9's medical record and verified 
medical record lacked resident target behavior 
monitoring, side effect and effectiveness of 
monitoring medications that includes 
antipsychotic and antidepressant medications 
and monthly orthostatic blood pressure. 
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On 5/25/16 at 1:59 p.m. the director of nursing 
verified staff were supposed to check monthly 
orthostatic blood pressures as a potential side 
effect of psychoactive medication use, document 
non-pharmacological interventions (includes 
target behavior) used for psychoactive 
medications, and/or document the effectiveness 
of medications used. 

Policy and procedure title PSYCHOTROPIC 
MEDICATION USE ANTICIPATED FULL 
IMPLEMENTATION BY JUNE 2016 dated May 
2016, reads, "Non pharmacological interventions 
will be implemented and documented in 
Treatment record for all residents on PRN [as 
needed] psychoactive medications."

R26 did not receive medication side effect 
monitoring with the use of Olanzapine (an 
antipsychotic) used for paranoia, nor adequate 
sleep monitoring with the use of Trazadone (an 
antidepressant) for insomnia.
                                  
R26's face sheet indicated R26 was admitted to 
the facility on 3/31/16, with diagnoses of paranoid 
personality disorder and insomnia.

On 5/25/16, at 10:10 a.m. R26 was observed 
seated in wheelchair in dining room facing the 
window. R26 was sleeping with no behaviors 
noted at that time.

R26's resident mood interviews (PHQ-9) dated 
4/5/16, at 11:31 a.m. and dated 5/25/16, at 10:27 
a.m. indicated R26 did not have trouble falling, 
staying asleep or sleeping too much.

The physician order report dated 4/25/16 - 
5/25/16, indicated R26 had an order for 
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Olanzapine 10 milligrams (mg) twice a day and 
Trazadone 50 mg at bedtime. The orders lacked 
side effect and symptom monitoring and sleep 
monitoring.

Review of the Medication Administration Record 
(MAR) dated 5/1/2016-5/25/2016, revealed R26 
received olanzapine two times a day and received 
trazadone at hour of sleep. The MAR lacked side 
effect and symptom monitoring and sleep 
monitoring.

The Care area assessment (CAA) dated 4/7/16, 
indicated R26 received antipsychotic medication. 
R26 was at risk for falls. Admission Minimum 
Data Set (MDS) dated 4/7/16, indicated R26 
required extensive two person assist with 
transfers.

The care plan dated 4/8/16, indicated R26 at risk 
for adverse health events related to use of 
antipsychotic and antidepressant medications 
and was tolerating medication without report of 
adverse side effects. The goal was to remain free 
from adverse effects of medications. The care 
plan lacked direction for staff to monitor for 
adverse side effects.

On 5/25/16, at 10:24 a.m. registered nurse 
(RN)-A stated nurses will write progress notes 
when they observe side effects of medications.

On 5/25/16, at 10:31 a.m. RN-A stated staff 
should be monitoring sleep with use of 
Trazadone.

On 5/25/16, at 11:29 a.m. when asked about 
medication side effect monitoring, consultant 
pharmacist (CP) stated nurses should look for 

FORM CMS-2567(02-99) Previous Versions Obsolete 336411Event ID: Facility ID: 00100 If continuation sheet Page  17 of 22



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  06/21/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245254 05/25/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1175 NININGER ROAD
REGINA SENIOR LIVING

HASTINGS, MN  55033

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 329 Continued From page 17 F 329

change of condition, monitor, and write a 
progress note. CP stated he had noted R26 had 
no concerns with sleep. R26 also had paranoia 
and CP indicated he did expect sleep monitoring 
to be done.

On 5/25/16, at 2:39 p.m. director of nursing 
(DON) stated she started medication side effect 
monitoring sheets for nursing to complete. She 
started treatment sheets the beginning of May for 
behaviors, non-pharmacological interventions, 
and effectiveness. Side effects were listed also 
for psychotic medications and antidepressants 
and she would be adding sleep monitoring. DON 
stated she had not completed R26 and did not yet 
have sleep monitoring done for R26. DON further 
stated R26 should have a sleep monitoring sheet 
completed to monitor hours awake every shift and 
whether R26 was sleeping during the day. DON 
stated she expected sleep monitoring should be 
done.

The undated facility standing house orders 
indicated "institute 3 day sleep record by nursing 
staff if the patient is complaining of sleeping 
difficulty."  

R5's face sheet with admit date 5/19/2008, R5 
had diagnoses that included insomnia.  R5's 
physician order report dated 4/25/16 - 5/25/16, 
indicated R5 had an order for Trazodone 50  mg 
1 tablet by mouth at bedtime,  and trazadone 50 
mg prn, may give if scheduled dose ineffective. 

Review of R5's electronic medication 
administration record (EMAR) for May 2016, 
indicated on 5/11/16 R5 received the prn dose of 
Trazadone. There was a 0 in the row listed as 
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Non-Pharmacological.  Review of R5's EMAR for 
2/2016 indicated on 2/28/16 E5 received the prn 
dose of Trazadone, and the Non-Pharmacological  
row had nothing in it.  
Interview with the Director of Nursing on 5/25/16 
at 1:30 p.m., she indicated the expectation is for 
non-pharmacological interventions to be tried 
first, and the the prn to be administered.  She 
verified the dates in February and May when the 
prn was given, no nonpharmacological 
intervention were attempted.  

Review of R5's record included a form labeled 
sleep monitoring.  Review of the forms dated for 
March, April, and May 2016, indicated R5 was 
awake on the evening shift, and no other shift had 
completed the form.  Interview with the DON on 
5/25/16 at 1:30 p.m., she verified the forms were 
incomplete, and R5's sleep patterns could not be 
determined from the incomplete forms.  She 
indicated a new form was started the beginning of 
May 2016, and R5 must have been missed.

F 334

SS=D

483.25(n) INFLUENZA AND PNEUMOCOCCAL 
IMMUNIZATIONS

The facility must develop policies and procedures 
that ensure that --
(i) Before offering the influenza immunization, 
each resident, or the resident's legal 
representative receives education regarding the 
benefits and potential side effects of the 
immunization�
(ii) Each resident is offered an influenza 
immunization October 1 through March 31 
annually, unless the immunization is medically 
contraindicated or the resident has already been 
immunized during this time period�
(iii) The resident or the resident's legal 

F 334 7/1/16
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representative has the opportunity to refuse 
immunization��and
(iv) The resident's medical record includes 
documentation that indicates, at a minimum, the 
following:
  (A) That the resident or resident's legal 
representative was provided education regarding 
the benefits and potential side effects of influenza 
immunization��and
  (B) That the resident either received the 
influenza immunization or did not receive the 
influenza immunization due to medical 
contraindications or refusal.

The facility must develop policies and procedures 
that ensure that --
(i) Before offering the pneumococcal 
immunization, each resident, or the resident's 
legal representative receives education regarding 
the benefits and potential side effects of the 
immunization�
(ii) Each resident is offered a pneumococcal 
immunization, unless the immunization is 
medically contraindicated or the resident has 
already been immunized�
(iii) The resident or the resident's legal 
representative has the opportunity to refuse 
immunization��and
(iv) The resident's medical record includes 
documentation that indicated, at a minimum, the 
following:
  (A) That the resident or resident's legal 
representative was provided education regarding 
the benefits and potential side effects of 
pneumococcal immunization��and 
  (B) That the resident either received the 
pneumococcal immunization or did not receive 
the pneumococcal immunization due to medical 
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contraindication or refusal.
(v) As an alternative, based on an assessment 
and practitioner recommendation, a second 
pneumococcal immunization may be given after 5 
years following the first pneumococcal 
immunization, unless medically contraindicated or 
the resident or the resident's legal representative 
refuses the second immunization.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure each resident received an 
influenza immunization or had documented 
evidence of the vaccination being contraindicated 
for 2 of 5 residents (R1 and R9) in the sample 
reviewed for immunizations.

Findings include:

Review of R1's medical record lacked 
documentation if an influenza vaccination had 
been received, was contraindicated or refused.

Review of R9's medical record lacked 
documentation if an influenza vaccination had 
been received, was contraindicated or refused.

On 5/25/16, at 12:53 p.m. registered nurse 
(RN)-A/clinical manager stated she expected the 
influenza and pneumococcal immunization record 
to be completed at admission. The information 
was included with the resident admission packet.

On 5/25/16, at 1:13 p.m. RN-B/quality 
management coordinator stated her expectation 

 1. Responses to individual residents:  
None
2. Follow Up / Practice Changes
a. Will review and revise Influenza and 
Pneumococcal immunization policy(ies).
b. The medical record will include 
education of the influenza immunization, 
recept of immunization or declination.
3. On-Going Monitoring:  Will add 
vaccination audits to the quality council 
agenda.  Quality council will review 
vaccinations to ensure continued 
compliance.
4. Will be in substantial compliance for 
F312 by July 1, 2016.
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was the immunizations were offered, or if given 
previously, they should have record of when 
given.

The undated facility standing house orders 
indicated "per CDC guidelines may administer 
influenza vaccine to patients who have not 
already received it unless contraindicated (i.e., 
temp > 100o F, allergy to eggs or influenza 
vaccine."

Facility Influenza, Prevention and Control of 
Seasonal policy dated revised August 2014 
indicated "Vaccination 2. Unless contraindicated, 
all residents and staff will be offered the vaccine."
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