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

Electronically delivered
August 1, 2025

Administrator
Highland Chateau Health And Rehabilitation Center

2319 WEST SEVENTH STREET
SAINT PAUL, MN 55116

RE: CCN: 245028
Cycle Start Date: April 24, 2025

Dear Administrator:

On May 15, 2025, we notified you a remedy was imposed. On July 17, 2025 the Minnesota Departments of Health
and Public Safety completed a revisit to verify that your facility had achieved and maintained compliance. We have
determined that your facility has achieved substantial compliance as of July 8, 2025.

As authorized by CMS the remedy of:

 Discretionary denial of payment for new Medicare and Medicaid admissions effective May 30, 2025 be
discontinued as of July 8, 2025. (42 CFR 488.417 (b))

In our letter of May 15, 2025, in accordance with Federal law, as specified in the Act at 8 1819(f)(2)(B)(iii))(I)(b) and §
1919(f)(2)(B)(ii)(1)(b), we notified you that your faclility is prohibited from conducting Nursing Aide Training and/or
Competency Evaluation Programs (NATCEP) for two years from May 30, 2025. This does not apply to or affect any
previously imposed NATCEP loss.

The CMS Location may notify you of their determination regarding any imposed remedies.
Feel free to contact me if you have questions.

Sincerely,

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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Administrator

Highland Chateau Health And Rehabilitation Center
2319 WEST SEVENTH STREET

SAINT PAUL, MN 55116

Re: Enclosed Reinspection Results - 3J2L12 and RY2Y-H2

Dear Administrator:

On July 17, 2025 survey staff of the Minnesota Department of Health, Licensing and Certification Program
completed a reinspection of your facility, to determine correction of orders found on the survey completed on April
24, 2025 and June 6, 2025. At this time these correction orders were found corrected and are listed on the attached
Revisit Report Form.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit with
the President of your facility’s Governing Body.

Please feel free to call me with any questions.

Mo

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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Administrator

Highland Chateau Health And Rehabilitation Center
2319 West Seventh Street

Saint Paul, MN 55116

RE: CCN: 245028
Cycle Start Date: April 24, 2025

Dear Administrator:

Please note that this facility has been chosen as a Special Focus Facility (SFF). CMS' policy of progressive
enforcement means that any SFF nursing home that reveals a pattern of persistent poor quality is subject to
increasingly stringent enforcement action, including stronger civil monetary penalties, denial of payment for
new admissions and/or termination of the Medicare provider agreement.

On April 24, 2025, 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 constitute no
actual harm with potential for more than minimal harm that is not immediate jeopardy (Level F), as evidenced
by the electronically delivered CMS-2567, whereby significant corrections are required.

REMEDIES

As a result of the survey findings and in accordance with survey and certification memo 16-31-NH, this
Department recommended the enforcement remedy(ies) listed below to the CMS location for imposition. The
CMS location concurs and is imposing the following remedy and has authorized this Department to notify you of
the imposition:

e Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal regulations at 42
CFR § 488.417(a), effective May 30, 2025.

The CMS location will notify your Medicare Administrative Contractor (MAC) that the denial of payment for new
admissions is effective May 30, 2025. They will also notify the State Medicaid Agency that they must also deny

payment for new Medicaid admissions effective May 30, 2025.

You should notify all Medicare/Medicaid residents admitted on, or after, this date of the restriction. The
remedy must remain in effect until your facility has been determined to be in substantial compliance or your
provider agreement is terminated. Please note that the denial of payment for new admissions includes
Medicare/Medicaid beneficiaries enrolled in managed care plans. It is your obligation to inform managed
care plans contracting with your facility of this denial of payment for new admissions.

The CMS location may determine to impose other remedies such as a Civil Money Penalty.

An equal opportunity employer.
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NURSE AIDE TRAINING PROHIBITION

Please note that Federal law, as specified in the Act at §§ 1819(f)(2)(B) and 1919(f)(2)(B), prohibits approval of
nurse aide training and competency evaluation programs and nurse aide competency evaluation programs
offered by, or in, a facility which, within the previous two years, has operated under a § 1819(b)(4)(C)(ii)(ll) or §
1919(b)(4)(C)(ii) waiver (i.e., waiver of full-time registered professional nurse); has been subject to an extended
or partial extended survey as a result of a finding of substandard quality of care; has been assessed a total civil
money penalty of not less than $13,343; has been subject to a denial of payment, the appointment of a
temporary manager or termination; or, in the case of an emergency, has been closed and/or had its residents

transferred to other facilities.

If you have not achieved substantial compliance by May 30, 2025, the remedy of denial of payment for new
admissions will go into effect and this provision will apply to your facility. Therefore, Highland Chateau Health
And Rehabilitation Center will be prohibited from offering or conducting a Nurse Aide Training and/or
Competency Evaluation Program (NATCEP) for two years from May 30, 2025. You will receive further
information regarding this from the State agency. This prohibition is not subject to appeal. Further, this
prohibition may be rescinded at a |later date if your facility achieves substantial compliance prior to the effective
date of denial of payment for new admissions.

However, under Public Law 105-15, you may contact the State agency and request a waiver of this prohibition if
certain criteria are met.

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. The failure to submit an acceptable ePOC can lead to termination of your Medicare and Medicaid
participation (42 CFR 488.456(b)).

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

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

e How the facility will identify other residents having the potential to be affected by the same deficient
oractice.

e \What measures will be put into place, or systemic changes made, to ensure that the deficient practice will
not recur.

e 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.

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

DEPARTMENT CONTACT

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



Highland Chateau Health And Rehabilitation Center
05/15/2025

Page 2

Elizabeth Silkey, Regional Operations Supervisor
Mankato District Office

Health Regulation Division

Minnesota Department of Health

12 Civic Center Plaza, Suite #2105

Mankato, Minnesota 56001

Email: elizabeth.silkey@state.mn.us

Office: (507) 344-2742 Mobile: (651) 368-3593

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
yvour allegation of compliance to be acceptable to the Department, the ePoC must meet the criteria listed in the
olan of correction section above. You will be notified by the Minnesota Department of Health - Health
Regulation Division staff and/or the Department of Public Safety, State Fire Marshal Division staff, if your ePoC
for their 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
latest 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 SIXTH MONTH AFTER THE LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human Services that
your provider agreement be terminated by October 24, 2025 if your facility does not achieve substantial
compliance. This action is mandated by the Social Security Act at § 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR § 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.

APPEAL RIGHTS

If you disagree with this action imposed on your facility, you or your legal representative may request a hearing
before an administrative law judge of the Department of Health and Human Services, Departmental Appeals
Board (DAB). Procedures governing this process are set outin 42 C.F.R. 498.40, et seq. You must file your
hearing request electronically by using the Departmental Appeals Board’s Electronic Filing System (DAB E-File) at
https://dab.efile.hhs.gov no later than sixty (60) days after receiving this letter. Specific instructions on how to
file electronically are attached to this notice. A copy of the hearing request shall be submitted electronically to:
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tamika.brown@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of October 1,
2014, unless you do not have access to a computer or internet service. In those circumstances you may call the
Civil Remedies Division to request a waiver from e-filing and provide an explanation as to why you cannot file
electronically or you may mail a written request for a waiver along with your written request for a hearing. A
written request for a hearing must be filed no later than sixty (60) days after receiving this letter, by mailing to
the following address:

Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201
202-795-7490

A request for a hearing should identity the specific issues, findings of fact and conclusions of law with which you
disagree. It should also specify the basis for contending that the findings and conclusions are incorrect. At an
appeal hearing, you may be represented by counsel at your own expense. If you have any questions regarding
this matter, please contact Steven Delich, Program Representative at (312) 886-5216. Information may also be

emailed to tamika.brown@cms.hhs.gov.

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/requlation/infobulletins/ib04 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
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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,

. 5

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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E 000 | Inthhal Comments E 000

On 4/21/25, to 4/24/25, a survey for compliance
with §483.73, Appendix Z, Emergency
Preparedness Requirements for Long Term Care
Facilities was conducted during a standard
recertification survey. The facility was IN
compliance.

The facllity is enrolled in ePOC and therefore a
sighature is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction Is required, it is required that the facility
acknowledge receipt of the electronic documents.

F 000 | INITIAL COMMENTS F 000

On 4/21/25, to 4/24/24, a standard recertification
survey was conducted at your facility. A complaint
Investigation was also conducted. Your facility
was NOT in compliance with the requirements of
42 CFR 483, Subpart B, Requirements for Long
Term Care Facillities.

The following complaints were reviewed with NO
deficiencies cited:

150282723C (MN00112237) and (MNO011288)
15028316/7C (MNO0108511)
150283169C (MNO00105782)
50283171C (MNO0103840)

The following complaint was reviewed with a
deficiency cited at F350:
H50283168C (MNO00108191)

The following complaint was reviewed with a
deficiency cited at F925:
H50283170C (MNO0108094)

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 05/22/2025

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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:3J2L11 Facility ID: 00494 If continuation sheet Page 1 of 130
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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.

F 550  Resident Rights/Exercise of Rights F 550 9/30/25
SS=D | CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

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

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

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

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:3J2L11 Facility ID: 00494 If continuation sheet Page 2 of 130
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§483.10(b)(1) The facility must ensure that the

resident can exercise his or her rights without

Interference, coercion, discrimination, or reprisal

from the facllity.

§483.10(b)(2) The resident has the right to be

free of interference, coercion, discrimination, and

reprisal from the facility in exercising his or her

rights and to be supported by the facility in the

exercise of his or her rights as required under this

subpart.

This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview, and document R30 and R1 met with facility Social

review the facility failed to provide a dignified Service Designee and a grievance form

experience for 2 of 2 residents (R30 and R1) who was Initiated for both and a resolution

did not have clothing to wear and were spoken to recorded. Current residents clothing

In an undignified manner by staff. preferences will be reviewed and care
plans updated. Future residents will have

Findings Include: their clothing preferences honored and will
be treated with dignity and respect by

R30's face sheet printed 4/24/25, indicated facility staff. The grievance process will

diagnoses of weakness, adult failure to thrive, continue to be utilized for residents and

morbid obesity, and bipolar disorder with staff to report concerns to the appropriate

psychotic features. IDT member.
Facility staff will be in-serviced on the

R30's significant change minimum data set Resident Dignity Policy that residents will

(MDS) assessment dated 3/26/25, indicated always be treated with dignity and respect,

Intact cognition, no rejection of care, use of a the facility culture supports dignity and

wheelchair, substantial assistance with upper respect for residents by honoring resident

body dressing, and dependence on staff for lower goals, choices, preferences, values, and

body dressing. beliefs. In addition, residents are
encouraged to dress in clothing that they

R30's care plan printed 4/24/25, indicated R30 prefer, and staff will always speak

required extensive assistance of one staff for respectfully to residents. The IDT team,

dressing, and limited assistance of one staff for nurses and nurse aides were also

bed mobility and eating. In-serviced on the Grievance Procedure
with following up with the residents to

During interview on 4/21/25 at 3:27 p.m., R30 ensure residents acceptance of plan

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:3J2L11 Facility ID: 00494 If continuation sheet Page 3 of 130
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stated one of the nursing assistants had a terrible resolution.
attitude and scolded her for accidentally getting The Social Service Is responsible for
vomit on her shirt. R30 stated she did not think it compliance.
was abuse, but did not appreciate being scolded Audits on residents dressed in clothing of
like a little kid. R30 further stated she had their choice and staff treatment/response
reported this incident to a nurse but could not to residents with dignity will begin 2x a
recall which nurse. week for 2 weeks, weekly x 4 weeks, then
monthly to ensure sustained compliance.
R30 identified the nursing assistant who scolded Audit results will be reviewed by the
her as a nursing assistant with letters HCAC In Administrator and the Administrator will
her name, but did not know her actual name. R30 take audit results to QAPI for review and
further stated this nursing assistant had continued recommendation.
to work with her since the incident. Compliance: 05/30/2025

During interview on 4/23/25 at 11:51 a.m., R30
stated she knew the assistant director of nursing
(ADON) was notified of the scolding event
because a nurse had R30 write up a note to give
to the ADON. R30 stated she could not write, so
she dictated the note describing the event to the
nurse and the nurse was supposed to give it to
the ADON. R30 thought the incident happened
two weeks ago.

During interview on 4/23/25 at 8:15 a.m., nursing
assistant (NA)-K stated she was not aware of
R30 being scolded by a nursing assistant but that
should not have happened.

During interview on 4/24/25 at 10:10 a.m., NA-M
stated she did not recall scolding R30 and maybe
R30 did not understand her or maybe she was
talking too loud. NA-M further stated she would
not scold a resident.

During interview on 4/23/25 at 8:47 a.m., social
services (SS)-A stated she was not aware of a
nursing assistant scolding R30. SS-A further
stated if she had heard that she would have

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:3J2L11 Facility ID: 00494 If continuation sheet Page 4 of 130
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reported it because nursing assistants should not
scold residents.

During interview on 4/23/25 at 12:23 p.m., ADON
stated she recalled a nurse reporting R30 being
scolded by a nursing assistant and had asked the
nurse to complete a grievance form. ADON was
not able to recall name of nurse or nursing
assistant. ADON did not recall receiving the
grievance form and had not followed up on the
report from R30. ADON stated she was trying to
make the nurses more accountable. ADON
stated the incident likely would not have been
addressed if R30 had not brought it up again but
It was addressed today.

During interview on 4/24/25 at 8:45 a.m., director
of nursing (DON) stated nursing assistants
should not scold residents, and she expected the
ADON to follow up on the reported grievance.
DON further stated the grievance had been
reported today and would be investigated.

R1's face sheet printed 4/24/25, indicated an
admission date of 8/11/24, diagnhoses of
non-pressure chronic ulcer of left ankle,
depression, chronic kidney disease, and adult
failure to thrive.

R1's quarterly MDS assessment dated 2/16/25,
Indicated moderately impaired cognition, verbal
behavioral symptoms directed at others four to
six days, rejection of care one to three days, use
of a walker, supervision for bathing, and
Independent with upper and lower body dressing.

R1's care plan dated 3/28/25, indicated resident
Independent with dressing, resistive to cares
related to poor impulse control with intervention of

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:3J2L11 Facility ID: 00494 If continuation sheet Page 5 of 130
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encourage to participate and provide interaction.

During interview and observation on 4/21/25 at
9:99 p.m., R1 was naked on her bed and stated
she did not have any clothes at the facility and
her only clothing was a robe and a pair of
slippers. A blue robe was observed hanging on a
chair in R1's room. No other clothing was
observed. R1 stated she came from the hospital
and did not have anyone to bring her clothing. R1
further stated she used to wear gowns provided
by the facility, but the facility no longer provided
gowns.

During observation on 4/22/25 at 1:03 p.m., R1
was In the common dining room in a blue robe
and slippers.

During observation on 4/24/25 at 8:40 a.m., R1
was in the common dining room in a blue robe
and slippers.

During interview on 4/23/25 at 8:15 a.m., nursing
assistant (NA)-K stated R1 was very particular
and wanted her own clothing.

During interview on 4/23/25 at 9:15 a.m., licensed
practical nurse (LPN)-C stated R1 did not have
any clothes. LPN-C stated she recalled social
services (SS)-A tried to contact someone to bring
R1's personal belongings but had not heard
anything since then. LPN-C further stated R1
used to wear gowns provided by the facility but
the facility no longer provided gowns so R1 only
wore her robe.

During interview on 4/23/25 at 8:47 a.m., SS-A
stated R1 had no clothing other than a robe due
to her clothing being at her previous group home.
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SS-A stated she knew R1 wanted her clothing
here at the facility and she had tried to work with
the previous group home when R1 admitted to
the facility but the previous group home did not
bring the clothes. SS-A stated she was unaware
R1 did not have facility provided gowns and was
only wearing a robe with no clothing underneath.
SS-A stated that would be a dignity concern to not
have any clothing to wear.

During interview on 4/23/25 at 12:23 p.m.,
assistant director of nursing (ADON) stated she
knew R1's belongings were at her previous group
home and did not know why her belongings were
not at the facility yet. ADON stated she would
expect after nine months of R1 being at the
facility someone would have figured out how to
get her clothing. ADON further stated R1 wore
facility provided gowns as her clothing prior to the
facility no longer providing gowns.

During interview on 4/24/25 at 9:15 a.m., R1
stated she had asked someone to get her
clothes, and they brought her sweatpants and a
button up shirt. R1 stated she did not want to
wear those facility provided clothes and preferred
her own slacks and blouses. R1 further stated
she was told someone would get her clothes a
long time ago.

During interview on 4/24/25 at 11:07 a.m.,
administrator stated the facility provided gowns to
the first floor residents who were there for short
term rehabilitation stays, but no longer provided
gowns to second floor residents if residents used
them as regular clothing. Administrator stated the
facility offered to assist residents who chose to
wear gowns as regular clothing with purchasing
gowns If they desired them and further stated she
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could not confirm whether R1 had replacement
gowns or clothing prior to facility gowns being
taken away.

Facility Dignity policy reviewed 4/24/25, indicated
the following:

1. Residents are treated with dignity and respect
at all times.

2. The faclility culture supports dignity and respect
for residents by honoring resident goals, choices,
preferences, values, and beliefs. This begins with
the initial admission and continues throughout the
resident's facility stay.

5. When assisting with care, residents are
supported in exercising their rights. For example,
residents are: c. encouraged to dress in clothing
that they prefer.

8. Staff speak respectfully to residents at all
times.

F 576  Right to Forms of Communication w/ Privacy F 576 9/30/25
SS=C | CFR(s): 483.10(g)(6)-(9)

§483.10(g)(6) The resident has the right to have
reasonable access to the use of a telephone,
Including TTY and TDD services, and a place In
the facility where calls can be made without being
overheard. This includes the right to retain and
use a cellular phone at the resident's own
expense.

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

(1) Atelephone, including TTY and TDD services;
() The internet, to the extent available to the
facility; and

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

§483.10(g)(8) The resident has the right to send

and recelve mail, and to receive letters, packages

and other materials delivered to the facility for the

resident through a means other than a postal

service, including the right to:

(1) Privacy of such communications consistent

with this section; and

(1) Access to stationery, postage, and writing

Implements at the resident's own expense.

§483.10(9)(9) The resident has the right to have

reasonable access to and privacy in their use of

electronic communications such as email and

video communications and for internet research.

() If the access Is available to the facility

() At the resident's expense, If any additional

expense Is incurred by the facility to provide such

access to the resident.

(1) Such use must comply with State and Federal

law.

This REQUIREMENT Is not met as evidenced

by:

Based on interview and document review, the Facility Social Service designee met with

facility failed to ensure mail was delivered to R16, R47, R32, and R42 and filled out a

residents on Saturdays for 4 of 4 residents (R16, global grievance regarding absence of

R47, R32, R42) who attended the resident mall delivery on weekend. Grievance will

council meeting, who verbally confirmed mail was be completed and resolution recorded and

not delivered on Saturdays. This had the potential resident satisfaction of resolution

to affect all 47 residents residing in the facility. recorded. Current and future residents
will have mail delivered per facility policy.

Findings include: Facility staff and Activity Director will be
In-serviced on the Mail/Electronic

During an interview on 4/23/25 at 10:05 a.m., Communication policy and procedure with

R16, R4/, R32, R42 stated they had never seen emphasis on Mail and packages will be

mail delivered on Saturdays. R32 stated the delivered to the residents within

business office manager was not there on twenty-four (24) hours of delivery on

Saturdays, and she usually delivered it. premises (excluding Saturday deliveries).
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Saturday mail will be delivered by the
R16's annual Minimum Data Set (MDS) facility charge nurse. Saturday mail will be
assessment dated 2/15/235, indicated intact delivered on the same day to residents
cognition. when the maill is delivered to the facility.
R47's quarterly MDS assessment dated 2/17/25, The Activity Director Is responsible for
Indicated intact cognition. compliance.
Audits on mail delivery date to facility, was
R32's quarterly MDS assessment dated 2/4/25, mall delivered to the resident within 24hrs
Indicated intact cognition. of arrival to the facility and if mail was
received by facility resident on Saturday
R42's quarterly MDS assessment dated 4/1/25, will begin weekly x 4 weeks, then monthly
Indicated intact cognition. to ensure sustained compliance.
Audit results will be reviewed by the
During an interview on 4/23/25 at 3:52 p.m., Administrator and the Administration will
business office manager (BOM)-D stated she take audit results to QAPI for review and
delivered mail to residents during the week, but recommendation.
no one was assigned to deliver mail on Compliance: 05/30/2025
Saturdays.

During an interview on 4/24/25 at 12:21 p.m., the
director of nursing (DON) stated malil was not
delivered on Saturdays since BOM-D, who
delivered mail during the week did not work on
Saturdays.

Facility Mail and Electronic Communication policy
dated 4/23/25, indicated malil and packages
would be delivered to the resident within
twenty-four (24) hours of delivery on premises or
to the facility's post office box (including Saturday
deliveries).

F 580 | Notify of Changes (Injury/Decline/Room, etc.) F 580 9/30/25
SS=D | CFR(s): 483.10(g)(14)()-(iv)(15)

§483.10(g)(14) Notification of Changes.
(1) A facility must immediately inform the resident;
consult with the resident's physician; and notify,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:3J2L11 Facility ID: 00494 If continuation sheet Page 10 of 130



PRINTED: 05/31/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245028 B. WING 04/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2319 WEST SEVENTH STREET

HIGHLAND CHATEAU HEALTH AND REHABILITATION CENTER SAINT PAUL, MN 55116

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 580 | Continued From page 10 F 580

consistent with his or her authority, the resident
representative(s) when there is-

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

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

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

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

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

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

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

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

(Iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident

representative(s).

§483.10(g)(15)
Admission to a composite distinct part. A facility
that is a composite distinct part (as defined in
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§483.5) must disclose In its admission agreement

Its physical configuration, including the various

locations that comprise the composite distinct

part, and must specify the policies that apply to

room changes between its different locations

under §483.15(c)(9).

This REQUIREMENT Is not met as evidenced

by:

Based on interview and document review, the R22 family was contacted by DON and

facility failed to provide timely notification to a notified family members of absence of

family member for change of condition and notification for R220s hospitalization on

hospitalization for 1 of 1 resident (R22) reviewed 2/25/2025. R220s family representative

for change in condition. response will be recorded in the resident
electronic medical record. Current

Findings include, residents who were transferred from the
hospital from survey exit to current, their

R22's quarterly Minimum Data Set (MDS) records will be reviewed and updated for

assessment dated 2/16/235, indicated R22 was family representative notification as

severely cognitively impaired, had no behaviors needed. Future residents who transfer

and did not refuse personal cares. R22's MDS from the facility for a change in condition,

Indicated diagnhoses of cerebral infarction, their resident representative will be

quadriplegia, essential hypertension, and seizure notified per facility policy.

disorders. Licensed Nurses will be in-serviced on the
Transfer/Discharge Emergency policy with

A review of R22's progress notes contained the emphasis on item #4 that notifications

following information: must be made to the MD, transferring

- Progress noted dated 2/4/25, indicated R22 was facility and to resident representative. In

coughing more than usual, and blood was coming addition, the licensed nurses will also be

out of his mouth. R22 had bitten his lower lip. In-serviced on the required items that

Progress note indicated the nurse practitioner must accompany resident transfer i.e.,

was updated and gave an order for cough POLST, 30-day transfer form, Bed Hold,

medication as needed. medication list and monthly ombudsman

- Progress note dated 2/5/25, indicated change iIn monthly notification.

health condition. Progress note indicated the The Director of Nursing is responsible for

nurse practitioner was updated and ordered to compliance.

send R22 to the hospital for further evaluation. Audits on MD and family documented

- Progress notes lacked documentation regarding changes in condition and notification of

R22's family being notified about the change In emergent transfer will begin weekly x 4

condition, new orders, and/or transfer to the weeks, then monthly to ensure sustained

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:3J2L11 Facility ID: 00494 If continuation sheet Page 12 of 130



PRINTED: 05/31/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245028 B. WING 04/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2319 WEST SEVENTH STREET

HIGHLAND CHATEAU HEALTH AND REHABILITATION CENTER SAINT PAUL, MN 55116

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 580 | Continued From page 12 F 580
hospital. compliance.
Audit results will be reviewed by the
During interview on 4/21/25 at 5:23 p.m., family Administrator and the Administration will
member (FM)-A indicated R22 was sent to the take audit results to QAPI for review and
hospital in February, and she was not notified. recommendation.
FM-A learned R22 was sent to the hospital when Compliance: 05/30/2025

she received a call from a hospital doctor who
called her to discuss treatment options for R22.
FM-A stated R22 had been at the hospital for one
hour and forty-five minutes. FM-A called the
facility and asked why she was not notified about
R22's change of condition and transfer to the
hospital. FM-A stated the facility stated they didn't
have time.

During interview on 4/23/25 at 11:10 a.m., the
director of nursing (DON) stated the family or
responsible party should be notified about change
In condition as soon as we know, and before
sending the resident to the hospital. The DON
verified the faclility didn't notify FM-A about his
change of condition or transfer.

A facility policy about notification of change In
condition and transfer to a hospital was requested
but not recelived.

F 584 | Safe/Clean/Comfortable/Homelike Environment F 584 5/30/25
SS=D | CFR(s): 483.10(1)(1)-(7)

§483.10(1) Safe Environment.

The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-
§483.10(1)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
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use his or her personal belongings to the extent
possible.

() This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
Independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483.10(1)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;

§483.10(1)(3) Clean bed and bath linens that are
In good condition;

§483.10(1)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(Iv);

§483.10(1)(5) Adequate and comfortable lighting
levels In all areas:

§483.10(1)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,

1990 must maintain a temperature range of 71 to
81°F: and

§483.10(1)(7) For the maintenance of comfortable
sound levels.
This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview, and document Socilal Service Designee met with R30 on

review the facility failed to investigate a report of 9/19/2025 and Initiated a grievance

missing clothing for 1 of 1 resident (R30) who concerning missing clothing. R30

reported missing clothing items to nursing staff. grievance resolution was investigated,
and grievance resolution was completed

Findings include: on 5/19/2025. All current resident

residents with outstanding grievances,
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R30's face sheet printed 4/24/25, indicated
diagnoses of weakness, adult failure to thrive,
morbid obesity, and bipolar disorder with
psychotic features.

R30's significant change Minimum Data Set
(MDS) assessment dated 3/26/25, indicated
Intact cognition, no rejection of care, use of a
wheelchair, substantial assistance with upper
body dressing, and dependence on staff for lower
body dressing.

R30's care plan printed 4/24/25, indicated R30
required extensive assistance of one staff for
dressing, and limited assistance of one staff for
bed mobility and eating.

During interview on 4/21/25 at 3:32 p.m., R30
stated she was missing clothing and had told a
nurse about it but could not recall the nurse's
name. R30 stated the nurse responded that she
would look into the missing clothing, but R30 had
not heard anything further. R30 further stated she
thought the clothing had been missing for a few
months.

During interview on 4/23/25 at 11:31 p.m., R30
stated she recalled which clothing was missing
and listed a green shirt, light green pullover
sweatshirt, and navy blue sweatshirt. R30 stated
she told an unknown nurse about the missing
clothing but did not fill out a formal grievance
form.

During interview on 4/23/25 at 8:47 a.m., social
services (SS)-A stated she was not aware of
R30's missing clothing items, R30 was a reliable
reporter, and if a nurse was made aware of
missing clothing items a grievance form should

from survey exit until present, their
grievances will be reviewed, completed
and resolved. Future residents with
missing items these items will be
recorded via the grievance process,
Investigated and resolution recorded by
the facility policy.

The facility staff will be in-serviced on the
Personal Property Policy and Procedure
with emphasis that the facility Grievance
Coordinator will promptly investigate any
complaints of misappropriation or
mistreatment of resident property. In
addition, the resident council will also
review the Personal Property and
Grievance Policy at the next resident
council tentatively scheduled for
9/21/2025.

The Social Service Designee Is
responsible for compliance.

Audits on missing resident item reports
and resolution will begin weekly x 4
weeks, then monthly to ensure sustained
compliance.

Audit results will be reviewed by the
Administrator and the Administration will
take audit results to QAPI for review and
recommendation.

Compliance: 05/30/2025
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have been filled out.

During interview on 4/23/25 at 12:23 p.m.,
assistant director of nursing (ADON) stated she
had not heard about R30's missing clothing items
prior to this week. ADON further stated if R30 had
reported the missing items to a nurse, the nurse
should have completed a grievance form so it
could get to the right people for an investigation.
ADON stated recently there had been more
complaints of missing clothing.

During interview on 4/23/25 at 1:38 p.m., director
of nursing (DON) stated she would have
expected a grievance form to be completed about
R30's missing clothing items.

Facility Personal Property reviewed 10/18/22,
stated the following:

/. The faclility will promptly investigate any
complaints of misappropriation or mistreatment of
resident property.

F 641 Accuracy of Assessments F 641 2/30/25
SS=D | CFR(s): 483.20(Qg)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident’s status.

This REQUIREMENT Is not met as evidenced

by:

Based on interview and document review, the R16 MDS for anticoagulant therapy was

faclility failed to ensure the Minimum Data Set modified, a care plan initiated, and

(MDS) was accurately coded for 1 of 2 residents physician order updated with dx and

(R16) reviewed for MDS accuracy. Indication for use. All current residents
who receive anticoagulant therapy, their

Findings Include: MDS, orders and care plans will be
reviewed and updated as needed. Future

R16's annual MDS assessment dated 2/15/25, admissions, the resident will have the
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Indicated R16 had limited range of motion of
upper extremities and was cognitively intact with
diagnoses including renal insufficiency,
amputation, diabetes, heart failure and atrial
fibrillation. Section N0O415 indicated R16 was
taking an antidepressant, an antibiotic but didn't
Indicate taking an anticoagulant.

A section of the RAI labeled, "Section
N-Medications”, outlined directions for coding the
subsequent sections including N0415: High-risk
Drug Classes. High-risk drug classes included
antipsychotics, antianxiety, antidepressant,
hypnotic, anticoagulant, antibiotic, diuretic, opioid,
antiplatelet, hypoglycemic or none of the above.

During interview on 4/24/25 at 2:39 p.m., director
of nursing (DON) stated the MDSs were
completed by a person at the corporate office.
DON stated she was the MDS coordinator prior to
assuming her current position as DON and was
knowledgeable of the RAI process. The DON
verified R16 received an anticoagulant
medication during the MDS review period but was
not coded. DON stated we [facility] will have to
redo the assessments or make a correction.
DON stated the MDS was the base for payment
and care planning and needed to be accurate.

Facility MDS Error Correction policy dated
12/9/21, indicated:

If an error Is discovered after the encoding period
and the record in error Is an OBRA assessment,
determine if the error is major or minor.

a. A minor error Is one related to the coding of the
MDS. For minor errors, correct the record and
submit to the QIES ASAP system.

b. A major error is one that inaccurately reflects
the resident's clinical status and/or may result in

appropriate diagnosis and indication for
use entered the resident medication
orders and a care plan will be initiated by
the facility policy.

The MDS coordinator will be in-serviced
on the RAl Manual Section N pages 6-8
which the coordinator will review the
resident current medication and record
the high-risk medications correctly in the
MDS section of the report and on the
MDS Error Policy with emphasis on how
to identify minor and major errors with the
correction and submission process. In
addition, the licensed nurses will be
In-serviced that the appropriate diagnosis
and indication for use must be entered
Into resident medication orders.

The MDS coordinator is responsible for
compliance.

Audits on coding accuracy for Section N
of the MDS for coding medication
accuracy and accompanying care plan,
medication diagnosis and indication for
use will begin weekly x 4 weeks then
monthly to ensure sustained compliance.
Audit results will be reviewed by the
Executive Director and the Executive
Director will take audit results to QAPI for
review and recommendation.
Compliance: 05/30/2025
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an Inappropriate plan of care. For major errors:
(1) correct the original assessment to reflect the
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