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Electronically delivered                                           CMS Certification Number (CCN): 245409   
April 6, 2022

Administrator
Edenbrook Of Rochester
1875 19th Street Northwest
Rochester, MN  55901

Dear Administrator:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by
surveying skilled nursing facilities and nursing facilities to determine whether they meet the
requirements for participation.  To participate as a skilled nursing facility in the Medicare program or as
a nursing facility in the Medicaid program, a provider must be in substantial compliance with each of
the requirements established by the Secretary of Health and Human Services found in 42 CFR part 483,
Subpart B.    

Based upon your facility being in substantial compliance, we are recommending to CMS that your
facility be recertified for participation in the Medicare and Medicaid program.

Effective March 15, 2022 the above facility is certified for:    

  81 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 81 skilled nursing facility beds.   

We have recommended CMS approve the waivers that you requested for the following Life Safety Code
Requirements: K916.

If you are not in compliance with the above requirements at the time of your next survey, you will be
required to submit a Plan of Correction for these deficiency(ies) or renew your request for waiver in
order to continue your participation in the Medicare and Medicaid Program.

You should advise our office of any changes in staffing, services, or organization, which might affect
your certification status.  If, at the time of your next survey, we find your facility to not be in substantial
compliance your Medicare and/or Medicaid provider agreement may be subject to non-renewal or
termination.

Please contact me if you have any questions.

Sincerely,

   
P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s

    

An equal opportunity employer.



   
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification   
Minnesota Department of Health   
P.O. Box 64900
Saint Paul, Minnesota 55164-0970   
Phone: 651-201-4117   
Email: melissa.poepping@state.mn.us   

Edenbrook Of Rochester
April 6, 2022
Page   2



Electronically Delivered   
April 6, 2022

Administrator
Edenbrook Of Rochester
1875 19th Street Northwest
Rochester, MN  55901

RE:  CCN: 245409
 Cycle Start Date: February 3, 2022

Dear Administrator:

On March 16, 2022, the Minnesota Departments of Health and Public Safety, completed a revisit to
verify that your facility had achieved and maintained compliance.  Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
imposed.

Correction of the Life Safety Code deficiency(ies) cited under K916 at the time of the February 3, 2022
standard   survey, has not yet been verified.  Your plan of correction for this deficiency / these
deficiencies, including your request for a temporary waiver with a date of completion of September 9,
2022, has been forwarded to the Region V Office of the Centers for Medicare and Medicaid Services
(CMS) for their review and determination.  Failure to come into substantial compliance with this
deficiency / these deficiencies by the date indicated in your plan of correction may result in the
imposition of enforcement remedies.   

Feel free to contact me if you have questions.

   
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification   
Minnesota Department of Health   
P.O. Box 64900
Saint Paul, Minnesota 55164-0970   
Phone: 651-201-4117   
Email: melissa.poepping@state.mn.us   

   
P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s

    

An equal opportunity employer.



Electronically delivered

April 6, 2022

Administrator
Edenbrook Of Rochester
1875 19th Street Northwest
Rochester, MN  55901

Re:       Reinspection Results   
             Event ID:  3YDJ12

Dear Administrator:

On March 16, 2022 survey staff of the Minnesota Department of Health - Health Regulation Division
completed a reinspection of your facility, to determine correction of orders found on the survey
completed on February 3, 2022.  At this time these correction orders were found corrected.
   
Please feel free to call me with any questions.

Sincerely,

   
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification   
Minnesota Department of Health   
P.O. Box 64900
Saint Paul, Minnesota 55164-0970   
Phone: 651-201-4117   
Email: melissa.poepping@state.mn.us   

   
P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s

    

An equal opportunity employer.
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Kyla Einertson, HFE NE II Melissa Poepping, Enforcement Specialist



Electronically delivered
February 14, 2022

Administrator
Edenbrook Of Rochester
1875 19th Street Northwest
Rochester, MN  55901

RE:  CCN: 245409
 Cycle Start Date: February 3, 2022

Dear Administrator:

On February 3, 2022, a survey was completed at your facility by the Minnesota Departments of Health
and Public Safety, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.    

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

EELECTRONIC PLAN OF CORRECTION (ePoC)

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

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

How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.
How the facility will identify other residents having the potential to be affected by the same
deficient practice.
What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.
How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.
The date that each deficiency will be corrected.
An electronic acknowledgement signature and date by an official facility representative.

   
P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s

    

An equal opportunity employer.



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

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

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

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

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

DDEPARTMENT CONTACT

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

Karen Aldinger, Unit Supervisor
St. Cloud A District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
3333 Division Street, Suite 212
Saint Cloud, Minnesota 56301-4557   
Email: karen.aldinger@state.mn.us
Office: (651) 201-3794 Mobile: (320) 249-2805

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

If substantial compliance has been achieved, certification of your facility in the Medicare and/or   
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of

Edenbrook Of Rochester
February 14, 2022
Page   2



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.

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

If substantial compliance with the regulations is not verified by May 3, 2022 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).    

In addition, if substantial compliance with the regulations is not verified by August 3, 2022 (six months
after the identification of noncompliance)   your provider agreement will be terminated.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

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

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, 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:

   Nursing Home Informal Dispute Process
   Minnesota Department of Health
   Health Regulation Division   
   P.O. Box 64900
   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

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.

Edenbrook Of Rochester
February 14, 2022
Page   3



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:

   WWilliam Abderhalden, Fire Safety Supervisor
Deputy State Fire Marshal
Health Care/Corrections Supervisor – Interim
Minnesota Department of Public Safety
445 Minnesota Street, Suite 145
St. Paul, MN 55101-5145
Cell: (507) 361-6204
Email: william.abderhalden@state.mn.us
Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

   
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification   
Minnesota Department of Health   
P.O. Box 64900
Saint Paul, Minnesota 55164-0970   
Phone: 651-201-4117   
Email: melissa.poepping@state.mn.us   

Edenbrook Of Rochester
February 14, 2022
Page   4
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SUMMARY STATEMENT OF DEFICIENCIES
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E 000 Initial Comments E 000

 On 1/31/22 through 2/3/22, a survey for 
compliance with Appendix Z, Emergency 
Preparedness Requirements, §483.73(b)(6) was 
conducted during a standard recertification 
survey. The facility was NOT in compliance.

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

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

 

E 015 Subsistence Needs for Staff and Patients
CFR(s): 483.73(b)(1)

§403.748(b)(1), §418.113(b)(6)(iii), §441.184(b)
(1), §460.84(b)(1), §482.15(b)(1), §483.73(b)(1), 
§483.475(b)(1), §485.625(b)(1)

[(b) Policies and procedures.  [Facilities] must 
develop and implement emergency preparedness 
policies and procedures, based on the emergency 
plan set forth in paragraph (a) of this section, risk 
assessment at paragraph (a)(1) of this section, 
and the communication plan at paragraph (c) of 
this section.  The policies and procedures must 
be reviewed and updated every 2 years [annually 
for LTC facilities].  At a minimum, the policies and 
procedures must address the following:

(1) The provision of subsistence needs for staff 
and patients whether they evacuate or shelter in 

E 015 3/4/22
SS=C

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

02/23/2022Electronically 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.

FORM CMS-2567(02-99) Previous Versions Obsolete 3YDJ11Event ID: Facility ID: 00916 If continuation sheet Page  1 of 36
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E 015 Continued From page 1 E 015
place, include, but are not limited to the following:
(i) Food, water, medical and pharmaceutical 
supplies 
(ii) Alternate sources of energy to maintain the 
following:
(A) Temperatures to protect patient health and 
safety and for the safe and sanitary storage of 
provisions.
(B) Emergency lighting.
(C) Fire detection, extinguishing, and alarm 
systems.
(D) Sewage and waste disposal.

*[For Inpatient Hospice at §418.113(b)(6)(iii):] 
Policies and procedures.
(6) The following are additional requirements for 
hospice-operated inpatient care facilities only.  
The policies and procedures must address the 
following:
(iii) The provision of subsistence needs for 
hospice employees and patients, whether they 
evacuate or shelter in place, include, but are not 
limited to the following:
(A) Food, water, medical, and pharmaceutical 
supplies.
(B) Alternate sources of energy to maintain the 
following:
(1) Temperatures to protect patient health and 
safety and for the safe and sanitary storage of 
provisions. 
(2) Emergency lighting.
(3) Fire detection, extinguishing, and alarm 
systems.
(C) Sewage and waste disposal.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to include in their emergency 
preparedness plan (EPP) how to obtain 

 On 2/21/2022 EP book was updated with 
information to obtain pharmaceutical 
supplies and how to maintain sewage and 
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pharmaceutical supplies and how to maintain 
sewage and waste disposal during an 
emergency. This had the potential to affect 44 
residents at the facility. 

Findings include:
 
Review of the facility's EPP revealed the facility 
failed to address how they would obtain 
pharmaceutical supplies and how they would 
maintain sewage and waste disposal during an 
emergency.

During interview on 2/2/22, at 10:27 a.m. the 
administrator verified this information.

waste disposal during emergency. 
NHA/Maintenance will be educated on the 
process
Audits will be done monthly to ensure 
documentation is in place. All findings will 
be brought to the facility�s next QAPI 
meeting for review and recommendation 
for continuance of monitoring.
NHA will be responsible for making sure 
documentation is in place

E 030 Names and Contact Information
CFR(s): 483.73(c)(1)

§403.748(c)(1), §416.54(c)(1), §418.113(c)(1), 
§441.184(c)(1), §460.84(c)(1), §482.15(c)(1), 
§483.73(c)(1), §483.475(c)(1), §484.102(c)(1), 
§485.68(c)(1),  §485.625(c)(1), §485.727(c)(1), 
§485.920(c)(1), §486.360(c)(1), §491.12(c)(1), 
§494.62(c)(1).

[(c) The [facility must develop and maintain an 
emergency preparedness communication plan 
that complies with Federal, State and local laws 
and must be reviewed and updated at least every 
2 years [annually for LTC facilities].  The 
communication plan must include all of the 
following:]

(1) Names and contact information for the 
following:
(i) Staff.
(ii) Entities providing services under arrangement.
(iii) Patients' physicians 

E 030 3/4/22
SS=C
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(iv) Other [facilities]. 
(v) Volunteers.

*[For Hospitals at §482.15(c) and CAHs at 
§485.625(c)] The communication plan must 
include all of the following:
(1) Names and contact information for the 
following:
(i) Staff.
(ii) Entities providing services under arrangement.
(iii) Patients' physicians 
(iv) Other [hospitals and CAHs]. 
(v) Volunteers.

*[For RNHCIs at §403.748(c):] The 
communication plan must include all of the 
following:
(1) Names and contact information for the 
following:
(i) Staff.
(ii) Entities providing services under arrangement.
(iii) Next of kin, guardian, or custodian. 
(iv) Other RNHCIs. 
(v) Volunteers.

*[For ASCs at §416.45(c):] The communication 
plan must include all of the following:
(1) Names and contact information for the 
following:
(i) Staff.
(ii) Entities providing services under arrangement.
(iii) Patients' physicians. 
(iv) Volunteers.

*[For Hospices at §418.113(c):] The 
communication plan must include all of the 
following:
(1) Names and contact information for the 
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E 030 Continued From page 4 E 030
following:
(i) Hospice employees.
(ii) Entities providing services under arrangement.
(iii) Patients' physicians. 
(iv) Other hospices.

*[For HHAs at §484.102(c):] The communication 
plan must include all of the following: 
(1) Names and contact information for the 
following:
(i) Staff.
(ii) Entities providing services under arrangement.
(iii) Patients' physicians.
(iv) Volunteers.

*[For OPOs at §486.360(c):] The communication 
plan must include all of the following: 
(2) Names and contact information for the 
following:
(i) Staff.
(ii) Entities providing services under arrangement.
(iii) Volunteers.
(iv) Other OPOs.
(v) Transplant and donor hospitals in the OPO's 
Donation Service Area (DSA).
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility's communication plan failed to include the 
required information including names and contact 
information for physicians.  This had the potential 
to affect all 44 residents in the facility.

Findings include: 

Review of the facility's EPP revealed the facility 
failed to list the physician and their contact 
numbers in the EPP. 

 On 2/21/2022 EPP book was updated 
with all physicians for the community and 
phone numbers.
NHA and DON were educated on the 
process and how to update
Audits will be done monthly to ensure 
documentation is in place and all correct 
physicians are listed. All findings will be 
brought to the facility�s next QAPI 
meeting for review and recommendation 
for continuance of monitoring.
NHA will be responsible for making sure 
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During interview on 2/2/22, at 11:04 a.m. the 
administrator acknowledged there was not a list 
of physicians and their contact numbers in the 
emergency preparedness plan.

documentation is in place

E 031 Emergency Officials Contact Information
CFR(s): 483.73(c)(2)

§403.748(c)(2), §416.54(c)(2), §418.113(c)(2), 
§441.184(c)(2), §460.84(c)(2), §482.15(c)(2), 
§483.73(c)(2), §483.475(c)(2), §484.102(c)(2), 
§485.68(c)(2), §485.625(c)(2), §485.727(c)(2), 
§485.920(c)(2), §486.360(c)(2), §491.12(c)(2), 
§494.62(c)(2).        

[(c) The [facility] must develop and maintain an 
emergency preparedness communication plan 
that complies with Federal, State and local laws 
and must be reviewed and updated at least every 
2 years [annually for LTC facilities]. The 
communication plan must include all of the 
following:

(2) Contact information for the following:
(i) Federal, State, tribal, regional, and local 
emergency preparedness staff.
(ii) Other sources of assistance. 
 
*[For LTC Facilities at §483.73(c):] (2) Contact 
information for the following: 
(i) Federal, State, tribal, regional, and local 
emergency preparedness staff.
(ii) The State Licensing and Certification Agency.
(iii) The Office of the State Long-Term Care 
Ombudsman.
(iv) Other sources of assistance. 

*[For ICF/IIDs at §483.475(c):] (2) Contact 
information for the following:

E 031 3/4/22
SS=C
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E 031 Continued From page 6 E 031
(i) Federal, State, tribal, regional, and local 
emergency preparedness staff.
(ii) Other sources of assistance.
(iii) The State Licensing and Certification Agency.
(iv) The State Protection and Advocacy Agency.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure their Emergency 
Preparedness Plan (EPP) included contact 
information for Federal emergency preparedness 
staff, the State Licensing and Certification Agency 
and contact information for the Ombudsman. This 
had the potential to affect all 44 residents 
currently residing in the facility. 

Findings include:

The facility's EPP was reviewed with the 
administrator.  The plan-included components of 
a communication plan however, lacked 
documentation of contact information for Federal 
emergency preparedness staff, the State 
Licensing and Certification Agency and the 
Ombudsman.

On 2/2/22, at 11:08 a.m. the administrator verified 
this information.

 Emergency Preparedness book was 
updated to include contact information for 
federal emergency preparedness staff, 
the state licensing and certification agency 
and contact information for the 
Ombudsman.
NHA and DON were educated regarding 
the process of the documentation and the 
effect it can have on residents.
Audits will be done monthly to ensure 
documentation is in place for the correct 
contact information. All findings will be 
brought to the facility�s next QAPI 
meeting for review and recommendation 
for continuance of monitoring.
NHA will be responsible for making sure 
documentation is in place.

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

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

E 041 3/4/22
SS=C
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§483.73(e), §485.625(e)   
(e) Emergency and standby power systems.  The 
[LTC facility and the CAH] must implement 
emergency and standby power systems based on 
the emergency plan set forth in paragraph (a) of 
this section.

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

482.15(e)(2), §483.73(e)(2), §485.625(e)(2) 
Emergency generator inspection and testing.  The 
[hospital, CAH and LTC facility] must implement 
the emergency power system inspection, testing, 
and [maintenance] requirements found in the 
Health Care Facilities Code, NFPA 110, and Life 
Safety Code.

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

*[For hospitals at §482.15(h), LTC at §483.73(g), 
and CAHs §485.625(g):] 
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The standards incorporated by reference in this 
section are approved for incorporation by 
reference by the Director of the Office of the 
Federal Register in accordance with 5 U.S.C. 
552(a) and 1 CFR part 51.  You may obtain the 
material from the sources listed below. You may 
inspect a copy at the CMS Information Resource 
Center, 7500 Security Boulevard, Baltimore, MD 
or at the National Archives and Records 
Administration (NARA). For information on the 
availability of this material at NARA, call 
202-741-6030, or go to: 
http://www.archives.gov/federal_register/code_of
_federal_regulations/ibr_locations.html. 
If any changes in this edition of the Code are 
incorporated by reference, CMS will publish a 
document in the Federal Register to announce 
the changes.
(1) National Fire Protection Association, 1 
Batterymarch Park,
Quincy, MA 02169, www.nfpa.org, 
1.617.770.3000.
(i) NFPA 99, Health Care Facilities Code, 2012 
edition, issued August 11, 2011.
(ii) Technical interim amendment (TIA) 12-2 to 
NFPA 99, issued August 11, 2011.
(iii) TIA 12-3 to NFPA 99, issued August 9, 2012.
(iv) TIA 12-4 to NFPA 99, issued March 7, 2013.
(v) TIA 12-5 to NFPA 99, issued August 1, 2013.
(vi) TIA 12-6 to NFPA 99, issued March 3, 2014.
(vii) NFPA 101, Life Safety Code, 2012 edition, 
issued August 11, 2011.
(viii) TIA 12-1 to NFPA 101, issued August 11, 
2011.
(ix) TIA 12-2 to NFPA 101, issued October 30, 
2012.
(x) TIA 12-3 to NFPA 101, issued October 22, 
2013.
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(xi) TIA 12-4 to NFPA 101, issued October 22, 
2013.
(xiii) NFPA 110, Standard for Emergency and 
Standby Power Systems, 2010 edition, including 
TIAs to chapter 7, issued August 6, 2009..
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to test their emergency generator as 
required. This had the potential to affect all 44 
residents in the facility. 

Findings include: 

As a result of the Life Safety Code survey on 
2/10/22, during documentation review with the 
environmental service director (ESD) on 2/10/22, 
it was revealed that the generator had not been 
exercised under load for 30 minutes during 
November and December, 2021 and January, 
2022.  The ESD verified a test had not occurred.

 On 02/23/2022 the emergency generator 
was exercised under load for 30 minutes. 
Monthly testing will be conducted for 
future months. 
Maintenance will be educated on the 
requirement for generator testing on a 
monthly basis. 
Audits for testing and inspecting the 
generator under load for 30 minutes will 
be completed monthly. All findings will be 
brought to the facility�s next QAPI 
meeting for review and recommendation 
for continuance of monitoring.
The Director of Maintenance will be 
responsible for compliance.

F 000 INITIAL COMMENTS F 000

 On 1/31/21 through 2/3/22, a standard 
recertification survey was conducted at your 
facility. Complaint investigations were also 
conducted. Your facility was found to be NOT in 
compliance with the requirements of 42 CFR 483, 
Subpart B, Requirements for Long Term Care 
Facilities. 

The following complaints were found to be 
substantiated with no deficiencies cited due to 
actions implemented by the facility prior to survey.
H5409104C/MN80488
H5409105C/MN80202
H5409109C/MN72703
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The following complaints were found to be 
UNSUBSTANTIATED: 
H5409106C/MN79143
H5409107C/MN76266
H5409108C/MN75190
H5409110C/MN71280
H5409111C/MN70882
H5409112C/MN65322

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

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

F 582 Medicaid/Medicare Coverage/Liability Notice
CFR(s): 483.10(g)(17)(18)(i)-(v)

§483.10(g)(17) The facility must-- 
(i) Inform each Medicaid-eligible resident, in 
writing, at the time of admission to the nursing 
facility and when the resident becomes eligible for 
Medicaid of- 
(A) The items and services that are included in 
nursing facility services under the State plan and 
for which the resident may not be charged; 
(B) Those other items and services that the 
facility offers and for which the resident may be 
charged, and the amount of charges for those 
services; and 
(ii) Inform each Medicaid-eligible resident when 

F 582 3/15/22
SS=D
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changes are made to the items and services 
specified in §483.10(g)(17)(i)(A) and (B) of this 
section.

§483.10(g)(18) The facility must inform each 
resident before, or at the time of admission, and 
periodically during the resident's stay, of services 
available in the facility and of charges for those 
services, including any charges for services not 
covered under Medicare/ Medicaid or by the 
facility's per diem rate. 
(i) Where changes in coverage are made to items 
and services covered by Medicare and/or by the 
Medicaid State plan, the facility must provide 
notice to residents of the change as soon as is 
reasonably possible. 
(ii) Where changes are made to charges for other 
items and services that the facility offers, the 
facility must inform the resident in writing at least 
60 days prior to implementation of the change. 
(iii) If a resident dies or is hospitalized or is 
transferred and does not return to the facility, the 
facility must refund to the resident, resident 
representative, or estate, as applicable, any 
deposit or charges already paid, less the facility's 
per diem rate, for the days the resident actually 
resided or reserved or retained a bed in the 
facility, regardless of any minimum stay or 
discharge notice requirements. 
(iv) The facility must refund to the resident or 
resident representative any and all refunds due 
the resident within 30 days from the resident's 
date of discharge from the facility. 
(v) The terms of an admission contract by or on 
behalf of an individual seeking admission to the 
facility must not conflict with the requirements of 
these regulations.
This REQUIREMENT  is not met as evidenced 
by:
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 Based on interview, and document review, the 
facility failed to provide the required skilled 
nursing facility advanced beneficiary notice of 
non-coverage (SNFABN) (CMS 10055), notice of 
Medicare part A non-coverage two days in 
advance for 2 of 4 residents (R7, R25) whose 
Medicare part A coverage ended and then 
remained in the facility.  

Findings include:  

R7's Notice of Medicare Non-Coverage (CMS 
10123-NOMNC) form dated 9/3/21, revealed R7 
would be liable for skilled nursing stay beginning 
9/8/21. The SNFABN form was signed and dated 
9/7/21, the last covered day of Medicare-A 
services. 

R25's Notice of Medicare Non-Coverage (CMS 
10123-NOMNC) revealed R25 would be liable for 
skilled nursing stay beginning 12/21/21. The 
progress notes indicated this was reviewed with 
the responsible party on 12/17/21. The SNFABN 
form was reviewed with the responsible party on 
12/20/21, the last covered day of Medicare-A 
services.

On 2/01/22, at 10:11 a.m.  registered nurse 
(RN)-A stated the SNFABN did not require a 
two-day notice. 

On 02/01/22, at 2:03 p.m. the director of nursing 
(DON) stated the SNFABN notices should be 
given 2 days in advance and verified the SNFABN 
notices for R7 and R25 were given their last day 
of Medicare-A coverage. 

The facility's Beneficiary Notice Guidelines dated 
2021, indicated notices were to be given in writing 

 The noted residents R7 and R25 were 
not financially affected nor were displaced 
related to the notice less than 48 hours. 
Both remained in facility R7 went to 
private pay and R25 remained on 
Medicaid.
1. Review of all SNFABN in the last 30 
days. 
2. Education to MDS nurse on process 
of issuing SNFABN.
3. Audit SNFABN notices weekly times 
four weeks
4. All findings will be brought to the 
facility�s next QAPI meeting for review 
and recommendation for continuance of 
monitoring.
5. NHA/MDS or designee are 
responsible for compliance
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far enough in advance to enable resident to make 
an informed decision and delivered to the 
resident with at least two days' notice even if 
he/she agrees with the notice/decision.

F 585 Grievances
CFR(s): 483.10(j)(1)-(4)

§483.10(j) Grievances.
§483.10(j)(1) The resident has the right to voice 
grievances to the facility or other agency or entity 
that hears grievances without discrimination or 
reprisal and without fear of discrimination or 
reprisal. Such grievances include those with 
respect to care and treatment which has been 
furnished as well as that which has not been 
furnished, the behavior of staff and of other 
residents, and other concerns regarding their LTC 
facility stay.

§483.10(j)(2) The resident has the right to and the 
facility must make prompt efforts by the facility to 
resolve grievances the resident may have, in 
accordance with this paragraph.

§483.10(j)(3) The facility must make information 
on how to file a grievance or complaint available 
to the resident.

§483.10(j)(4) The facility must establish a 
grievance policy to ensure the prompt resolution 
of all grievances regarding the residents' rights 
contained in this paragraph. Upon request, the 
provider must give a copy of the grievance policy 
to the resident. The grievance policy must 
include:
(i) Notifying resident individually or through 
postings in prominent locations throughout the 
facility of the right to file grievances orally 

F 585 3/15/22
SS=D
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F 585 Continued From page 14 F 585
(meaning spoken) or in writing; the right to file 
grievances anonymously; the contact information 
of the grievance official with whom a grievance 
can be filed, that is, his or her name, business 
address (mailing and email) and business phone 
number; a reasonable expected time frame for 
completing the review of the grievance; the right 
to obtain a written decision regarding his or her 
grievance; and the contact information of 
independent entities with whom grievances may 
be filed, that is, the pertinent State agency, 
Quality Improvement Organization, State Survey 
Agency and State Long-Term Care Ombudsman 
program or protection and advocacy system;
(ii) Identifying a Grievance Official who is 
responsible for overseeing the grievance process, 
receiving and tracking grievances through to their 
conclusions; leading any necessary investigations 
by the facility; maintaining the confidentiality of all 
information associated with grievances, for 
example, the identity of the resident for those 
grievances submitted anonymously, issuing 
written grievance decisions to the resident; and 
coordinating with state and federal agencies as 
necessary in light of specific allegations;
(iii) As necessary, taking immediate action to 
prevent further potential violations of any resident 
right while the alleged violation is being 
investigated;
(iv) Consistent with §483.12(c)(1), immediately 
reporting all alleged violations involving neglect, 
abuse, including injuries of unknown source, 
and/or misappropriation of resident property, by 
anyone furnishing services on behalf of the 
provider, to the administrator of the provider; and 
as required by State law;
(v) Ensuring that all written grievance decisions 
include the date the grievance was received, a 
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summary statement of the resident's grievance, 
the steps taken to investigate the grievance, a 
summary of the pertinent findings or conclusions 
regarding the resident's concerns(s), a statement 
as to whether the grievance was confirmed or not 
confirmed, any corrective action taken or to be 
taken by the facility as a result of the grievance, 
and the date the written decision was issued;
(vi) Taking appropriate corrective action in 
accordance with State law if the alleged violation 
of the residents' rights is confirmed by the facility 
or if an outside entity having jurisdiction, such as 
the State Survey Agency, Quality Improvement 
Organization, or local law enforcement agency 
confirms a violation for any of these residents' 
rights within its area of responsibility; and
(vii) Maintaining evidence demonstrating the 
result of all grievances for a period of no less than 
3 years from the issuance of the grievance 
decision.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to follow its grievance 
policy for 1 of 1 residents (R21) reviewed for 
missing personal items. 

Findings include:

RR21's quarterly Minimum Data Set (MDS) dated 
12/24/21, included cognitively intact. 

When interviewed on 1/31/22, at 12:18 p.m. R21 
stated she had been missing a shirt and several 
other items of clothing for over two and a half 
weeks. R21 stated. she felt as though she had 
reported it to everyone in laundry services, but did 
not feel as though anything was being done. At 
that time, a housekeeper (HK)-B entered the 

 The resident has the right to voice 
grievances to the facility or other agency 
or entity that hears grievances without 
discrimination or reprisal and without fear 
of discrimination or reprisal. 
R21 was helped to find items that went 
missing and shown the grievance 
process. Resident had no mental or 
physical distress from this incident. 
1. Post signage around building those 
grievances can be written or verbal. 
Posting will include how to report a 
grievance. Who is the grievance official is 
Dave Molitor, Administrator, (507) 282-
9449, d.molitor@edenbrookrochester.com 
2. Education to staff about the grievance 
process and where to find form. 
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room, and R21 was observed to repeat her report 
of missing items to HK-B. HK-B said, "yeah, 
maybe someone put it in the wrong closet." R21 
asked HK-B if they couldn't look in other resident 
closets as she was sure she had seen her gray 
Vikings shirt on a rack going down the hall at 
some time. HK-B stated, "I guess I could make a 
suggestion to my supervisor." 

When interviewed on 2/1/22, at 10:42 a.m. HK-A 
stated HK-B had told her about R21's concern of 
missing clothing on 1/31/22. HK-A recalled she 
had received an undated, unsigned note 
providing a description of the missing items, but it 
had just been laying on the desk and she was 
unsure for how long. HK-A stated that after HK-B 
told her about the missing clothing on 1/31/22, 
she had looked in the lost and found, and then 
told R21, "in a couple days I will look in the 
closets." HK-A stated she had not filled out any 
report or grievance.

When interviewed on 2/1/22, at 10:42 a.m. the 
environmental services director (ESD) stated a 
grievance form should have been filled out and 
given it to the facility social worker (SW). ESD 
stated the proper procedure for missing items 
was for the person receiving the report to fill out 
the grievance form, hand it to the SW who would 
take note, then bring to ESD. The ESD would 
initiate a search for any missing items and 
complete the grievance form with the findings of 
their investigation, and return it to the SW. ESD 
stated any resident or staff could get a grievance 
form from the nurses station or from the SW. 
ESD stated there had been plenty of training to 
staff about the process.

On 2/01/22, at 10:59 a.m. a grievance form 

3. Audit- Random testing of staff on the 
process every week for four weeks.
4. All findings will be brought to the 
facility�s next QAPI meeting for review 
and recommendation for continuance of 
monitoring.
5. NHA/SS or designee are responsible 
for compliance
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related to R21's missing items was observed 
laying on the SW's desk. The SW stated, "I got 
the grievance sheet about two minutes before 
you walked in the door. [The ESD] filled it out 
after talking to the surveyor." SW stated an 
expectation for staff to fill out a grievance form at 
the time any resident should have a concern such 
as missing personal items. 

According to a facility policy titled 
Grievance/Concern last revised 1/14/22: 

1. Facility will make prompt efforts to resolve 
all grievances.

2. Facility will provide this policy and form to 
residents and have them readily available in 
common areas of the facility, areas may 
include facility entrance, reception desk, nurses' 
station, etc.

3. Facility staff will immediately report all 
alleged violations

8. Facility will use the information gathered in 
a grievance investigation to prevent further 
potential violations of any resident rights

F 609 Reporting of Alleged Violations
CFR(s): 483.12(c)(1)(4)

§483.12(c) In response to allegations of abuse, 
neglect, exploitation, or mistreatment, the facility 
must:

§483.12(c)(1) Ensure that all alleged violations 
involving abuse, neglect, exploitation or 
mistreatment, including injuries of unknown 
source and misappropriation of resident property, 
are reported immediately, but not later than 2 
hours after the allegation is made, if the events 
that cause the allegation involve abuse or result in 
serious bodily injury, or not later than 24 hours if 

F 609 3/15/22
SS=D
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the events that cause the allegation do not involve 
abuse and do not result in serious bodily injury, to 
the administrator of the facility and to other 
officials (including to the State Survey Agency and 
adult protective services where state law provides 
for jurisdiction in long-term care facilities) in 
accordance with State law through established 
procedures.

§483.12(c)(4) Report the results of all 
investigations to the administrator or his or her 
designated representative and to other officials in 
accordance with State law, including to the State 
Survey Agency, within 5 working days of the 
incident, and if the alleged violation is verified 
appropriate corrective action must be taken.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility did not file a report to the State Agency for 
1 of 2 residents' (R10) allegations of missing 
money while living in the facility. 

Findings include: 

R10's significant change Minimum Data Set 
(MDS) dated 1/25/22, identified them as 
cognitively intact. 

When interviewed on 1/31/22, at 1:30 p.m. R10 
stated he had reported $800 missing, "some time 
ago," and could not recall if anything had been 
done about his concern. 

When interviewed on 1/31/22, at 6:07 p.m. the 
administrator stated he had never received a 
report R10 was missing $800. 

When interviewed on 2/1/22, at 11:00 a.m. the 

 R10 had possibly lost money. NHA and 
SS checked in with resident and he did 
not want help with finding the money and 
has no emotional or physical distress from 
the event.  Resident was educated on the 
VA process and the resources that the 
community can give him.  Resident 
already had lock box in place to secure 
money. 
1. Community will report all incidents of 
abuse of a resident to the state in a timely 
manner. 
2. Review all grievances for the past 
month to ensure that none were 
reportable as VAs. 
3. Educate staff about the VA process.
4. Signs around community about how 
to report, who to report, what to report and 
how to report. (Pink sheets)
5. Audit weekly to ensure that 
grievances have been reported if needed 
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social worker (SW) stated she did not recall 
receiving a concern form related to R10, and had 
never heard from R10 that he was missing any 
money. SW stated R10 had a lockbox in his room 
where he could keep his personal items.   

When interviewed on 2/2/22, at 1:38 p.m. R10 
stated, the $800 had been missing for several 
months but he was unable to give a specific date. 
R10 said his sister brought the money from the 
bank for him because he had bills to pay and 
wanted to go buy some personal items. He said 
he kept it in an envelope on his window sill, and 
stated, "I never had a problem with that before." 
R10 reported he was out of his room at one point, 
and when he came back, he was looking for his 
money, but did not see it on the window sill. R10 
said he later found the empty envelope on his 
bedside stand but the money was gone. R10 
repeated that he had reported it to someone, but 
could not recall exactly the person he told. 
Following this, R10 said he recalled the person he 
had reported to told him it would be reported and 
investigated, but said, "I never heard anything 
since." At the time of interview, R10 was 
observed to have many personal items scattered 
about his room, including medical records on his 
window sill, and also a few dollars bills and some 
loose change in a clear plastic cup at his bedside. 

When interviewed on 2/2/22, at 2:36 p.m. the 
administrator stated he had found a grievance 
related to R10's missing $800 that had been 
completed in August prior to the time he had been 
hired. Administrator stated he had not yet talked 
to R10 about the missing money as R10 could be 
difficult, and the Administrator was, "trying to find 
him on a good day." The administrator stated the 
grievance form indicated R10 did not want 

for 4 weeks
6. All findings will be brought to the 
facility�s next QAPI meeting for review 
and recommendation for continuance of 
monitoring.
7. NHA/DON/SS or designee are 
responsible for compliance
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F 609 Continued From page 20 F 609
anything done.   The administrator stated R10's 
missing money grievance had been documented 
by the previous social worker, and had been 
minimally investigated by the administrator at that 
time. The administrator stated the allegation of 
missing $800 should have been reported to the 
state agency and investigated at that time as 
possible theft, but had not.

As of 2/2/22, no report related to R10's missing 
money was found on the State Agencies Nursing 
Home Incident Reporting site. 

According to a facility policy titled Vulnerable Adult 
Abuse and Neglect Prevention revised 11/17/20, 
with a policy addendum effective 6/23/21: "all 
residents are susceptible to maltreatment and 
exploitation due to their need for nursing home 
care." "Any nursing home employee or volunteer 
who becomes aware of abuse, mistreatment, 
neglect or misappropriation shall intervene to 
safeguard the resident and then immediately 
report to the Nursing Home Administrator or 
designee. The Nursing Home Administrator or 
designee will report abuse to the state agency per 
State and Federal requirements." The addendum 
indicated police were to be notified if a crime was 
suspected.

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

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must 
be-
(i) Developed within 7 days after completion of 
the comprehensive assessment.
(ii) Prepared by an interdisciplinary team, that 
includes but is not limited to--

F 657 3/15/22
SS=D
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F 657 Continued From page 21 F 657
(A) The attending physician.
(B) A registered nurse with responsibility for the 
resident.
(C) A nurse aide with responsibility for the 
resident.
(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of 
the resident and the resident's representative(s). 
An explanation must be included in a resident's 
medical record if the participation of the resident 
and their resident representative is determined 
not practicable for the development of the 
resident's care plan.
(F) Other appropriate staff or professionals in 
disciplines as determined by the resident's needs 
or as requested by the resident.
(iii)Reviewed and revised by the interdisciplinary 
team after each assessment, including both the 
comprehensive and quarterly review 
assessments.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure a care conference was 
held after a significant change in condition 
assessment for 1 of 3 residents (R7) reviewed for 
care conferences. 

Findings include: 

R7's admission record indicated he was admitted 
to the facility on 8/9/21 and had a diagnosis of 
unspecified dementia without behavioral 
disturbance. 

R7's significant change of condition Minimum 
Data Set (MDS) dated 11/19/21, indicated R7 had 
moderate cognitive impairment, clear speech, 
was understood and understands. 

 The resident R7 care conference 
scheduled 02/23/2022. 
1.  Care conferences were held upon 
admission and when a quarterly, annual 
or change of condition MDS assessment 
was completed.
2. Educate SS on the Care Plan process
3. Review residents to make sure Care 
conferences have been completed on 
time or have been scheduled 
4. Audit care conferences weekly for 
four weeks to ensure that all needed care 
conferences are completed. 
5. All findings will be brought to the 
facility�s next QAPI meeting for review 
and recommendation for continuance of 
monitoring.
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F 657 Continued From page 22 F 657

During an interview on 1/31/22, at 1:59 p.m. R7 
stated he was not aware of any care conferences 
and was not sure what this writer was talking 
about when asked about care conferences. 

R7's medical record revealed R7 had one care 
conference since admission held on 9/1/21. 

On 2/01/22, at 11:11 a.m. social services (SS) 
stated care conferences should be held on 
admission, quarterly, annual or change of 
condition basis. SS verified the only 
documentation in R7's medical record for a care 
conference held was on 9/1/21.  SS stated R7 
should have had another care conference by this 
time. SS stated R7 had a change of condition 
MDS on 9/15/21 and 11/19/21 and verified no 
care conferences were held for these change of 
condition MDS assessments. SS stated R7's next 
scheduled care conference was scheduled 
2/23/22.

On 2/02/22, at 1:56 p.m. the director of nursing 
(DON) stated her expectation was care 
conferences were held upon admission and when 
a quarterly, annual or change of condition MDS 
assessment was completed. 

Care Plan/Conference policy dated 1/14/22, 
included, "Every effort will be made to schedule 
care plan meetings at the best time of the day for 
the resident, resident's representative and 
family."

6. SS or designee are responsible for 
compliance

F 684 Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care 

F 684 3/15/22
SS=D
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F 684 Continued From page 23 F 684
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to monitor the condition 
of  1 of 1 residents (R4) with lymphedema and 
failed to follow-up on orders provided for R4 to 
receive edema care.

Findings include:

R4's 5 day perspective payment system (PPS) 
Minimum Data Set (MDS) dated 1/17/21, 
included, cognitively intact, required extensive 
assistance for dressing, bathing and grooming 
and limited assistance of 1 person for wheel chair 
mobility, and had limited range of motion of left 
upper extremity. R4's diagnoses included, a 
malignant neoplasm of connective and soft tissue 
of left upper limb, including the shoulder. Edema 
was not marked on the MDS. 

During observation and interview on 1/31/22, at 
2:43 p.m. R4 was observed to have significant 
swelling of her left upper arm, with the area 
appearing to be nearly twice the size of her right 
arm. R4 had an ace wrap on her lower left arm 
that had slid down and was wrinkled, bunched 
and sloppy. R4 stated she wrapped the arm 
herself, but said a nurse would wrap it if she 
requested this. R4 also stated that therapy used 
to wrap it for her, but she was no longer in 

 Quality of Care
The resident R4 with lymphedema was 
evaluated during the survey and continues 
to be treated for lymphedema by therapy. 
There was no negative impact on the 
resident due to the delay of the order 
being placed.
1. Review the last 30 days of orders for 
therapy to validate they have been 
entered and addressed
2. Education on order processing and 
review to nursing staff, Health Unit 
Coordinator, and therapy
3. Audit therapy orders weekly to ensure 
accuracy of process times four weeks
4. All findings will be brought to the 
facility�s next QAPI meeting for review 
and recommendation for continuance of 
monitoring.
5. DON or designee are responsible for 
compliance
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F 684 Continued From page 24 F 684
therapy and had to do the care herself. R4 stated 
she has had lymphedema for many years, but 
that her upper arm was now larger than it had 
ever been. 

During observation on 2/1/22, at 11:13 a.m. R4 
was in her room and stated her arm had not been 
wrapped yet today. 

R4's current physician orders for February 2022 
did not show an order to monitor edema or to 
wrap her left upper extremity.

R4's care plan did not contain information 
regarding her lymphedema or any directions for 
care or monitoring of this condition. 

A hand written form in R4's medical record 
indicated she had been seen 1/6/22 for left 
lymphedema consultation, and ordered 
recommendations were written for physical or 
occupation therapy (PT or OT) to wrap R4's left 
upper extremity fingers, hand and arm with short 
stretch wrap daily and leave in place for 23 hours 
per day and then rewrap.
 
A hospital discharge summary dated 1/19/22 
indicated R4 had lymphedema for over twenty 
years.  

A daily skilled charting note dated 1/20/22 
indicated R4 had edema of her left upper 
extremity. 

When interviewed on 2/1/22, at 11:38 a.m. 
occupational therapist (OT)-A stated she was not 
lymphedema certified but had wrapped R4's arm 
a few times. OT-A did not recall receiving an 
order for PT or OT to wrap R4's arm, and said 
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F 684 Continued From page 25 F 684
she was also unaware that no orders had been 
provided to the nursing staff to provide edema 
care. OT-A stated that even if R4 wrapped her 
arm herself, the facility was responsible to make 
sure the wrap was in place and correctly applied. 

When interviewed on 2/3/22, at 9:46 a.m. 
licensed practical nurse (LPN)-C stated she was 
aware that one of R4's arms was, "very swollen," 
but she did not provide any treatment for the 
edema. LPN-C said she thought perhaps PT 
wrapped the arm, but she did not know. LPN-C 
was not able to describe any nursing 
interventions a nurse could take independently to 
provide care for edematous extremities and said 
she had been taught to go by orders, and since 
there were never any treatments orders for R4's 
edema she had not done anything. She did not 
recall R4 asking her to wrap her arm.  

On 2/03/22, at 11:25 a.m. the director of nursing 
(DON) stated R4's edema should be on her 
diagnosis list, and should have been listed on her 
care plan. DON stated nursing staff should be 
monitoring edema and note if it is a chronic 
condition, and monitor for changes, updating the 
medical provider as needed. DON stated edema 
monitoring and any orders to wrap an extremity 
should be listed on the medication or treatment 
administration order sheets so a nurse would be 
reminded to monitor the resident's condition. 
DON also said a nurse noting a resident with 
edema, but not seeing any orders for care should 
clarify this with the medical provider. DON 
confirmed that R4 had not had edema listed on 
her care plan, and also confirmed the order for 
lymphedema wraps from 1/6/22, had not been 
followed up on. 
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F 684 Continued From page 26 F 684
A policy specific to edema care and monitoring 
was not provided, but a facility policy titled 
Resident Assessment and Examination dated 
8/1/15 indicated residents should be assessed for 
abnormalities in health states in order that the 
care team could implement interventions to 
address the concern. The policy indicated a body 
systems review, which included edema, was to 
be performed and any abnormalities reported to 
the physician.

F 759 Free of Medication Error Rts 5 Prcnt or More
CFR(s): 483.45(f)(1)

§483.45(f) Medication Errors. 
The facility must ensure that its-

§483.45(f)(1) Medication error rates are not 5 
percent or greater;
This REQUIREMENT  is not met as evidenced 
by:

F 759 3/15/22
SS=D

 Based on observation, interview and document 
review, the facility failed to ensure a medication 
error rate of less than 5%, medication errors were 
noted for 3 out of 26 medications observed, 
affecting 2 residents (R44 and R35) for a 
medication error rate of 12%. 

Findings include:

R44's significant change Minimum Data Set 
(MDS) dated 1/14/22, included, cognitively intact, 
a diagnosis of diabetes and received insulin 
injections. 

R35's quarterly MDS dated 1/25/22, included, 
severe cognitive impairment, diagnosis of 
diabetes and received insulin injections. 

 The residents noted in findings R 35 and 
R 44 blood sugars were monitored post 
error with no noted adverse effects. 
1. Education immediately started on 
insulin pen administration for nursing staff 
and continues
2. Audit hands on observation of the 
insulin administration technique RN-C and 
LPN-B weekly times 4 weeks, random 
audits for other nurses� weekly times four 
weeks
3. All findings will be brought to the 
facility�s next QAPI meeting for review 
and recommendation for continuance of 
monitoring.
4. DON or designee are responsible for 
compliance
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F 759 Continued From page 27 F 759
On 2/1/22, at 9:15 a.m. a registered nurses 
(RN)-C was observed to prepare two insulin 
flex-pens for R44's ordered breakfast insulin (a 
flex pen contains the vial of insulin inside the pen, 
and has a mechanism where the dose to be 
administered is set on a dial at the top of the pen, 
and only that amount can then be injected). R44 
was to receive 7 units of Aspart insulin (a rapid 
acting insulin) twice daily with meals, and 32 units 
of Tresiba insulin (a long acting insulin) once 
each morning according to his medication 
administration record (MAR) for February 2020. 
RN-C performed hand hygiene, cleansed the top 
of the flex-pen with an alcohol wipe and attached 
a needle. RN-C then set the dial for each insulin 
to match the ordered dose in the MAR. RN-C 
failed to prime the needle (setting the flex-pen 
dial to 2 units and injecting that into the needle 
prior to setting the dose). RN-C ascertained 
R44's morning blood sugar and proceeded to 
R44's room. RN-C applied gloves, cleansed a 
spot on R44's abdomen where she injection the 
Aspart, and held the needle in place for 10 
seconds and then gave the Tesiba, also on the 
right side of the abdomen in the same manner. 
RN-C stated she had received training in how to 
properly use a flex-pen when she was hired. 

On 2/2/22, 8:24 a.m. a licensed practical nurse 
(LPN)-B was observed in preparation of R35's 
Aspart insulin dose, 26 units to be injected with 
her morning meal. LPN-B performed hand 
hygiene, retrieved R35's insulin flex pen from the 
medication cart, wiped the top and dialed the 
dose to match the physician ordered dose listed 
in the MAR. LPN-B then carried the flex-pen and 
a needle to R35's room where she attached the 
needle to the flex-pen. LPN-B then observed 
R35's abdomen to find a spot that was not 
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F 759 Continued From page 28 F 759
bruised, cleansed the area and gently inserted 
the flex-pen needle into the flesh, and injected the 
dose. After about 2 seconds, and not more than 3 
seconds she removed the needle from the 
abdomen, carried it to the medication cart to 
dispose of the needle, and performed hand 
hygiene. LPN-B stated she had received training 
on how to use an insulin flex-pen "a long time 
ago," but did not recall learning that the needle 
should be primed before setting the insulin dose. 
LPN-B was aware that the needle was supposed 
to remain in the tissue for "awhile" after injection, 
but said, "I usually just hold it until, I don't know." 
LPN-B stated she thought she had left the needle 
in place for five seconds. 

When interviewed on 2/2/22, at 8:40 a.m. the 
director of nursing (DON) stated the correct 
procedure when using an insulin flex-pen is to 
place the needle on the pen and to prime it with 
two units of insulin. After priming the pen, the 
nurse should check the order for the correct dose 
and set the dial to match the order. DON stated 
the needle should be inserted straight into the 
subcutaneous tissue before injecting the dose. 
After injection the needle should be removed and 
discarded and the pen re-capped.   

An undated facility procedure titled, Insulin 
Administration with Pen Device, included, 
"remove the pen cap, wipe the pen tip with an 
alcohol wipe, remove the protective seal from a 
new needle, screw the needle in place, dial a 
dose of 2 units to prime the pen, hold the pen 
with needle pointing straight up and tap lightly so 
the bubbles will rise to the top. Press the injection 
button all the way in and check to see that the 
insulin comes out of the needle (if no insulin 
comes out, repeat the test. If insulin still does not 
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F 759 Continued From page 29 F 759
come out, get a new needle.) Check the order for 
the correct dose. Select the correct dose and dial 
until the number shows in the window." When 
administering insulin, the procedure included, 
"keep the pen straight and insert the needle into 
the skin. Using your thumb, press the injection 
button all the way down, when the number in the 
window returns to "0," slowly count to 10 before 
removing the needle."

F 760 Residents are Free of Significant Med Errors
CFR(s): 483.45(f)(2)

The facility must ensure that its-
§483.45(f)(2) Residents are free of any significant 
medication errors.
This REQUIREMENT  is not met as evidenced 
by:

F 760 3/15/22
SS=D

 Based on observation, interview and record 
review, improper injection technique was used for 
2 of 3 residents (R44 and R35) who received 
insulin. R44 received 2 doses, and R35 received 
one, and the improper injection technique had the 
potential to result in the wrong dose of insulin 
being injected in all three cases. 

Findings include:

R44's significant change Minimum Data Set 
(MDS) dated 1/14/22, included, cognitively intact, 
with diagnosis including diabetes and received 
insulin injections daily.  

R35's quarterly MDS dated 1/25/22, included 
severe cognitive impairment with diagnosis of 
diabetes and received insulin injections daily. 

On 2/1/22, 9:15 a.m.  registered nurses (RN)-C 
was observed to prepare two insulin flex-pens for 

 The residents noted in findings R 35 and 
R 44 blood sugars were monitored post 
error with no noted adverse effects. 
1. Education immediately started on 
insulin pen administration for nursing staff 
and continues
2. Audit hands on observation of the 
insulin administration technique RN-C and 
LPN-B weekly times 4 weeks, random 
audits for other nurses� weekly times four 
weeks
3. All findings will be brought to the 
facility�s next QAPI meeting for review 
and recommendation for continuance of 
monitoring.
4. DON or designee are responsible for 
compliance
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F 760 Continued From page 30 F 760
R44's ordered breakfast insulin (a flex pen 
contains the vial of insulin inside the pen, and has 
a mechanism where the dose to be administered 
is set on a dial at the top of the pen, and only that 
amount can then be injected). R44 was to receive 
7 units of Aspart insulin (a rapid acting insulin) 
twice daily with meals, and 32 units of Tresiba 
insulin (a long acting insulin)  once each morning. 
RN-C performed hand hygiene, cleansed the top 
of the flex-pen with an alcohol wipe and attached 
a needle. RN-C then set the dial for each insulin 
to match the ordered dose in the medication 
administration record (MAR). RN-C failed to 
prime the needle (setting the flex-pen dial to 2 
units and injecting that into the needle prior to 
setting the dose). RN-C ascertained R44's 
morning blood sugar and proceeded to R44's 
room. RN-C applied gloves, cleansed a spot on 
R44's abdomen where she injection the Aspart, 
and held the needle in place for 10 seconds and 
then gave the Tesiba, also on the right side of the 
abdomen in the same manner. RN-C stated she 
had received training in how to properly use a 
flex-pen when she was hired. 

On 2/2/22, 8:24 a.m. a licensed practical nurse 
(LPN)-B was observed in preparation of R35's 
Aspart insulin dose, 26 units to be injected with 
her morning meal. LPN-B performed hand 
hygiene, retrieved R35's insulin flex pen from the 
medication cart, wiped the top and dialed the 
dose to match the physician ordered dose listed 
in the MAR. LPN-B then carried the flex-pen and 
a needle to R35's room where she attached the 
needle to the flex-pen. LPN-B then observed 
R35's abdomen to find a spot that was not 
bruised, cleansed the area and gently inserted 
the flex-pen needle into the flesh, and injected the 
dose. After about 2 seconds, and not more than 3 
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F 760 Continued From page 31 F 760
seconds she removed the needle from the 
abdomen, carried it to the medication cart to 
dispose of the needle, and performed hand 
hygiene. LPN-B stated she had received training 
on how to use an insulin flex-pen "a long time 
ago," but did not recall learning that the needle 
should be primed before setting the insulin dose. 
LPN-B was aware that the needle was supposed 
to remain in the tissue for "awhile" after injection, 
but said, "I usually just hold it until, I don't know." 
LPN-B stated she thought she had left the needle 
in place for five seconds. 

At 2/2/22, at 8:40 a.m. the director of nursing 
(DON) stated the correct procedure when using 
an insulin flex-pen is to place the needle on the 
pen and to prime it with two units of insulin. After 
priming the pen, the nurse should check the order 
for the correct dose and set the dial to match the 
order. DON stated the needle should be inserted 
straight into the subcutaneous tissue before 
injecting the dose. After injection the needle 
should be removed and discarded and the pen 
re-capped.   

When interviewed on 2/03/22, at 1:52 p.m. the 
DON stated using the wrong technique when 
giving insulin, especially if the needle of an insulin 
pen is not primed correctly, could result in the 
resident not receiving their ordered dose of 
medication. DON stated it could be of a 
significant concern if the blood sugar was running 
high after receiving the dose. 

According to a facility procedure titled Insulin 
Administration with Pen Device, no date, the 
proper procedure included "remove the pen cap, 
wipe the pen tip with an alcohol wipe, remove the 
protective seal from a new needle, screw the 
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F 760 Continued From page 32 F 760
needle in place, dial a dose of 2 units to prime the 
pen, hold the pen with needle pointing straight up 
and tap lightly so the bubbles will rise to the top. 
Press the injection button all the way in and check 
to see that the insulin comes out of the needle (if 
no insulin comes out, repeat the test. If insulin still 
does not come out, get a new needle.)Check the 
order for the correct dose. Select the correct dose 
and dial until the number shows in the window." 
When administering insulin, the procedure 
included, "keep the pen straight and insert the 
needle into the skin. Using your thumb, press the 
injection button all the way down, when the 
number in the window returns to "0," slowly count 
to 10 before removing the needle."

F 886 COVID-19 Testing-Residents & Staff
CFR(s): 483.80 (h)(1)-(6)

§483.80 (h) COVID-19 Testing. The LTC facility 
must test residents and facility staff, including
individuals providing services under arrangement 
and volunteers, for COVID-19. At a minimum,
for all residents and facility staff, including 
individuals providing services under arrangement
and volunteers, the LTC facility must:

§483.80 (h)((1) Conduct testing based on 
parameters set forth by the Secretary, including 
but not
limited to:
(i) Testing frequency;
(ii) The identification of any individual specified in 
this paragraph diagnosed with
COVID-19 in the facility;
(iii) The identification of any individual specified in 
this paragraph with symptoms
consistent with COVID-19 or with known or 
suspected exposure to COVID-19;

F 886 3/15/22
SS=D
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F 886 Continued From page 33 F 886
(iv) The criteria for conducting testing of 
asymptomatic individuals specified in this
paragraph, such as the positivity rate of 
COVID-19 in a county;
(v) The response time for test results; and
(vi) Other factors specified by the Secretary that 
help identify and prevent the
transmission of COVID-19.

§483.80 (h)((2) Conduct testing in a manner that 
is consistent with current standards of practice for
conducting COVID-19 tests;

§483.80 (h)((3) For each instance of testing:
(i) Document that testing was completed and the 
results of each staff test; and
(ii) Document in the resident records that testing 
was offered, completed (as appropriate
to the resident’s testing status), and the results of 
each test.

§483.80 (h)((4) Upon the identification of an 
individual specified in this paragraph with 
symptoms
consistent with COVID-19, or who tests positive 
for COVID-19, take actions to prevent the
transmission of COVID-19.

§483.80 (h)((5) Have procedures for addressing 
residents and staff, including individuals providing
services under arrangement and volunteers, who 
refuse testing or are unable to be tested.

§483.80 (h)((6) When necessary, such as in 
emergencies due to testing supply shortages, 
contact state
and local health departments to assist in testing 
efforts, such as obtaining testing supplies or
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F 886 Continued From page 34 F 886
processing test results.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to ensure appropriate 
Personal Protective Equipment (PPE) was used 
by staff while collecting specimens for COVID-19 
testing. The failure to appropriately collect and 
process COVID specimens affected 1 of 1 staff 
(ESD)that completed testing on 1/31/22. 

Findings include:

During observation on 1/31/22, at 1:55 p.m. the 
front desk receptionist (R)-A was performing a 
COVID test. The environmental services director 
(ESD) handed the specimen collection card to the 
Receptionist after swabbing her nares and 
placing the swab in the testing card. R-A retrieved 
the testing card with her bare hands, placed the 
card on her desk, then wrote the name of the 
employee and time of the test on the card. 
Further observation revealed the eye goggles 
were located on the Receptionist's head and she 
was wearing prescription eyeglasses and a 
surgical face mask during the specimen 
collection. 

When interviewed on 1/31/22, at 5:01 p.m. the 
administrator stated, R-A did not don a gown, 
gloves, and eye protection prior to processing the 
COVID-19 testing card. The administrator stated 
R-A had been trained to don gloves, gown, and 
eye protection during the process. The 
administrator stated that the training and 
competency completed for R-A could not be 
found as the former infection preventionist (IP) 
was no longer employed at the facility. 

 COVID-19 Testing-Residents & Staff
1. Staff (R )-A trained to test the 
community policies on infection control 
and COVID 19 testing.
2. Education of staff on COVID 19 and 
infection control related to PPE during 
testing
3. Review of staff testing procedures via 
competency for antigen testing
4. Audit testing weekly for 4 weeks and 
ensure proper testing procedures to 
include antigen testing and proper PPE 
use.
5. All findings will be brought to the 
facility�s next QAPI meeting for review 
and recommendation for continuance of 
monitoring.
6. NHA/DON or designee are 
responsible for compliance
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F 886 Continued From page 35 F 886
When interviewed on 2/1/22, at 10:17 a.m. R-A 
stated she had been trained by the former 
director of nursing (DON), and she was not aware 
that she should wear gloves, gown and eye 
protection during the specimen collection 
process. R-A stated it was important to wear the 
proper PPE to protect herself, staff, and residents 
from spreading the virus. 

When interviewed on 2/2/22, at 1:32 p.m. the 
DON, who also served as the facility's IP, stated 
she expected staff to follow the procedure for 
testing and don the proper PPE during the testing 
process. The DON stated, additional competency 
training was started on 1/31/22 with the R-A, the 
DON stated it was important to wear the proper 
PPE and sanitize the testing area to prevent the 
spread and transmission of COVID-19 to staff 
and residents in the facility. 

Review of the facility's undated document titled 
Competency for: Use of Binax-Now COVID-19 
AG Card Rapid Antigen Testing, provided by the 
facility, included, "Specimen collection don 
appropriate PPE prior to collecting specimen."
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K 000 INITIAL COMMENTS K 000

 FIRE SAFETY

An annual Life Safety recertification survey was 
conducted by the Minnesota Department of 
Public Safety, State Fire Marshal Division on 
02/08/2022. At the time of this survey, Edenbrook 
of Rochester was found not in compliance with 
the requirements for participation in 
Medicare/Medicaid at 42 CFR, Subpart 
483.70(a), Life Safety from Fire, and the 2012 
edition of National Fire Protection Association 
(NFPA) 101, Life Safety Code (LSC), Chapter 19 
Existing Health Care and the 2012 edition of 
NFPA 99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR 
ALLEGATION OF COMPLIANCE UPON THE 
DEPARTMENT'S ACCEPTANCE. YOUR 
SIGNATURE AT THE BOTTOM OF THE FIRST 
PAGE OF THE CMS-2567 FORM WILL BE 
USED AS VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN 
ONSITE REVISIT OF YOUR FACILITY MAY BE 
CONDUCTED TO VALIDATE THAT 
SUBSTANTIAL COMPLIANCE WITH THE 
REGULATIONS HAS BEEN ATTAINED IN 
ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF 
CORRECTION FOR THE FIRE SAFETY 
DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A 
PAPER COPY OF THE PLAN OF CORRECTION 
IS NOT REQUIRED.

 

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

02/24/2022Electronically 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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Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By email to:
FM.HC.Inspections@state.mn.us

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

1. A detailed description of the corrective action 
taken or planned to correct the deficiency.

2. Address the measures that will be put in 
place to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor 
future performance to ensure solutions are 
sustained.

4. Identify who is responsible for the corrective 
actions and monitoring of compliance.

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

Edenbrook of Rochester is a 1-story building with 
a partial basement. The building was constructed 
at two different times. The original building was 
constructed in 1964 and was determined to be of 
Type II(111) construction. In 1974 an addition was 
constructed to the East wing that was determined 
to be of Type II(111) construction. The facility has 
a fire alarm system with smoke detection in the 
corridors and spaces open to the corridors, which 
is monitored for automatic fire department 
notification and the building is fully sprinkler 
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K 000 Continued From page 2 K 000
protected. Because the original building and the 
addition are of the same type of construction and 
meet the construction type allowed for existing 
buildings, the facility was surveyed as one 
building.

The facility has a capacity of 81 beds and had a 
census of 43 at the time of the survey.

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

K 211 Means of Egress - General
CFR(s): NFPA 101

Means of Egress - General
Aisles, passageways, corridors, exit discharges, 
exit locations, and accesses are in accordance 
with Chapter 7, and the means of egress is 
continuously maintained free of all obstructions to 
full use in case of emergency, unless modified by 
18/19.2.2 through 18/19.2.11. 
18.2.1, 19.2.1, 7.1.10.1
This REQUIREMENT  is not met as evidenced 
by:

K 211 3/4/22
SS=F

 Based on observation and staff interview, the 
facility failed to maintain the means of egress per 
NFPA 101 (2012 edition), Life Safety Code, 
sections 7.1.3.2.3, 7.1.10.1, and 7.2.1.4.3.1. 
These deficient findings could have a widespread 
impact on the residents within the facility.

Findings include:

1. On 02/08/2022 between 10:30 AM to 12:30 
PM, observation revealed that the north and east 
fire door exits were impeded with snow and ice 
build-up.

 ¿ Snow and ice build-up were removed 
from North and East fire door exits on 
2/8/2022. 
¿ Items being temporarily stored in the 
North stairwell were removed and placed 
in an alternative storage area. 
¿ Maintenance and interdisciplinary 
team members were educated on the 
need for all facility egress exits to be clear 
of obstruction (including snow and ice 
build-up), and that stairwells will be free of 
equipment. 
¿ Audits for clear fire exits and 

FORM CMS-2567(02-99) Previous Versions Obsolete 3YDJ21Event ID: Facility ID: 00916 If continuation sheet Page  3 of 12



A. BUILDING 01 - MAIN BUILDING 01
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  03/08/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

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

245409 02/08/2022
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1875 19TH STREET NORTHWEST
EDENBROOK OF ROCHESTER ROCHESTER, MN  55901

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)

K 211 Continued From page 3 K 211

2. On 02/08/2022, between 10:30 AM to 12:30 
PM, observation revealed that the north exit 
stairwell had items stored within the stairwell. 
These items included several wheelchairs, 
walkers, and mattresses. 

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

stairwells will be completed weekly for 
four weeks, and monthly thereafter. All 
findings will be brought to the facility�s 
next QAPI meeting for review and 
recommendation for continuance of 
monitoring. 
¿ The Director of Maintenance will be 
responsible for compliance.

K 324 Cooking Facilities
CFR(s): NFPA 101

Cooking Facilities
Cooking equipment is protected in accordance 
with NFPA 96, Standard for Ventilation Control 
and Fire Protection of Commercial Cooking 
Operations, unless: 
* residential cooking equipment (i.e., small 
appliances such as microwaves, hot plates, 
toasters) are used for food warming or limited 
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke 
compartments with 30 or fewer patients comply 
with the conditions under 18.3.2.5.3, 19.3.2.5.3, 
or
* cooking facilities in smoke compartments with 
30 or fewer patients comply with conditions under 
18.3.2.5.4, 19.3.2.5.4.
Cooking facilities protected according to NFPA 96 
per 9.2.3 are not required to be enclosed as 
hazardous areas, but shall not be open to the 
corridor. 
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through 
19.3.2.5.5, 9.2.3, TIA 12-2

K 324 3/4/22
SS=D
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This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to maintain the commerical cooking 
fire suppression system per NFPA 101 (2012 
edition), Life Safety Code, sections 19.3.2.5.1 and 
9.2.3, and NFPA 96 (2011 edition), Standard for 
Ventilation Control and Fire Protection of 
Commercial Cooking Operations, section 10.5.1. 
This deficient finding could have a isolated impact 
on the residents within the facility.

Findings include:

On 02/08/2022 between 10:30AM to 12:30 PM, 
observation revealed access to the manual pull 
station for the Ansul fire suppression system in 
the Kitchen was blocked with a serving table and 
food carts.

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

 ¿ Pull-station for the Ansul fire 
suppression system in the kitchen was 
cleared of obstruction on 2/08/2022.
¿ All maintenance and kitchen staff 
have been educated that the pull-station 
for the fire suppression system must 
remain free of obstruction. 
¿ Audits for keeping the pull-station 
clear of obstruction will be completed 
weekly for four weeks, and monthly 
thereafter. All findings will be brought to 
the facility�s next QAPI meeting for 
review and recommendation for 
continuance of monitoring. 
¿ The Director of Maintenance will be 
responsible for compliance.

K 345 Fire Alarm System - Testing and Maintenance
CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance 
A fire alarm system is tested and maintained in 
accordance with an approved program complying 
with the requirements of NFPA 70, National 
Electric Code, and NFPA 72, National Fire Alarm 
and Signaling Code. Records of system 
acceptance, maintenance and testing are readily 
available.
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT  is not met as evidenced 
by:

K 345 3/4/22
SS=F

 Based on a review of available documentation 
and staff interview, the facility failed to test and 

 ¿ Facility was able to find 
documentation from our fire test vendor, 
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K 345 Continued From page 5 K 345
inspect smoke detectors throughout the facility 
per NFPA 101 (2012 edition), Life Safety Code, 
sections 9.6.1.3 and 9.6.1.5 and NFPA 72 (2010), 
National Fire Alarm and Signaling Code, sections 
14.4.5.3 through 14.4.5.3.4. This deficient finding 
could have a widespread impact on the residents 
within the facility.

Findings include:

On 02/08/2022| between 10:30 AM to 12:30 PM, 
during a review of the available documentation it 
was revealed that documentation could not be 
located showing that a smoke detector sensitivity 
test had occurred within the required time period. 
Last sensitivity test was dated 09/14/2018. 

An interview with the Maintenance Director 
verified this finding at the time of discovery.

Custom Alarm, for an annual sensitivity 
test conducted on 9/1/2021. These results 
have been added into the facility fire 
safety binder. 
¿ The Maintenance Director has been 
educated on the importance of obtaining 
sensitivity test results from our contracted 
vendor and keeping the information 
available in the facility�s fire and safety 
binder. 
¿ Audits for smoke detector sensitivity 
testing will be completed on a quarterly 
basis to ensure annual testing occurs and 
results are documented in the facility�s 
fire and safety binder. All findings will be 
brought to the facility�s next QAPI 
meeting for review and recommendation 
for continuance of monitoring.
¿ The Director of Maintenance will be 
responsible for compliance

K 353 Sprinkler System - Maintenance and Testing
CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance 
with NFPA 25, Standard for the Inspection, 
Testing, and Maintaining of Water-based Fire 
Protection Systems. Records of system design, 
maintenance, inspection and testing are 
maintained in a secure location and readily 
available. 
  a) Date sprinkler system last checked   
_____________________
  b) Who provided system test  
____________________________
  c) Water system supply source  
__________________________

K 353 3/4/22
SS=D
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K 353 Continued From page 6 K 353
Provide in REMARKS information on coverage for 
any non-required or partial automatic sprinkler 
system.
9.7.5, 9.7.7, 9.7.8, and NFPA 25
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed maintain the fire sprinkler system per 
NFPA 101 (2012 edition), Life Safety Code, 
section 9.7.5 and NFPA 25 (2011 edition), 
Standard for the Inspection, Testing, and 
Maintenance of Water-Based Fire Protection 
Systems, section 5.2.2.2. This deficient finding 
could have an isolated impact on the residents 
within the facility.

Findings include:

On 02/08/2022 between 10.30 AM to 12:30 PM, 
observation revealed cabling engaging the 
sprinkler system in the Boiler Room. The cabling 
was zip-tied to sprinkler system piping. 

An interview with the Maintenance Director 
verified this finding at the time of discovery.

 ¿ Cabling that was zip-tied to the 
sprinkler system piping was removed on 
2/25/2022
¿ Maintenance staff were educated on 
the need for the sprinkler system piping to 
remain clear and unobstructed by and 
cabling or other obtrusion.
¿ Audits for ensuring that the sprinkler 
system remains clear of obstruction or 
obtrusion will be completed weekly for 
four weeks, and monthly thereafter. All 
findings will be brought to the facility�s 
next QAPI meeting for review and 
recommendation for continuance of 
monitoring.
¿ The Director of Maintenance will be 
responsible for compliance.

K 712 Fire Drills
CFR(s): NFPA 101

Fire Drills 
Fire drills include the transmission of a fire alarm 
signal and simulation of emergency fire 
conditions. Fire drills are held at expected and 
unexpected times under varying conditions, at 
least quarterly on each shift. The staff is familiar 
with procedures and is aware that drills are part of 
established routine.  Where drills are conducted 
between 9:00 PM and 6:00 AM, a coded 
announcement may be used instead of audible 

K 712 3/4/22
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K 712 Continued From page 7 K 712
alarms. 
19.7.1.4 through 19.7.1.7
This REQUIREMENT  is not met as evidenced 
by:
 Based on a review of available documentation 
and staff interview, the facility failed to conduct 
fire drills per NFPA 101 (2012 edition), Life Safety 
Code, sections 19.7.1.6. These deficient finding 
could have a widespread impact on the residents 
within the facility.

Findings include:

1. On 02/08/2022| between 10:30 AM to 12:30 
PM, during a review of the available fire drill 
reports, it was revealed that there was no first 
quarter, second shift fire drill conducted.

2. On 02/08/2022| between 10:30 AM to 12:30 
PM, during a review of the available fire drill 
reports, it was revealed that there were no 
second and third quarter, third shift fire drills 
conducted.

An interview with the Maintenance Director 
verified this finding at the time of discovery.

 ¿ On 02/23/2022 a Q1 fire drill was 
completed on the PM shift. 
¿ A schedule for fire drills has been 
constructed for the remainder of the year, 
which includes conducting drills quarterly 
on each shift. 
¿ Maintenance and interdisciplinary 
team members were educated on the 
need for quarterly fire drills to be 
completed on each shift. 
¿ Audits for ensuring fire drills are 
completed quarterly on each shift will be 
completed monthly. All findings will be 
brought to the facility�s next QAPI 
meeting for review and recommendation 
for continuance of monitoring.
¿ The Director of Maintenance will be 
responsible for compliance.

K 761 Maintenance, Inspection & Testing - Doors
CFR(s): NFPA 101

Maintenance, Inspection & Testing - Doors 
Fire doors assemblies are inspected and tested 
annually in accordance with NFPA 80, Standard 
for Fire Doors and Other Opening Protectives.
Non-rated doors, including corridor doors to 
patient rooms and smoke barrier doors, are 
routinely inspected as part of the facility 
maintenance program.  
Individuals performing the door inspections and 

K 761 3/4/22
SS=F
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K 761 Continued From page 8 K 761
testing possess knowledge, training or experience 
that demonstrates ability. 
Written records of inspection and testing are 
maintained and are available for review.
19.7.6, 8.3.3.1 (LSC)
5.2, 5.2.3 (2010 NFPA 80)
This REQUIREMENT  is not met as evidenced 
by:
 Based on a review of available documentation 
and staff interview, the facility failed to test and 
inspect fire door assemblies per NFPA 101 (2012 
edition), Life Safety Code, section 8.3.3.1, and 
NFPA 80 (2010 edition), Standard for Fire Doors 
and Other Opening Protectives, section 5.2.1. 
This deficient finding could have a widespread 
impact on the residents within the facility.

Findings include:

On 02/08/2022| between 10:30 AM to 12:30 PM, 
a review of the available documentation revealed 
that no evidence could be provided to show that 
an annual fire door inspection and testing had 
occurred.

An interview with the Maintenance Director 
verified this finding at the time of discovery.

 ¿ On 02/23/2022 an annual inspection 
of all fire doors was completed, and all 
doors were fully operational.
¿ Maintenance staff were educated on 
the requirement for all fire doors to be 
inspected and tested annually. 
¿ Audits for fire door inspections will be 
completed monthly to ensure all doors are 
in compliance. All findings will be brought 
to the facility�s next QAPI meeting for 
review and recommendation for 
continuance of monitoring.
¿ The Director of Maintenance will be 
responsible for compliance.

K 916 Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System 
Alarm Annunciator
A remote annunciator that is storage battery 
powered is provided to operate outside of the 
generating room in a location readily observed by 
operating personnel. The annunciator is 
hard-wired to indicate alarm conditions of the 
emergency power source. A centralized computer 

K 916 3/15/22
SS=F
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system (e.g., building information system) is not 
to be substituted for the alarm annunciator.
6.4.1.1.17, 6.4.1.1.17.5 (NFPA 99)
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to install an essential electric system 
alarm annunciator per NFPA 99 (2012 edition), 
Health Care Facilities Code, section 6.4.1.1.17. 
This deficient finding could have a widespread 
impact on the residents within the facility.

Findings include:

On 02/08/2022| between 10:30 AM to 12:30 PM, 
observation revealed that a remote electric 
system alarm annunciator could not be located 
within the facility.

An interview with the Maintenance Director 
verified this finding at the time of discovery.

 Waiver being requested for this work.  
Waiver is attached in ePOC system.  
Completion date is not a set date refer to 
waiver.

K 918 Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System 
Maintenance and Testing
 The generator or other alternate power source 
and associated equipment is capable of supplying 
service within 10 seconds. If the 10-second 
criterion is not met during the monthly test, a 
process shall be provided to annually confirm this 
capability for the life safety and critical branches. 
Maintenance and testing of the generator and 
transfer switches are performed in accordance 
with NFPA 110. 
Generator sets are inspected weekly, exercised 
under load 30 minutes 12 times a year in 20-40 
day intervals, and exercised once every 36 

K 918 3/4/22
SS=F
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K 918 Continued From page 10 K 918
months for 4 continuous hours. Scheduled test 
under load conditions include a complete 
simulated cold start and automatic or manual 
transfer of all EES loads, and are conducted by 
competent personnel. Maintenance and testing of 
stored energy power sources (Type 3 EES) are in 
accordance with NFPA 111. Main and feeder 
circuit breakers are inspected annually, and a 
program for periodically exercising the 
components is established according to 
manufacturer requirements. Written records of 
maintenance and testing are maintained and 
readily available. EES electrical panels and 
circuits are marked, readily identifiable, and 
separate from normal power circuits. Minimizing 
the possibility of damage of the emergency power 
source is a design consideration for new 
installations. 
6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 
111, 700.10 (NFPA 70)
This REQUIREMENT  is not met as evidenced 
by:
 Based on a review of available documentation 
and staff interview, the facility failed to test and 
inspect  the emergency generator per NFPA 99 
(2012 edition), Health Care Facilities Code, 
section 6.4.4.1.1.3 and NFPA 110 (2010 edition), 
Standard for Emergency and Standby Power 
Systems, section 8.4.1. This deficient finding 
could have a widespread impact on the residents 
within the facility.

Findings include:

On 02/08/2022 between 10:30 AM to 12:30 PM, a 
review of the available documentation revealed 
that the generator had not been exercised under 
load for 30 minutes during the months of 
November and December, 2021 and January, 

 ¿ On 02/23/2022 the emergency 
generator was exercised under load for 30 
minutes. Monthly testing will be conducted 
for future months. 
¿ Maintenance will be educated on the 
requirement for generator testing on a 
monthly basis. 
¿ Audits for testing and inspecting the 
generator under load for 30 minutes will 
be completed monthly. All findings will be 
brought to the facility�s next QAPI 
meeting for review and recommendation 
for continuance of monitoring.
¿ The Director of Maintenance will be 
responsible for compliance.

FORM CMS-2567(02-99) Previous Versions Obsolete 3YDJ21Event ID: Facility ID: 00916 If continuation sheet Page  11 of 12



A. BUILDING 01 - MAIN BUILDING 01
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  03/08/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

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

245409 02/08/2022
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1875 19TH STREET NORTHWEST
EDENBROOK OF ROCHESTER ROCHESTER, MN  55901

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)

K 918 Continued From page 11 K 918
2022.

An interview with the Maintenance Director 
verified these findings at the time of discovery.
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Electronically delivered
February 14, 2022

Administrator
Edenbrook Of Rochester
1875 19th Street Northwest
Rochester, MN  55901

Re:        State Nursing Home Licensing Orders
 Event ID: 3YDJ11
   
Dear Administrator:

The above facility was surveyed on January 31, 2022 through February 3, 2022 for the purpose of
assessing compliance with Minnesota Department of Health Nursing Home Rules and Statutes.  At the
time of the survey, the survey team from the Minnesota Department of Health - Health Regulation
Division noted one or more violations of these rules or statutes that are issued in accordance with
Minn. Stat.     §   144.653 and/or Minn. Stat.   §   144A.10.  If, upon reinspection, it is found that the
deficiency or deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected
shall be assessed in accordance with a schedule of fines promulgated by rule and/or statute of the
Minnesota Department of Health.    

To assist in complying with the correction order(s), a “suggested method of correction” has been
added.  This provision is being suggested as one method that you can follow to correct the cited
deficiency.  Please remember that this provision is   only a suggestion and you are not required to follow
it.  Failure to follow the suggested method will not result in the issuance of a penalty assessment.  You
are reminded, however, that regardless of the method used, correction of the order within the
established time frame is required.  The “suggested method of correction” is for your information and
assistance only.    

You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14-01, available at
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html.  The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically.  The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software.  Tag numbers have been assigned to Minnesota state statutes/rules for
Nursing Homes.    

The assigned tag number appears in the far left column entitled "ID Prefix Tag."  The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and replaces the "To Comply" portion of the correction
order.  This column also includes the findings that are in violation of the state statute or rule after the
statement, "This MN Requirement is not met as evidenced by."  Following the surveyors findings are

   
P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s

    

An equal opportunity employer.



the Suggested Method of Correction and the Time Period For Correction.    

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S PLAN OF
CORRECTION."  THIS APPLIES TO FEDERAL DEFICIENCIES ONLY.  THIS WILL APPEAR ON EACH PAGE.     

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF MINNESOTA
STATE STATUTES/RULES.      

Although no plan of correction is necessary for State Statutes/Rules, please enter the word "corrected"
in the box available for text.  You must then indicate in the electronic State licensure process, under
the heading completion date, the date your orders will be corrected prior to electronically submitting
to the Minnesota Department of Health.  We urge you to review these orders carefully, item by item,
and if you find that any of the orders are not in accordance with your understanding at the time of the
exit conference following the survey, you should immediately contact:

KKaren Aldinger, Unit Supervisor
St. Cloud A District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
3333 Division Street, Suite 212
Saint Cloud, Minnesota 56301-4557   
Email: karen.aldinger@state.mn.us
Office: (651) 201-3794 Mobile: (320) 249-2805

You may request a hearing on any assessments that may result from non-compliance with these orders
provided that a written request is made to the Department within 15 days of receipt of a notice of
assessment for non-compliance.    

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.    

   
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification   
Minnesota Department of Health   
P.O. Box 64900
Saint Paul, Minnesota 55164-0970   
Phone: 651-201-4117   
Email: melissa.poepping@state.mn.us   

Edenbrook Of Rochester
February 14, 2022   
Page   2
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 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

You may request a hearing on any assessments 
that may result from non-compliance with these 
orders provided that a written request is made to 
the Department within 15 days of receipt of a 
notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

On 1/3/22 through 2/3/22, a licensing survey was 
conducted at your facility by surveyors from the 
Minnesota Department of Health (MDH). Your 
facility was found NOT in compliance with the MN 
State Licensure and the following correction 
orders are issued. Please indicate in your 
electronic plan of correction you have reviewed 

 

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

02/23/22Electronically Signed
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 2 000Continued From page 1 2 000

these orders and identify the date when they will 
be completed.  In addition, complaint 
investigations were completed. 

The following complaints were found to be 
substantiated with no deficiencies cited due to 
actions implemented by the facility prior to survey.
H5409104C/MN80488
H5409105C/MN80202
H5409109C/MN72703

The following complaints were found to be 
UNSUBSTANTIATED: 
H5409106C/MN79143
H5409107C/MN76266
H5409108C/MN75190
H5409110C/MN71280
H5409111C/MN70882
H5409112C/MN65322

Minnesota Department of Health is documenting 
the State Licensing Correction Orders using 
federal software. Tag numbers have been 
assigned to Minnesota state statutes/rules for 
Nursing Homes. The assigned tag number 
appears in the far left column entitled "ID Prefix 
Tag."  The state statute/rule out of compliance is 
listed in the "Summary Statement of Deficiencies" 
column and replaces the "To Comply" portion of 
the correction order. This column also includes 
the findings which are in violation of the state 
statute after the statement, "This Rule is not met 
as evidence by." Following the surveyors findings 
are the Suggested Method of Correction and 
Time period for Correction.

You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 

Minnesota Department of Health
If continuation sheet  2 of 206899STATE FORM 3YDJ11
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https://www.health.state.mn.us/facilities/regulatio
n/infobulletins/ib14_1.html The State licensing 
orders are delineated on the attached Minnesota 
Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 
State licensure process, under the heading 
completion date, the date your orders will be 
corrected prior to electronically submitting to the 
Minnesota Department of Health. 

PLEASE DISREGARD THE HEADING OF THE 
FOURTH COLUMN WHICH STATES, 
"PROVIDER'S PLAN OF CORRECTION."  THIS 
APPLIES TO FEDERAL DEFICIENCIES ONLY. 
THIS WILL APPEAR ON EACH PAGE.  THERE 
IS NO REQUIREMENT TO SUBMIT A PLAN OF 
CORRECTION FOR VIOLATIONS OF 
MINNESOTA STATE STATUTES/RULES.

 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 
Proper Nursing Care; General

Subpart 1.  Care in general.  A resident must 
receive nursing care and treatment, personal and 
custodial care, and supervision based on 
individual needs and preferences as identified in 
the comprehensive resident assessment and 
plan of  care as described in parts 4658.0400 and 
4658.0405.  A nursing home resident must be out 
of bed as much as possible unless  there is a 
written order from the attending physician that the 
resident must remain in bed or the resident 
prefers to remain in bed.  

 2 830 3/15/22

Minnesota Department of Health
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This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and document 
review, the facility failed to monitor the condition 
of  1 of 1 residents (R4) with lymphedema and 
failed to follow-up on orders provided for R4 to 
receive edema care.

Findings include:

R4's 5 day perspective payment system (PPS) 
Minimum Data Set (MDS) dated 1/17/21, 
included, cognitively intact, required extensive 
assistance for dressing, bathing and grooming 
and limited assistance of 1 person for wheel chair 
mobility, and had limited range of motion of left 
upper extremity. R4's diagnoses included, a 
malignant neoplasm of connective and soft tissue 
of left upper limb, including the shoulder. Edema 
was not marked on the MDS. 

During observation and interview on 1/31/22, at 
2:43 p.m. R4 was observed to have significant 
swelling of her left upper arm, with the area 
appearing to be nearly twice the size of her right 
arm. R4 had an ace wrap on her lower left arm 
that had slid down and was wrinkled, bunched 
and sloppy. R4 stated she wrapped the arm 
herself, but said a nurse would wrap it if she 
requested this. R4 also stated that therapy used 
to wrap it for her, but she was no longer in 
therapy and had to do the care herself. R4 stated 
she has had lymphedema for many years, but 
that her upper arm was now larger than it had 
ever been. 

During observation on 2/1/22, at 11:13 a.m. R4 
was in her room and stated her arm had not been 
wrapped yet today. 

Acknowledged 

Minnesota Department of Health
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R4's physician orders for February 2022 did not 
show an order to monitor edema or to wrap her 
left upper extremity.

R4's care plan did not contain information 
regarding her lymphedema or any directions for 
care or monitoring of this condition. 

A hand written form in R4's medical record 
indicated she had been seen 1/6/22, for left 
lymphedema consultation, and ordered 
recommendations were written for physical or 
occupation therapy (PT or OT) to wrap R4's left 
upper extremity fingers, hand and arm with short 
stretch wrap daily and leave in place for 23 hours 
per day and then rewrap.
 
A hospital discharge summary dated 1/19/22, 
indicated R4 had lymphedema for over twenty 
years.  

A daily skilled charting note dated 1/20/22, 
indicated R4 had edema of her left upper 
extremity. 

When interviewed on 2/1/22, at 11:38 a.m. 
occupational therapist (OT)-A stated she was not 
lymphedema certified but had wrapped R4's arm 
a few times. OT-A did not recall receiving an 
order for PT or OT to wrap R4's arm, and said 
she was also unaware that no orders had been 
provided to the nursing staff to provide edema 
care. OT-A stated that even if R4 wrapped her 
arm herself, the facility was responsible to make 
sure the wrap was in place and correctly applied. 

When interviewed on 2/3/22, at 9:46 a.m. 
licensed practical nurse (LPN)-C stated she was 
aware that one of R4's arms was, "very swollen," 

Minnesota Department of Health
If continuation sheet  5 of 206899STATE FORM 3YDJ11
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but she did not provide any treatment for the 
edema. LPN-C said she thought perhaps PT 
wrapped the arm, but she did not know. LPN-C 
was not able to describe any nursing 
interventions a nurse could take independently to 
provide care for edematous extremities and said 
she had been taught to go by orders, and since 
there were never any treatments orders for R4's 
edema she had not done anything. She did not 
recall R4 asking her to wrap her arm.  

On 2/3/22, at 11:25 a.m. the director of nursing 
(DON) stated R4's edema should be on her 
diagnosis list, and should have been listed on her 
care plan. DON stated nursing staff should be 
monitoring edema and note if it is a chronic 
condition, and monitor for changes, updating the 
medical provider as needed. DON stated edema 
monitoring and any orders to wrap an extremity 
should be listed on the medication or treatment 
administration order sheets so a nurse would be 
reminded to monitor the resident's condition. 
DON also said a nurse noting a resident with 
edema, but not seeing any orders for care should 
clarify this with the medical provider. DON 
confirmed that R4 had not had edema listed on 
her care plan, and also confirmed the order for 
lymphedema wraps from 1/6/22 had not been 
followed up on. 

A policy specific to edema care and monitoring 
was not provided, but a facility policy titled 
Resident Assessment and Examination dated 
8/1/15 indicated residents should be assessed for 
abnormalities in health states in order that the 
care team could implement interventions to 
address the concern. The policy indicated a body 
systems review, which included edema, was to 
be performed and any abnormalities reported to 
the physician. 

Minnesota Department of Health
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SUGGESTED METHOD OF CORRECTION:

The director of nursing (DON) or designee could 
audit orders for residents with fluid imbalance or 
lymphedema issues and ensure they are 
complete. DON or designee could ensure all 
nursing staff receive education on fluid balance 
issues, edema monitoring and documentation. 
Audits could be done to ensure compliance of 
proper nursing interventions, edema monitoring, 
and proper reporting. 

TIME PERIOD FOR CORRECTION: Twenty one 
(21) days.

 21426 MN St. Statute 144A.04 Subd. 3 Tuberculosis 
Prevention And Control

(a) A nursing home provider must establish and 
maintain a comprehensive tuberculosis
infection control program according to the most 
current tuberculosis infection control guidelines 
issued by the United States Centers for Disease 
Control and Prevention (CDC), Division of 
Tuberculosis Elimination, as published in CDC's 
Morbidity and Mortality Weekly Report (MMWR). 
This program must include a tuberculosis 
infection control plan that covers all paid and 
unpaid employees, contractors, students, 
residents, and volunteers. The Department of 
Health shall provide technical assistance 
regarding implementation of the guidelines.

(b) Written compliance with this subdivision must 
be maintained by the nursing home.

 21426 3/15/22

Minnesota Department of Health
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This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to follow their tuberculosis 
prevention plan and standards of practice when 4 
of 6 residents (R4, R22, R39, and R45) were not 
properly screened for tuberculosis (TB) upon 
admission to the facility, and 6 of 6 employees 
(NA-C, NA-D, DP-A, DP-B, RN-B and EM-A) 
were not properly screened for TB when hired. 
This had the potential to affect all 44 residents 
and staff in the facility. 

Findings include:

The facility policy titled Tuberculosis Surveillance 
and Control, last revised 5/25/21, indicated the 
following guidelines were to be followed for 
residents:

1. All residents new to long-term care or 
assisted living facility who do not have 
documentation of a previous skin test reaction 
>10 mm or a history of adequate treatment of 
tuberculosis infection or disease, previous 
documented negative interferon gamma release 
assay (IGR) blood test within past 90 days, or 
tuberculin skin test (TST) within past 90 days 
shall have the initial test of a Mantoux PPD 
[purified protein derivative] two -step skin test to 
rule out tuberculosis within 72 hours of 
admission.

2. If the initial result is 0-9 mm, the second 
test, which can be given after admission, should 
be given at least on week and no more than three 
weeks after the first test.
In addition, the policy indicated, "it is important to 
also perform an evaluation to determine if signs 

Acknowledged 
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or symptoms of tuberculosis (unexplained weight 
loss, fever, persistent cough) are present. Once 
tuberculosis disease is ruled out, it is important to 
record the results of the skin test in millimeters 
(mm), in a prominent place ..."
The policy guidelines for employees were:

1. Initial Examination. Provide a tuberculin 
skin test (Mantoux, 5 tuberculin units (TU) of 
purified protein derivative (PPD) to all employees 
during pre-employment procedures, unless a 
previous reaction >10 mm is documented. If the 
initial skin test result is 0-9 mm, a second test 
should be given at least one week and no more 
than three weeks after the first test.

4. Repeat Chest X-ray. After the initial 
evaluation of persons with skin test reaction >10 
mm, routine repeated chest x-rays are not 
recommended. They are not a substitute for 
infection treatment nor vigilance for signs and 
symptoms of tuberculin disease. An annual sign 
and symptom review should be documented in 
their record. 

R4 had a TB symptom screening completed upon 
admission, 10/19/21, and the medical record 
showed an initial "step 1" TST (tuberculin skin 
test) was performed at that time. The results were 
recorded two days later as negative, "0 mm"; 
however, no second step TST was recorded as 
having been done. 

R22 had a TB symptom screening completed 
upon admission, 12/20/21, and the medical 
record showed an initial, "step 1" TST was 
performed at that time. The results were recorded 
as negative two days later without any 
corresponding measurement in millimeters, but 
no second step TST was recorded as having 
been done. 

Minnesota Department of Health
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R39 had a TB symptom screening completed 
upon admission, 5/14/21, and R45's medical 
record showed a step 1 TST was performed on 
the same day, but no results were documented. A 
step 2 TST was performed 14 days later, and 
documented as negative and 0 mm, two days 
later. 

R45 had a TB symptom screening completed 
upon admission, 12/22/21, but R45's medical 
record did not show a step 1 TST was performed 
within 72 hours of admission. A single TB TST 
was performed 14 days after admission and 
marked as "step 2." R45's medication 
administration record (MAR) indicated the results 
were read two days later and were documented 
as "negative" without any corresponding 
measurement in millimeters. 

A nursing assistant (NA)-C provided the facility a 
copy of a chest X-ray TB screening done 19 
months (5/4/20) prior to being hired by the facility, 
12/13/21; however, the facility failed to screen 
NA-C at the time of hire for any signs or 
symptoms of tuberculosis. 

NA-D completed a TB screening tool upon hire, 
10/27/21, and a step 1 TST test was given on the 
same day plus recorded as negative with 0 mm 
induration two days later. A second step TST was 
not documented as having been performed. 

A dietary personnel (DP)-A, completed a TB 
screening tool upon hire, 12/6/21, and a step 1 
TST was given on the same day. No results of 
the test were recorded, and no step 2 TST was 
documented as having been performed. 

DP-B completed a TB screening tool upon hire, 
11/23/21, and a step 1 TST test was given on the 
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same day plus recorded as negative with 0.0 mm 
induration two days later. A second step TST was 
not documented as having been performed. 

A registered nurse (RN)-B, completed a TB 
screening tool upon hire, 1/5/22, and a step 1 
TST was given on the same day. No results of 
the test were recorded, and no step 2 TST was 
documented as having been performed.

On 2/3/22, at approximately 11:30 a.m.,an 
employee (EM)-A, stated the facility must have 
lost his TB screening from when he was hired, 
10/11/21. EM-A presented a TB screening form 
that was completed, but dated as 2/4/22, and the 
form showed EM-A had just received a step 1 
TST on 2/3/22 at 10:58 a.m.

During an interview 2/3/22, 2:26 p.m. the director 
of nursing (DON) stated she was new to the 
facility, but she expected to be the one in charge 
of the TB program. DON stated she had been 
reaching out to nurses who had documented 
results for residents as only "negative" to see if 
they could recall the mm of induration. DON  
stated it was her expectation that TB be given as 
written, and results recorded to include the mm 
induration as indicated in the MAR. DON stated 
employees should be screened and tested upon 
hire.   

SUGGESTED METHOD OF CORRECTION:

The director of nursing (DON) or designee could 
audit resident and employee files for incomplete 
TB testing and ensure the testing gets done. 
DON or designee could provide training to all staff 
related to TB, TB testing and documentation and 
follow the training with further audits to ensure 
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compliance with facility plan. 

TIME PERIOD FOR CORRECTION: Twenty one 
(21) days.

 21545 MN Rule 4658.1320 A.B.C Medication Errors

A nursing home must ensure that: 
      A.  Its medication error rate is less than five 
percent as described in the Interpretive 
Guidelines for Code of  Federal Regulations, title 
42, section 483.25 (m), found in Appendix P of 
the State Operations Manual, Guidance to 
Surveyors for Long-Term Care Facilities, which is 
incorporated by reference in part 4658.1315.  For 
purposes of this part, a  medication error means: 
        (1) a discrepancy between what was 
prescribed and what medications are actually 
administered to residents in the nursing home; or 
        (2) the administration of expired 
medications. 
      B.  It is free of any significant medication 
error.  A significant medication error is: 
           (1) an error which causes the resident 
discomfort or jeopardizes the resident's health or 
safety; or 
           (2) medication from a category that usually 
requires the medication in the resident's blood to 
be titrated to a specific blood level and a single 
medication error could alter that level and 
precipitate a reoccurrence of symptoms or 
toxicity. All medications are administered as 
prescribed.   An incident report or medication 
error report must be filed for any medication error 
that occurs.  Any significant medication errors or 
resident reactions must be reported to the 
physician or the physician's designee and the 
resident or the resident's legal guardian or 
designated representative and an explanation  

 21545 3/15/22

Minnesota Department of Health
If continuation sheet  12 of 206899STATE FORM 3YDJ11



A. BUILDING: ______________________
(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/18/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00916 02/03/2022
C

NAME OF PROVIDER OR SUPPLIER

EDENBROOK OF ROCHESTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1875 19TH STREET NORTHWEST
ROCHESTER, MN  55901

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21545Continued From page 12 21545

must be made in the resident's clinical record. 
      C.  All medications are administered as 
prescribed.  An incident report or medication error 
report must be filed for any medication error that 
occurs.  Any significant medication errors or 
resident reactions must be reported to the 
physician or the physician's designee and the 
resident or the resident's legal guardian or 
designated representative and an explanation 
must be made in the resident's clinical record.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, facility failed to ensure medications were 
passed without an error rate of 5% or less when 
improper injection technique was used for 2 of 3 
residents (R44, R35) who received insulin. R44 
received 2 doses, and R35 received one, and the 
improper injection technique had the potential to 
result in the wrong dose of insulin being injected 
in all three cases. 

Findings include:

According to a Minimum Data Set (MDS) 
significant change assessment dated 1/14/22, 
R44 scored 15/15 on a cognitive assessment 
indicating she was cognitively intact. The MDS 
indicated R44 had a diagnosis of Diabetes 
Mellitus and received insulin injections. 

According to an MDS quarterly review dated 
1/25/22, R35 scored 3/15 on a cognitive 
assessment indicating severe cognitive 
impairments. The MDS indicated R35 had a 
diagnosis of Diabetes Mellitus and received 
insulin injections. 

Acknowledged 
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On 2/1/22, 9:15 a.m. a registered nurses (RN)-C 
was observed to prepare two insulin "flex-pens" 
for R44's ordered breakfast insulin (a flex pen 
contains the vial of insulin inside the pen, and has 
a mechanism where the dose to be administered 
is set on a dial at the top of the pen, and only that 
amount can then be injected). R44 was to receive 
7 units of Aspart insulin (a rapid acting insulin) 
twice daily with meals, and 32 units of Tresiba 
insulin (a long acting insulin)  once each morning. 
RN-C performed hand hygiene, cleansed the top 
of the flex-pen with an alcohol wipe and attached 
a needle. RN-C then set the dial for each insulin 
to match the ordered dose in the medication 
administration record (MAR). RN-C failed to 
prime the needle (setting the flex-pen dial to 2 
units and injecting that into the needle prior to 
setting the dose). RN-C ascertained R44's 
morning blood sugar and proceeded to R44's 
room. RN-C applied gloves, cleansed a spot on 
R44's abdomen where she injection the Aspart, 
and held the needle in place for 10 seconds and 
then gave the Tesiba, also on the right side of the 
abdomen in the same manner. RN-C stated she 
had received training in how to properly use a 
flex-pen when she was hired. 

On 2/2/22, 8:24 a.m. a licensed practical nurse 
(LPN)-B was observed in preparation of R35's 
Aspart insulin dose, 26 units to be injected with 
her morning meal. LPN-B performed hand 
hygiene, retrieved R35's insulin flex pen from the 
medication cart, wiped the top and dialed the 
dose to match the physician ordered dose listed 
in the MAR. LPN-B then carried the flex-pen and 
a needle to R35's room where she attached the 
needle to the flex-pen. LPN-B then observed 
R35's abdomen to find a spot that was not 
bruised, cleansed the area and gently inserted 
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the flex-pen needle into the flesh, and injected the 
dose. After about 2 seconds, and not more than 3 
seconds she removed the needle from the 
abdomen, carried it to the medication cart to 
dispose of the needle, and performed hand 
hygiene. LPN-B stated she had received training 
on how to use an insulin flex-pen "a long time 
ago," but did not recall learning that the needle 
should be primed before setting the insulin dose. 
LPN-B was aware that the needle was supposed 
to remain in the tissue for "awhile" after injection, 
but said, "I usually just hold it until ...I don't know." 
LPN-B stated she thought she had left the needle 
in place for five seconds. 

At 2/2/22, 8:40 a.m. the director of nursing (DON) 
stated the correct procedure when using an 
insulin flex-pen is to place the needle on the pen 
and to prime it with two units of insulin. After 
priming the pen, the nurse should check the order 
for the correct dose and set the dial to match the 
order. DON stated the needle should be inserted 
straight into the subcutaneous tissue before 
injecting the dose. After injection the needle 
should be removed and discarded and the pen 
re-capped.   

According to a facility procedure titled Insulin 
Administration with Pen Device, not dated, the 
proper procedure included, "remove the pen cap, 
wipe the pen tip with an alcohol wipe, remove the 
protective seal from a new needle, screw the 
needle in place, dial a dose of 2 units to prime the 
pen, hold the pen with needle pointing straight up 
and tap lightly so the bubbles will rise to the top. 
Press the injection button all the way in and check 
to see that the insulin comes out of the needle (if 
no insulin comes out, repeat the test. If insulin still 
does not come out, get a new needle.) Check the 
order for the correct dose. Select the correct dose 
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and dial until the number shows in the window." 
When administering insulin, the procedure 
included, "Keep the pen straight and insert the 
needle into the skin. Using your thumb, press the 
injection button all the way down, when the 
number in the window returns to '0,' slowly count 
to 10 before removing the needle." 

SUGGESTED METHOD OF CORRECTION:

The Director of Nursing (DON) or designee could 
review and educate nursing staff on the correct 
use of insulin pens. DON or designee could audit 
administration of insulin by nursing staff to ensure 
procedures are implemented as written. 

TIME PERIOD FOR CORRECTION: Twenty one 
(21) days.

 21880 MN St. Statute 144.651 Subd. 20 Patients & 
Residents of HC Fac.Bill of Rights

Subd. 20.    Grievances.  Patients and residents 
shall be encouraged and assisted, throughout 
their stay in a facility or their course of treatment, 
to understand and exercise their  rights as 
patients, residents, and citizens.  Patients and 
residents may voice grievances and recommend 
changes in policies and services to facility staff 
and others of their choice, free  from restraint, 
interference, coercion, discrimination, or reprisal, 
including threat of discharge.  Notice of the 
grievance procedure of the facility or program, as 
well as addresses and telephone numbers for the 
Office of Health  Facility Complaints and the area 
nursing home ombudsman pursuant to the Older 
Americans Act, section 307(a)(12) shall be 
posted in a conspicuous place.  

 21880 3/15/22
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    Every acute care inpatient facility, every 
residential  program as defined in section 
253C.01, every nonacute care facility, and every 
facility employing more than two people that  
provides outpatient mental health services shall 
have a written  internal grievance procedure that, 
at a minimum, sets forth the  process to be 
followed; specifies time limits, including time 
limits for facility response; provides for the patient 
or  resident to have the assistance of an 
advocate; requires a written response to written 
grievances; and provides for a timely decision by 
an impartial decision maker if the grievance is not 
otherwise resolved.  Compliance by hospitals, 
residential  programs as defined in section 
253C.01 which are hospital-based primary 
treatment programs, and outpatient surgery 
centers with section 144.691 and compliance by 
health maintenance organizations with section 
62D.11 is deemed to be compliance with the 
requirement for a written internal grievance 
procedure.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and document 
review, the facility failed to follow its grievance 
policy for 1 of 1 residents (R21) reviewed for 
missing personal items. 

Findings include:

R21's quarterly Minimum Data Set (MDS) dated 
12/24/21, included cognitively intact. 

When interviewed on 1/31/22, at 12:18 p.m. R21 
stated she had been missing a shirt and several 

Acknowledged 
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other items of clothing for over two and a half 
weeks. R21 stated, she felt as though she had 
reported it to everyone in laundry services, but did 
not feel as though anything was being done. At 
that time, a housekeeper (HK)-B entered the 
room, and R21 was observed to repeat her report 
of missing items to HK-B. HK-B said, "yeah, 
maybe someone put it in the wrong closet." R21 
asked HK-B if they couldn't look in other resident 
closets as she was sure she had seen her gray 
Vikings shirt on a rack going down the hall at 
some time. HK-B stated, "I guess I could make a 
suggestion to my supervisor." 

When interviewed on 2/1/22, at 10:42 a.m. HK-A 
stated HK-B had told her about R21's concern of 
missing clothing on 1/31/22. HK-A recalled she 
had received an undated, unsigned note 
providing a description of the missing items, but it 
had just been laying on the desk and she was 
unsure for how long. HK-A stated that after HK-B 
told her about the missing clothing on 1/31/22, 
she had looked in the lost and found, and then 
told R21, "in a couple days I will look in the 
closets." HK-A stated she had not filled out any 
report or grievance.

When interviewed on 2/1/22, at 10:42 a.m. the 
environmental services director (ESD) stated a 
grievance form should have been filled out and 
given it to the facility social worker (SW). ESD 
stated the proper procedure for missing items 
was for the person receiving the report to fill out 
the grievance form, hand it to the SW who would 
take note, then bring to ESD. The ESD would 
initiate a search for any missing items and 
complete the grievance form with the findings of 
their investigation, and return it to the SW. ESD 
stated any resident or staff could get a grievance 
form from the nurses station or from the SW. 
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ESD stated there had been plenty of training to 
staff about the process.

On 2/01/22, 10:59 a.m. a grievance form related 
to R21's missing items was observed laying on 
the SW's desk. The SW stated,  "I got the 
grievance sheet about two minutes before you 
walked in the door. [The ESD] filled it out after 
talking to the surveyor." SW stated an 
expectation for staff to fill out a grievance form at 
the time any resident should have a concern such 
as missing personal items. 

According to a facility policy titled 
Grievance/Concern last revised 1/14/22: 

1. Facility will make prompt efforts to resolve 
all grievances.

2. Facility will provide this policy and form to 
residents and have them readily available in 
common areas of the facility, areas may 
include facility entrance, reception desk, nurses' 
station, etc.

3. Facility staff will immediately report all 
alleged violations

8. Facility will use the information gathered in 
a grievance investigation to prevent further 
potential violations of any resident rights.

SUGGESTED METHOD OF CORRECTION:

Facility administrator or social service designee 
could ensure all staff receive training in the facility 
grievance procedure, and the procedure could be 
reviewed at resident council meetings. 
Additionally,  a reminder  regarding how the forms 
are readily available could be sent out to 
residents and/or family. Administrator or social 
service designee could initiate audits of 
grievances to ensure that the policy and 
procedure have been fully implemented. 
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21880Continued From page 19 21880

TIME PERIOD FOR CORRECTION: Twenty one 
(21) days.
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