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Electronically Submitted

October 22, 2018

Administrator

Truman Senior Living

400 North 4th Avenue East

Truman, MN  56088

RE: Project Number S5346029

Dear Administrator:

On September 11, 2018, we informed you that we would recommend enforcement remedies based

on the deficiencies cited by this Department for a standard survey. This survey found the most

serious deficiencies to be widespread deficiencies that constituted no actual harm with potential for

more than minimal harm that was not immediate jeopardy (Level F) whereby corrections were

required.

On October 5, 2018, the Minnesota Departments of Health and Public Safety completed revisits to

verify that your facility had achieved and maintained compliance with federal certification

deficiencies issued pursuant to a survey, completed on August 23, 2018.  We presumed, based on

your plan of correction, that your facility had corrected these deficiencies as of October 2, 2018.   

Based on our visit, we have determined that your facility has not obtained substantial compliance

with the deficiencies issued pursuant to our PCR, completed on October 5, 2018.  The deficiencies not

corrected are as follows:

F880 -- S/S: F -- 483.80(a)(1)(2)(4)(e)(f) -- Infection Prevention & Control

In addition, at the time of this revisit, we identified the following deficiencies:

F583 -- S/S: E -- 483.10(h)(1)-(3)(i)(ii) -- Personal Privacy/confidentiality Of Records

F695 -- S/S: J -- 483.25(i) -- Respiratory/tracheostomy Care And Suctioning

 F726 -- S/S: F -- 483.35(a)(3)(4)(c) -- Competent Nursing Staff

Your facility was not in substantial compliance with the participation requirements and the

conditions in your facility constituted   both substandard quality of care and immediate jeopardy to

resident health or safety.  This survey found the most serious deficiencies in your facility to be

isolated deficiencies that constituted immediate jeopardy (Level J) whereby corrections were

required.  The Statement of Deficiencies (CMS-2567) is being electronically delivered.    

   

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.



This letter provides important information regarding your response to these deficiencies and    

   

 addresses the following issues:

Removal of Immediate Jeopardy - date the Minnesota Department of Health verified that

the conditions resulting in our notification of immediate jeopardy have been removed;

No Opportunity to Correct - the facility will have remedies imposed immediately after a

determination of noncompliance has been made;

Remedies - the type of remedies that will be imposed with the authorization of the Centers

for Medicare and Medicaid Services (CMS);   

Substandard Quality of Care - means one or more deficiencies related to participation

requirements under 42 CFR § 483.13, resident behavior and facility practices, 42 CFR §

483.15, quality of life, or 42 CFR § 483.25, quality of care that constitute either immediate

jeopardy to resident health or safety; a pattern of or widespread actual harm that is not

immediate jeopardy; or a widespread potential  for more than minimal harm, but less than

immediate jeopardy, with no actual harm;

   Appeal Rights - the facility rights to appeal imposed remedies;

Electronic Plan of Correction - when a plan of correction will be due and the information to

be contained in that document;   

Potential Consequences - the consequences of not attaining substantial compliance 6

months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute

the attached deficiencies.   

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.

REMOVAL OF IMMEDIATE JEOPARDY

We also verified, on October 4, 2018, that the conditions resulting in our notification of immediate

jeopardy have been removed.  Therefore, we will notify the CMS Region V Office that the

recommended remedy of termination of your facility’s Medicare and Medicaid provider agreement

not be imposed.

DEPARTMENT CONTACT

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

Holly Kranz, Unit Supervisor

Mankato District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

12 Civic Center Plaza, Suite #2105

Mankato, MN  56001

Email: holly.kranz@state.mn.us

Phone: (507) 344-2742   

Fax: (507) 344-2723

NO OPPORTUNITY TO CORRECT   - REMEDIES

CMS policy requires that facilities will not be given an opportunity to correct before remedies will be

imposed when immediate jeopardy has been identified.  Your facility meets this criterion.  Therefore,

this Department is imposing the following remedy:

• State Monitoring effective October 27, 2018.  (42 CFR 488.422)

Also, As a result of the revisit findings that your facility was not in substantial compliance, this

Department imposed the following remedies:

• Mandatory Denial of Payment for New Medicare and Medicaid Admissions effective

November 23, 2018. (42 CFR 488.417 (b))

In addition, the Department recommended the enforcement remedy listed below to the CMS Region

V Office for imposition:

• Civil Money Penalty.  (42 CFR 488.430 through 488.444)

The CMS Region V Office will notify you of their determination regarding our recommendations and

your appeal rights.

SUBSTANDARD QUALITY OF CARE

Your facility's deficiencies with §483.13, Resident Behavior and Facility Practices regulations, §483.15,

Quality of Life and §483.25, Quality of Care has been determined to constitute substandard quality of

care as defined at §488.301.  Sections 1819(g)(5)(C) and 1919(g)(5)(C) of the Social Security Act and

42 CFR 488.325(h) require that the attending physician of each resident who was found to have

received substandard quality of care, as well as the State board responsible for licensing the facility's

administrator, be notified of the substandard quality of care.    If you have not already provided the

following information, you are required to provide to this agency within ten working days of your   
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receipt of this letter the name and address of the attending physician of each resident found to have

received substandard quality of care.

Please note that, in accordance with 42 CFR 488.325(g), your failure to provide this information

timely will result in termination of participation in the Medicare and/or Medicaid program(s) or

imposition of alternative remedies.

Federal law, as specified in the Act at Sections 1819(f)(2)(B) and 1919(f)(2)(B), prohibits approval of   

nurse assistant training programs offered by, or in, a facility which, within the previous two years, has

been subject to an extended or partial extended survey as a result of a finding of substandard quality

of care.  Therefore, Truman Senior Living is prohibited from offering or conducting a Nurse Assistant

Training / Competency Evaluation Programs (NATCEP) or Competency Evaluation Programs for two

years effective October 5, 2018.  This prohibition remains in effect for the specified period even

though substantial compliance is attained.  Under Public Law 105-15 (H. R. 968), you may request a

waiver of this prohibition if certain criteria are met.  Please contact the Nursing Assistant Registry at

(800) 397-6124 for specific information regarding a waiver for these programs from this Department.

APPEAL RIGHTS

Pursuant to the Federal regulations at 42 CFR Sections 498.3(b)(13)(2) and 498.3(b)(15), a finding of

substandard quality of care that leads to the loss of approval by a Skilled Nursing Facility (SNF) of its

NATCEP is an initial determination.  In accordance with 42 CFR part 489 a provider dissatisfied with

an initial determination is entitled to an appeal.  If you disagree with the findings of substandard

quality of care which resulted in the conduct of an extended survey and the subsequent loss of

approval to conduct or be a site for a NATCEP, you or your legal representative may request a hearing

before an administrative law judge of the Department of Health and Human Services, Department

Appeals Board.  Procedures governing this process are set out in Federal regulations at 42 CFR

Section 498.40, et. Seq.

A written request for a hearing must be filed no later than 60 days from the date of receipt of this

letter.  Such a request may be made to the Centers for Medicare and Medicaid Services (formerly

Health Care Financing Administration) at the following address:

   Department of Health and Human Services

   Departmental Appeals Board, MS 6132

   Civil Remedies Division

   Attention: Karen R. Robinson, Director

   330 Independence Avenue, SW

   Cohen Building, Room G-644

   Washington, DC 20201

A request for a hearing should identify the specific issues and the findings of fact and conclusions of

law with which you disagree.  It should also specify the basis for contending that the findings and

conclusions are incorrect.  You do not need to submit records or other documents with your hearing   
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request.  The Departmental Appeals Board (DAB) will issue instructions regarding the proper

submittal of documents for the hearing.  The DAB will also set the location for the hearing, which is

likely to be in Minnesota or in Chicago, Illinois.  You may be represented by counsel at a hearing at

your own expense.

ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within   ten calendar days of your receipt of this

letter.  Your ePoC must:

-   Address how corrective action will be accomplished for those residents found to have

been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be

affected by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that

the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions   

  are sustained.  The facility must develop a plan for ensuring that correction is achieved

  and sustained.  This plan must be implemented, and the corrective action evaluated   

  for its effectiveness.  The plan of correction is integrated into the quality assurance   

  system;

 - Include dates when corrective action will be completed.  The corrective action

completion dates must be acceptable to the State.  If the plan of correction is

unacceptable for any reason, the State will notify the facility.  If the plan of correction

is acceptable, the State will notify the facility.  Facilities should be cautioned that they

are ultimately accountable for their own compliance, and that responsibility is not

alleviated in cases where notification about the acceptability of their plan of correction

is not made timely.  The plan of correction will serve as the facility’s allegation of

compliance; and,

   

 - Submit electronically to acknowledge your receipt of the electronic 2567, your review

and your ePoC submission.

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 remedy be imposed:

• Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable ePoC could also result in the termination of your facility’s Medicare

and/or Medicaid agreement.

Truman Senior Living
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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 PoC 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 their respective deficiencies (if any) is

acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a revisit of your facility will be conducted to verify that

substantial compliance with the regulations has been attained. The revisit will occur after the date

you identified that compliance was achieved in your plan of correction.

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

Medicaid program(s) will be continued and we will recommend that the remedies imposed be

discontinued effective the date of the on-site verification.  Compliance is certified as of the latest

correction date on the approved ePoC, unless it is determined that either correction actually

occurred between the latest correction date on the ePoC and the date of the first revisit, or

correction occurred sooner than the latest correction date on the ePoC.

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

DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by November 23, 2018 (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).  This mandatory denial of

payments will be based on the failure to comply with deficiencies originally contained in the

Statement of Deficiencies, upon the identification of new deficiencies at the time of the revisit, or if

deficiencies have been issued as the result of a complaint visit or other survey conducted after the

original statement of deficiencies was issued.  This mandatory denial of payment is in addition to any

remedies that may still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human

Services that your provider agreement be terminated by February 23, 2019 (six months after the

identification of noncompliance) if your facility does not achieve substantial compliance.  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.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through   
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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:

http://www.health.state.mn.us/divs/fpc/profinfo/ltc/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 plan of correction. A copy of the Department’s informal

dispute resolution policies are posted on the MDH Information Bulletin website at:

http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

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.            

Feel free to contact me if you have questions.

Sincerely,   

   

Kamala Fiske-Downing

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

Telephone: (651) 201-4112  Fax: (651) 215-9697

Email:   Kamala.Fiske-Downing@state.mn.us

cc: Licensing and Certification File    
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{F 000} INITIAL COMMENTS {F 000}

 An onsite post-certification revisit was completed 
on 10/03/18 through 10/5/18, to determine the 
status of Federal deficiencies issued during a 
recertification survey exited on 8/23/18. The 
facility was found to have NOT corrected all 
deficiencies issued and additional deficiencies 
were identified. As a result, the facility has not 
achieved full compliance with requirements of 42 
CFR Part 483, Subpart B, and Requirements for 
Long Term Care Facilities. The findings are 
delineated in this document. 

An Immediate Jeopardy (IJ) at 695 was also 
identified, which began on 9/26/18, and was 
identified on 10/3/18 when it was determined the 
facility failed to:
(1) Ensure a resident had appropriately working 
respiratory equipment potentially failed,
(2) Ensure facility staff were trained in the use of 
the critical respiratory equipment,
(3) Perform critical nursing assessments in the 
presence of life-threatening abnormal oxygen 
blood levels and level of conscious changes. 

The IJ was removed on 10/4/18 at 7:15 p.m, 
when the facility implemented staff training and 
education, revised policies and procedures and 
put guidelines for monitoring of oxygen levels in 
place to remove the immediacy, however, 
non-compliance remained at the lower scope and 
severity level of G, which indicated actual harm 
that is not immediate jeopardy.

An extended survey was conducted by the 
Minnesota Department of Health on 10/04/18.

Because you are enrolled in ePOC, your 

 

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

10/29/2018Electronically 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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signature is not required at the bottom of the first 
page of the CMS-2567 form. Your electronic 
submission of the POC will be used as 
verification of compliance.

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

F 583

SS=E

Personal Privacy/Confidentiality of Records
CFR(s): 483.10(h)(1)-(3)(i)(ii)

§483.10(h) Privacy and Confidentiality. 
The resident has a right to personal privacy and 
confidentiality of his or her personal and medical 
records.

§483.10(h)(l) Personal privacy includes 
accommodations, medical treatment, written and 
telephone communications, personal care, visits, 
and meetings of family and resident groups, but 
this does not require the facility to provide a 
private room for each resident.

§483.10(h)(2) The facility must respect the 
residents right to personal privacy, including the 
right to privacy in his or her oral (that is, spoken), 
written, and electronic communications, including 
the right to send and promptly receive unopened 
mail and other letters, packages and other 
materials delivered to the facility for the resident, 
including those delivered through a means other 
than a postal service.

§483.10(h)(3) The resident has a right to secure 
and confidential personal and medical records.
(i) The resident has the right to refuse the release 

F 583 10/25/18
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of personal and medical records except as 
provided at §483.70(i)(2) or other applicable 
federal or state laws.
(ii) The facility must allow representatives of the 
Office of the State Long-Term Care Ombudsman 
to examine a resident's medical, social, and 
administrative records in accordance with State 
law.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and interview, the facility 
failed to ensure 7 of 39 residents (R23, R400, 
R401, R402, R403, R404, R405 and R406) had 
medical exams performed in the privacy of their 
rooms rather than in a public space.

Findings include:

During observation on 10/5/18 at 8:45 a.m., and 
again at 9:35 a.m. and 9:55 a.m., the medical 
director was observed to examine residents at the 
nurses' station:

Registered nurse (RN)-A confirmed R404 was the 
resident observed to be examined at 9:35 a.m. 
RN-A confirmed R23 was the resident examined 
at 9:55 a.m. 
RN-A also said R400, R401, R402, R403, R405 
and R406 had been examined at the nursing 
station. 

When observed, the medical director, 
accompanied by the facility's Minimum Data Set 
(MDS) assessment nurse,  listened to lung 
sounds, examined a patient's legs, interviewed 
the residents about their eating and bowel habits, 
and discussed other private information. 

During observation on 10/5/18, at 10:12 a.m. the 

 The corrective action taken for R23, 
R400, R401, R402, R403, R404, R405 
and R406 was accomplished by creating a 
policy requiring all providers to perform 
medical exams in the privacy of the 
resident room or in the examination room. 
Education was provided to all of the 
providers regarding this policy change on 
10/23/2018.

The facility identified that all residents 
have the right to have medical exams, 
assessments, lab draws, and treatments 
performed in the privacy of their rooms 
rather than in a public area.

The measures that were put into place- 
The facility implemented the Resident 
Examinations, Treatments, Lab Draws, 
and Assessments policy. A designated 
examination room was developed on Blue 
Bell Wing to accommodate resident 
examinations, assessments, lab draws, 
and treatments. All providers were 
verbally notified when on site and all 
participating providers were educated and 
contacted 10/23/2018 by fax regarding our 
change in policy and procedure effective 
immediately.
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director of nursing (DON) was observed to walk 
by the nurses' station while the medical director's 
examinations were in progress but did not 
intervene.

During interview on 10/5/18, at 10:15 a.m. the 
DON confirmed she was aware of the medical 
director's practice of observing patients at the 
nurses' station. The DON also stated residents 
could have been taken to their rooms, or the 
facility had other empty rooms available to use for 
medical exams. The DON stated she was unsure 
why staff had not taken the residents to their own 
rooms, or a vacant room so the medical director 
could conduct their exams in private.  

During interview with the director of operations 
(DOO) on 10/5/18 at 10:50 a.m., the DOO stated 
she had not observed the medical director 
performing examinations in public at the nurses 
station. The DOO said her expectation was for 
residents to see their physicians in a private area. 
The DOO said the DON should have intervened 
when she saw the medical director examining 
residents at the nurses' station.

Although requested, no policy related to privacy 
during physician exams at the facility was 
provided during the survey.

The facility will monitor it performance by 
completing weekly audits.  Audits will 
continue for 2 months or until 12/26/2018.

This plan of correction was reported to the 
QAA on 10/31/2018.
The corrective action was completed on 
10/25/2018.

F 695

SS=J

Respiratory/Tracheostomy Care and Suctioning
CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including 
tracheostomy care and tracheal suctioning.  
The facility must ensure that a resident who 
needs respiratory care, including tracheostomy 
care and tracheal suctioning, is provided such 
care, consistent with professional standards of 

F 695 11/16/18
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practice, the comprehensive person-centered 
care plan, the residents' goals and preferences, 
and 483.65 of this subpart.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure staff appropriately 
monitored, assessed and intervened, for 1 of 2 
residents (R25) reviewed for respiratory care, 
who displayed significantly reduced oxygen 
saturations with a decline in physical condition 
requiring emergency care.  The facility's lack of 
assessment, staff education and failure to 
implement appropriate interventions, resulted in 
an Immediate Jeopardy (IJ) with the potential for 
serious harm, injury or death. In addition to R25, 
1 other resident (R283) who currently resided in 
the facility at the time of the revisit survey was 
identified as at risk due to respiratory issues 
requiring a CPAP (continuous positive air 
pressure) equipment to be used to assist with 
breathing.  

The Immediate Jeopardy (IJ) began on 9/26/18, 
when R25 was sent to the emergency room by 
ambulance due to respiratory distress, low 
oxygen saturation, related to potential 
malfunctioning equipment, lack of nursing 
assessment and intervention. The administrator 
and director of nursing (DON) were notified of the 
IJ situation on 10/3/18, at 5:10 p.m. The IJ was 
removed on 10/4/18, at 7:15 p.m. however, 
non-compliance remained at the lower scope and 
severity of (G) isolated with actual harm that is 
not Immediate Jeopardy. 

Findings include:

Review of R25's medical record indicated he was 

 The corrective action taken for R25 and 
R283 was accomplished by immediately 
ensuring residents who receive respiratory 
care are monitored, assessed, with 
appropriate interventions to ensure safety 
by providing in-service training to all 
licensed staff on 10/4/2018. The training 
on CPAP consisted of the purpose, an 
explanation of how CPAP works, and how 
to correctly operate the CPAP equipment. 
All Licensed Staff were competency 
trained on CPAP which included- change 
in condition and notification to the medical 
provider, with competency testing 
completed on 10/19/18.  (The two 
licensed staff who were unable to attend 
the initial training on 10/4/2018 completed 
the CPAP Educare Module on 10/4/2018 
and were competency tested on 
10/19/2018.)  Additional education was 
provided on what constitutes normal vital 
sign range and steps to take for abnormal 
vital sign range.  All staff had competency 
check offs to recognize compromised 
respiratory status on 10/19/18 which 
included monitoring and notification of the 
primary medical provider. Nursing 
Assistant CPAP training was initiated on 
10/11/2018 that included their 
responsibilities with residents on CPAP. 
INTERACT training was initiated on 
10/29/2018, which included SBAR 
communication and Care Path training for 
identification of change in condition and 
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admitted on 7/5/18, with diagnoses including: 
morbid obesity, anxiety, type 2 diabetes, high 
blood pressure, atrial fibrillation with pacemaker 
(abnormal heart rhythm requiring pacing of the 
heart), chronic respiratory failure (CRF) with 
hypoxia (low oxygen level in blood), chronic 
kidney disease, edema, dependence on 
supplemental oxygen, chronic obstructive 
pulmonary disease (COPD), chronic 
anti-coagulation (thinning of the blood to reduce 
clotting), muscle weakness and ordered CPAP 
(continuous positive airway pressure machine, a 
device used to prevent the airways closing during 
sleep). There was no mention of an assessment 
involving R25's knowledge or capability of using 
his CPAP.

R25's physician's orders included entries on 
7/10/18 for use of a CPAP at current setting: On 
at night (HS) and off in the morning (AM). Staff 
were to clean the CPAP mask weekly and check 
the reservoir tank for the CPAP every HS shift. 
R25 was ordered to have Oxygen delivered via 
nasal cannula at 2 liters per minute (LPM) 
continually every day and night shift.  

Review of R25's progress notes indicated:
(1) 9/17/18 at 11:07 a.m., a nurse was called to 
the therapy department after a fall. R25 was 
sitting on his buttocks on the floor at the time the 
nurse arrived. R25 denied he had any discomfort 
or pain. His blood pressure (BP) was 141/72, 
pulse was 84, respiratory rate was 22, and O2 
sats were 88% off oxygen. R25 was assisted to 
his wheelchair by a mechanical lift, and O2 was 
placed back on. Vital signs were to be monitored 
for 72 hours along with any changes the resident 
may have. There was no documentation in the 
nurses notes to indicate vitals were monitored for 

provider follow through training for all 
Licensed staff. INTERACT Stop and 
Watch training will be given to all NARS 
by 11/15/2018.
R25 was discharged. A self-administration 
assessment was completed for R283 to 
determine if the R283 can safely place 
and remove the CPAP independently on 
10/4/2018 and 10/29/2018. 

The facility will identify other residents 
having the potential to be impacted with 
respiratory care concerns ie CPAP by-
Screening new admission referrals, 
hospital returns, new orders and by 
following through with assessing change 
in condition as it relates to respiratory 
status. 
The INTERACT SBAR Communication & 
Progress note along with the Care Path 
system for identifying change in condition 
have been implemented. The INTERACT 
Stop and Watch was also implemented at 
the NAR level in order to assure that 
communication regarding change in 
condition occurs. 
Change of shift reporting process was 
altered to include the provision that the 
Licensed Nurse review the electronic 
medical record ie Point Click Care (PCC) 
24 hour &/or 72 hour report that reveals 
residents change in condition status, this 
will be initiated by 11/1/2018. 

The measures put into place that are a 
systemic change are requiring a CPAP 
Checklist for each resident admitted with 
a CPAP machine. This was developed 
and implemented on 10/11/2018. 
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72 hours as indicated to be or therapy staff were 
interviewed to the cause of the fall, or injuries that 
may have happened. 
(2) 9/17/18 at 3:14 p.m., R25's Medical doctor 
(MD) called to see how R25 was doing after the 
fall. The MD asked staff to advise him of R25's 
condition. Nursing staff told MD R25 was doing 
ok with no pain or bruising. Nursing staff would 
continue to monitor and report changes.
(3) 9/19/18 at 11:50 a.m., R25 was having 
increased shortness of breath (SOB) and was 
much more lethargic. His O2 sats were between 
88-92%. R25 was now using his CPAP between 
meals while in his room. His color remained pale. 
There was no documentation or notes related to 
(r/t) R25's respiratory status or notification to the 
doctor of his decline in health.
(4) 9/26/18 at 11:48 a.m., R25 continued to be 
lethargic. His oxygen saturations (O2 sats) were 
anywhere from 80-84%. Staff were unable to 
maintain his O2 sat at 90%. R25's MD was called 
and R25 was sent to the emergency room.
(5) 9/26/18 at 2:26 p.m., R25 returned from the 
emergency room (ER) with orders to have his 
CPAP machine checked and to ensure there was 
good wave form when checking oxygen 
saturation. R25 was to return to the ER for new or 
worsening symptoms. 
(6) 9/26/18 at 2:40 p.m., a call was placed to 
R25's family member, informing her of his CPAP 
machine needing to be checked. 
(7) 9/26/18 at 6:11 p.m., R25 was having a hard 
time staying awake at supper. R25's tablemate 
was concerned and asked the nurse to check 
R25. The nurse had to wake R25 up several 
times over the course of his meal. There is no 
mention of any vital signs taken to include O2 
sats at that time.
(8) 9/26/18 at 10:59 p.m., staff noted R25's 

Additionally, residents on CPAP will have 
their oxygen saturation levels checked as 
a standard of practice a minimum of every 
4 hours. Residents on CPAP will have 
individualized O2 saturation level 
parameters set forth by the primary 
provider while on the CPAP machine with 
guidance on action to take should O2 
saturation levels drop to specific ranges 
as determined by the primary provider. 
A change in resident condition EMR 
generated report will be obtained at shift 
change in conjunction with shift to shift 
report. During shift to shift report the 
nurses will review the 24/72 hour Point 
Click Care Summary Report. 
Ongoing training and competency for all 
nursing department team members 
including agency/pool staff will occur as a 
standard of practice upon hire and 
annually. If new equipment is utilized  
additional training and competency will be 
completed in real time.
A facility CPAP checklist for residents on 
CPAP was created so that continuity and 
consistency with follow through by all 
nurses could be maintained. 
A facility resource information and 
guidelines binder was created and is 
available for all staff to reference guide 
which includes change in condition next 
steps, (INTERACT). 
Education was provided to all staff that 
any equipment utilized within nursing 
home setting becomes the facility�s 
responsibility. This education was initiated 
on 10/29/2018. 
Implementation of Nurses Orders for the 
purpose of nurse guidance with 
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"machine not working". There was no mention 
staff checked R25's vitals or completed a 
thorough assessment of his condition, to ensure 
he had no signs or symptoms of respiratory 
distress. 
(9) 9/27/18 at 9:50 a.m., R25 needed assistance 
of 2 with transfers related to health decline. There 
was no mention of any vitals being taken at that 
time, nor any further respiratory assessment 
being completed.
(10) 9/28/18 at 8:24 a.m., the MD was called to 
notify R25 had "coded" that a.m. and was being 
sent to the ER via ambulance.
(11) 9/28/18 at 8:35 a.m., family was notified of 
R25's ER transfer.
(12) 9/28/18 at 9:54 a.m., the ambulance service 
called to inform R25 was being airlifted to another 
larger hospital in Rochester, MN.
(13) 9/28/18, at 10:11 a.m., nursing staff entered 
documentation surrounding the events from 
earlier that a.m..  The documentation indicated 
that when the licensed practical nurse (LPN)-A 
was entering the room that morning, she found 
R25 in bed without O2 or his CPAP on. When she 
asked R25 why he did not have his O2 and CPAP 
on he mumbled incoherently. LPN-A placed his 
O2 on at 2 LPM and elevated his head to 30 
degrees. LPN-A checked his O2 sat and found it 
to be 60%, which was significantly below R25's 
expected 90%.  Earlier that a.m.,  nursing 
assistant (NA)-A assisted R25 to his wheelchair 
(W/C) with the mechanical stand lift. NA-A stated 
R25 was able to assist and was speaking to her. 
NA-A then noticed R25 had stopped speaking 
and his head fell back. NA-A called for help. R25 
became cyanotic (blue color of skin caused by 
lack of oxygen). Chest compressions were 
started while the resident was in his W/C and 
staff called 911. An automated external 

monitoring was implemented on 
10/25/2018.
The care plan for R283 was reviewed and 
updated. 
The Facility Assessment will be updated 
to include caring for residents with CPAP 
by 10/31/2018.
A policy for Medical Director Change in a 
Resident�s Condition Notification was 
implemented and educated on 
10/29/2018.

The facility will monitor its performance by 
completing a checklist of the CPAP 
machine via 2 nurses checking the 
equipment functionality at each change of 
shift. This will be completed as standard 
of practice in an ongoing manner. The 
checklist will be turned into the D.O.N. 
daily. Additionally the nurse will sign off on 
the MAR/TAR completion of this task.
An audit of the 24 hr &/or 72 hr Summary 
Report for utilization and follow through on 
abnormal vitals &/or change in condition, 
will be conducted and reported to the 
D.O.N. 2 x�s/wk through 12/26/18.

This plan to correct will be reported to 
QAA on 10/31/2018.
The corrective action will be completed by 
11/16/2018.
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defibrillator (AED) was applied, but no shock was 
advised. Compressions continued. A femoral 
pulse was noted as present. The ambulance 
(EMS) and sheriff's department arrived. An ambu 
bag was used to assist with breathing and R25's 
O2 was at 85%. R25 was able to move all 
extremities. EMS transported R25 to the ER in 
Fairmont. Fairmont ER called and stated R25 
was being transferred to a hospital in Rochester 
via helicopter. 
(14) 9/28/18 at 4:04 p.m., nursing staff called for 
an update from the hospital on R25's condition. 
R25 was intubated (tube into the lungs to assist 
with breathing). Hospital staff were continuing 
medical exams and were going to check a head 
computerized tomography (CT) and an 
ultrasound. R25's O2 sats were 90%. Family was 
present.
(15) 9/30/18 at 10:35 a.m., R25's family member 
called. R25 was now off sedation with hopes of 
removing his breathing tube. The family member 
asked if R25 had fallen during his respiratory 
arrest, as the CT showed a brain bleed, she was 
told was consistent with a fall. Nursing advised 
R25 had not fallen during the event, nor was he 
on the floor at that time. If R25 had fallen prior to 
the 9/28/18 event, he would not be able to get 
himself back up. R25 was unresponsive with 
some eye movement. The family member was 
quoted as saying "Things do not look that good."
(16) 10/1/18 at 2:00 p.m., R25 was off the 
ventilator and would now be entering hospice 
end-of-life care.

During interview with LPN-A on 10/3/18 at 12:30 
p.m., LPN-A stated she had started her shift the 
morning of 9/28/18 at 6:00 a.m.. Sometime 
shortly after receiving report, LPN-A went to 
R25's room [at approximately 7:00 a.m.]. LPN-A 
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found R25 without his O2 or CPAP on. R25's sats 
were at 60% (normal oxygen saturations typically 
are 90% or above, 60% would indicate severe 
hypoxemia). R25 was mumbling incoherently at 
the time. After applying oxygen to R25, LPN-A left 
the room and did not return. LPN-A stated she 
thought since R25's O2 saturations were starting 
to climb back up into the middle 60's he was ok to 
be left alone. LPN-A verified she had not 
performed a respiratory assessment or checked 
vitals at that time. LPN-A stated because she was 
sure R25's O2 sats would come up, she did not 
return to R25's room until notified of his cardiac 
arrest later that morning at approximately 8:00 
a.m.  LPN-A said she did not call R25's physician, 
or procure emergency services at that time 
despite the critically low oxygen saturation value 
and change in R25's mentation. LPN- A stated if 
a resident's O2 sats were low, she should 
recheck in 1 hr. LPN-A was unaware what O2 
sats level were considered critical. LPN-A stated 
R25's normal sats were in the "low 90's". LPN-A 
was unaware when to assess or reassess a 
resident for safety in critical situations, or when to 
call emergency medical services (EMS) when a 
resident had critically low oxygen sats and/or level 
of conscious changes. LPN-A stated staff check 
R25's oxygen at night prior to going to bed, but 
acknowledged she was unaware of any other 
routine checks. LPN-A also said she felt it was 
"useless to send R25 to the ER [on 9/28/18] as 
they would just say he was fine" after he arrived 
like they had done previously on 9/26/18.

During further interview on 10/3/18 at 12:30 p.m., 
LPN-A stated on 9/26/18, R25 was sent to the ER 
because of low O2 sats and they [the ER] "did 
nothing." ER staff reportedly asked her what they 
were to do about his low O2, as by the time R25 
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arrived on 9/26/18, his oxygen was in the high 
80's. LPN-A again explained the resident's 
tablemate had called her over to see what was 
the matter with R25. LPN-A said she'd asked R25 
how he was doing but added, "He kept falling 
asleep ...He complained something was wrong, 
and continued to keep falling asleep." LPN-A said 
she'd called the MD and obtained orders to send 
R25 to the ER and sent R25's CPAP machine 
along with R25. LPN-A said, "Staff thought it was 
malfunctioning R/T [related to] R25's low oxygen 
levels. R25 was known to have mumbled speech 
when his oxygen got "low"." LPN-A stated she 
was unsure whether R25's machine was or was 
not functioning, and said, "I don't know how to run 
them." LPN-A said the ER had reported the 
facility needed to "get it checked" so she called 
the family member and told her to come get  the 
CPAP machine, and instructed the family member 
to take it to the supplier. LPN-A said since it was 
not the facility's equipment, it was the family's 
responsibility to get the equipment checked for 
working order.

During the same interview, LPN-A stated she felt 
R25 was able to properly apply the mask and use 
the machine on his own.  She said she thought 
he did so because he was known to 
independently remove his mask during the night. 
She was unsure exactly how to place the mask or 
operate the CPAP machine herself. LPN-A said 
she had looked at the instructions for the CPAP at 
the time staff thought it was malfunctioning on 
9/26/18, and had not understood what to do. 
LPN-A stated R25's CPAP was still at the facility. 
Review of the record revealed there was no 
assessment performed on R25 to ensure he 
knew how to operate the CPAP, nor was he 
capable to do so. LPN-A stated staff had no 
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professional references or policies to follow for 
abnormal vital signs or critical events. She said 
the DON and administrator are notified by nursing 
staff of every hospital transfer.

During interview on 10/3/18 at 12:45 p.m., LPN-A 
was observed in R25's room.  R25 stated the 
breathing machine was not identified directly as 
either a CPAP, but  had a sticker on the machine 
stating to "call with questions". LPN-A said she 
had never called the number on the machine for 
concerns related to potential malfunctioning of the 
equipment. LPN-A said since the equipment had 
not been supplied by the facility, but rather by a 
government agency, she (LPN-A) had called 
R25's family to come get the machine and have it 
fixed. LPN-A was unable to state how staff 
ensured R25 was safe with a malfunctioning 
machine. LPN-A confirmed staff had not had 
education on the use or maintenance of R25's 
CPAP machine. Further, LPN-A identified one 
other resident, R283, as a current resident who 
also utilized a CPAP even though staff were 
unaware how to ensure CPAP equipment was 
placed or working properly. 

Nursing assistant (NA)-A was interviewed on 
10/3/18 at 1:05 p.m. NA-A stated she'd been told 
by LPN-A, immediately after report on 9/28/18, 
between approximately 6:15 and 6:30 a.m. not to 
get R25 up for the day because his oxygen was 
low.  NA-A stated she'd gone into R25's room to 
get him up at approximately 7:45 a.m. without 
receiving notification it was ok to do so by LPN-A. 
NA-A said R25 had been mumbling but was 
awake, so NA-A thought it was ok to take R25 
over to the main bathing room to shower. NA-A 
explained she had used the mechanical lift on 
R25 to transfer him out of bed and into his 
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wheelchair. She then proceeded to wheel him 
across the hall into the bathing room. NA-A said 
she began readying R25's shower when she 
noticed he was not speaking anymore. NA-A said 
she'd looked over at R25, and noticed his eyes 
were rolled back into his head with his head hung 
back, and he was gray in color. NA-A said she 
then called for help and when the nurse arrived 
she began cardio pulmonary resuscitation (CPR). 

Review of R25's September 2018 Documentation 
Survey report indicated Vitals (Blood pressure, 
temperature, pulse, respirations and pain) from 
September 21-September 28th, 2018, showed 
on: 
(1) 9/14/18, during the hours of 2:00 p.m. to 10 
p.m., all vitals were marked "N/A" (not 
applicable).
(2) 9/19/18, during the time of 6:00 a.m. to 2:00 
p.m., there is 1 notation of his respiratory rate 
being assessed. The score was 22 breaths per 
minute (BPM) (normal 12-16 PM), meaning R25 
experienced shortness of breath. 
(3) 9/23/18, during the hours of 2:00 p.m. to 10 
p.m., all vitals except pain were marked NA. Pain 
was assessed as "N" meaning R25 had no pain. 
(4) 9/9/18, 9/10/18, and 9/23/18. during the hours 
of 10:00 p.m. to 6:00 a.m. all vitals except pain 
were marked NA. R25's pain was assessed on 
those 3 days.
There is no mention of R25's oxygen saturation 
having been checked by staff during the month of 
September on the report.

R25's 10/2/18 care plan revealed he had an 
advanced directive for Full Code. R25 had a 
Physician Orders for Life-Sustaining Treatment 
(POLST) filled out upon admission to the facility 
that was to be reviewed annually and at care 
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conferences. R25 had a self-care deficit related 
to (R/T) his COPD and required extensive assist 
with activities of daily living (ADL). Staff were to 
monitor for signs of difficulty breathing. R25 was 
able to self-administer nebulizer medication 
treatments after setup by staff. R25 was at risk 
for neglect from others related to his nursing 
home placement. Staff were to identify R25's 
vulnerability and risk through assessment. R25 
was noted use a Bi-PAP (Bi-level Positive Airway 
Pressure) machine HS with supplemental oxygen 
R/T CRF and COPD, however, R25's current 
treatment sheets indicated he used a CPAP. 
R25's goal was to have no signs or symptoms 
(SX) of poor oxygen absorption. There was no 
mention of how or how often staff were to monitor 
or assess R25 to ensure he had no complications 
from his COPD or history of CRF.   

Review of R25's 9/25/18, Minimum Data Set 
(MDS) indicated he had a Brief Interview for 
Mental Status score of 14, indicating normal 
cognition. R25 required extensive assist with bed 
mobility, transfer, dressing, and personal hygiene 
requiring the assistance of 1 staff. R25 weighed 
380 lbs. R25 was documented as receiving 
oxygen but was not noted to be on a CPAP or 
Bi-PAP while a resident. 

Review of R25's Care Area Assessments (CAA) 
completed on 8/15/19, completed by the MDS 
coordinator indicated he had sever pulmonary 
disease, but no shortness of breath. R25 had 
poor memory and anxiety with an inability to 
perform ADLs without significant physical 
assistance by staff. R25 's cognitive deficits 
included stamina, ability to express himself, and 
make decisions with altered mental status. R25 
had a change in communication, vision, hearing, 
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and cognition. R25's goals indicated he was to 
maintain his current level of functioning and 
physical limitations such as weakness. There was 
no mention of his limited visual ability from his 
diagnosis of glaucoma or the use of medications 
that may limit his vision, such as antidepressants 
or narcotics. 

Review of R25's 7/5/18 Medication Administration 
Record and Treatment Administration Record 
indicated he received nebulizer treatments 
(medication top open airways in the lungs) 4 
times per day of Ipratropium-albuterol inhalation 
medication. There was no mention of when staff 
were to check R25's oxygen levels to ensure he 
had no adverse effects from his COPD and 
history of CRF. 

Review of R25's 9/26/18 emergency room 
documentation indicated his discharge diagnosis 
was dyspnea (difficulty breathing). Patient 
instructions listed were:
(1) Continue current medications.
(2) Have your CPAP machine checked.
(3) Make sure there is a good waveform when 
checking oxygen saturation.
(4) Follow-up in clinic within one week.
(5) Return to the ER for new or worsening 
symptoms. 

Review of R25's 9/28/18 at 9:38 a.m., emergency 
room documentation indicated he was an 
inpatient at that time admitted for cardiac arrest, 
respiratory failure, hyperkalemia (high potassium) 
atrial fibrillation, pacemaker, coronary artery 
disease (CAD), COPD exacerbation, heart failure, 
and diabetes. He was sedated and a mechanical 
ventilator to breathe for the resident was placed. 
MD progress notes revealed he was a 
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73-year-old male, admitted directly from the 
triaging hospital. R25 was reported to be suffering 
from worsening respiratory symptoms. He was 
reported found that day at the nursing home 
cyanotic and unresponsive. No pulse was 
detected and CPR was started. Upon arrival of 
EMS, the resident was thought to have 
spontaneous breathing. He was hypertensive 
(elevated blood pressure) and tachypneic 
(abnormal rapid breathing) on route to the ER. He 
was poorly responsive upon arrival to the ER, and 
would appear to open his eyes when his name 
was called. Due to the tachypnea and wheezing, 
R25 was immediately intubated. R25 did have a 
urinary tract infection prior to that day and was 
being treated by antibiotics previously. The 
assessment/plan indicated he had suffered 
cardiopulmonary arrest requiring mechanical 
ventilation R/T respiratory failure and suspected 
COPD exacerbation. 

Further review of R25's 9/28/18 at 11:08 a.m., ER 
documentation history and physical revealed R25 
had suffered an unwitnessed arrest that a.m., and 
was successfully resuscitated at the nursing 
home. Staff were trying to deduce the origin of 
the arrest, but it was likely primarily respiratory, 
given his recent history and mounting respiratory 
complaints. Other considerations could be a 
massive stroke, which was not suggested by 
clinical exam. R25 was being paced with an 
underlying rhythm of atrial fibrillation. Staff were 
treating for COPD exacerbation and covering 
broadly with antibiotic [R/T his known bladder 
infection]. Staff plan on providing lung protective 
mechanical ventilation, assessing his mental 
status by minimizing sedation required for 
ventilation, and a head CT as the resident "was 
found down".
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Review R25's 9/28/18 1:44 p.m. emergency room 
documentation revealed R25 was diagnosed with 
possible systolic heart failure, CAD, atrial 
fibrillation, severe COPD, obstructive sleep apnea 
(CPAP), diabetes and morbid obesity with a direct 
admit from the Fairmont ED. For the past several 
weeks, R25 was noted to be suffering from 
worsening respiratory symptoms, though the 
hospital was unaware of documentation from 
those visits. Previously that a.m., R25 was found 
unresponsive and cyanotic. No pulse was 
detected and CPR was initiated. Upon arrival by 
EMS, it appeared R25 was spontaneously 
breathing, but the receiving hospital had no 
information on R25's heart rhythm. Nursing home 
staff administered basic Life support at that time. 
It is the hospital's understanding R25 was 
hypertensive and tachypneic on route to the ER. 
Upon arrival to the ER, R25 was poorly 
responsive but had appeared to open his eyes 
when his name was called. His rapid breathing 
and wheezing required intubation and mechanical 
ventilation. Reason for visit was listed as 
respiratory arrest. The assessment and plan 
problems for admission list cardiopulmonary 
arrest and suspected COPD exacerbation, heart 
failure, and obstructive sleep apnea on CPAP. 

Interview on 10/3/18 at 3:06 p.m., with the 
administrator regarding the above incident and 
care for R25 received from 9/26/28 to 9/28/28 
indicated she was unaware if nurses were trained 
on the use of CPAP equipment. LPN-A had made 
them aware of the investigation into the events 
surrounding R25's respiratory arrest recently, and 
the director of nursing (DON) was checking into 
available education on the CPAP machines. The 
administrator had started her role at the facility 2 
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weeks prior and was unable to determine if staff 
were trained on abnormal vital signs, use of 
CPAP machines, and appropriate assessment. 

At approximately 3:45 p.m., the director of 
nursing notified surveyors she was leaving for the 
day and would be unavailable for interview. 

Interview on 10/3/18 at 5:02 p.m. with the director 
of operations (DOO) and the administrator of the 
immediate jeopardy; it was their expectation 
nursing should not have left R25 alone with the 
above-mentioned symptoms on 9/28/18. 
Furthermore, they agreed staff had not been 
trained on the use of the CPAP machine. They 
were unaware the August 2018 facility 
assessment, completed after R25 was admitted, 
made no mention of residents who required 
CPAP or Bi-PAP's for breathing. They were also 
unaware the facility had no professional 
standards guide or policies for assessment of 
residents with critically low O2 sats. They were 
unaware R283 had no mention of his CPAP 
machine, or CPAP interventions in his physician's 
orders on his care plan.

Interview on 10/5/18 at 9:40 a.m. with the medical 
director indicated he was unaware of the events 
surrounding the immediate jeopardy called on 
10/3/18. He was at the facility, seeing patients. 
His expectations were staff are to notify him 
immediately or serious or sentinel events, deaths, 
and hospice and comfort care concerns. Staff 
need to improve on their monitoring of significant 
changes. A resident in respiratory distress, 
oxygen saturations that are severely below their 
norm, and level of consciousness (LOC) changes 
would warrant immediate notification to the 
provider and/or EMS. Staff should have stayed 
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with R25 and appropriately assessed and 
intervened. The medical director thought staff 
were trained on use of CPAP, however, was 
unfamiliar with any training the facility provides to 
its staff.  

Interview on 10/5/18 at 10:15 a.m. with the DON 
revealed when discussing the events regarding 
R25, she indicated staff should have stayed with 
the resident, performed a complete assessment, 
and intervened to prevent the potential respiratory 
arrest that followed later that day. She agreed 
staff should have notified EMS and the provider 
of R25's decline in health that day. Staff should 
have called the number located on a sticker on 
R25's machine when they thought it was 
potentially malfunctioning. 

Interview on 10/5/18 at 10:50 a.m.with the DOO 
indicated it was her expectation staff should have 
stayed with R25, performed a complete 
assessment and contacted the MD and/or EMS 
at that time it was discovered R25 had critically 
low oxygen and LOC changes. She agreed staff 
had not been appropriately trained on CPAP 
usage prior to the admission of R25 and R283.

Review of R283's medical record indicated he 
was admitted to the facility o 8/29/18 with 
diagnoses of chronic atrial fibrillation, COPD, 
edema, anticoagulant therapy, dependence on 
supplemental oxygen, heart failure, and muscle 
weakness and a full code. R283 had no 
assessment performed related to his CPAP 
machine to determine if he was capable of 
knowing if the machine would be working or 
malfunctioning, since staff had no knowledge and 
looked to the resident to be in charge of the 
device. 
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R283's 9/4/18, MDS assessment indicated a 
cognitive score of 8, showing he had moderate 
cognitive impairment.  

Review of R283's physician's orders indicated no 
mention of R283's CPAP machine, what signs 
and symptoms staff should monitor for, or when 
to monitor vitals. 

Review of R283's current care plan indicated he 
had an ADL self-care deficit r/t impaired cognition 
with short-term memory loss. He was known to 
be resistive to cares. R283 had problems with 
sleep disturbance and complaints of feeling tired, 
dozing during activities, and statements regarding 
inability to sleep. R283 used oxygen therapy with 
his Trilogy (CPAP) brand machine whenever lying 
down R/T diagnosis of COPD. He was dependent 
on oxygen when lying down. Staff were to monitor 
for signs and symptoms of respiratory distress 
and report the MD as needed. R283 was to be on 
2 LPM of oxygen while connected to his CPAP 
mask. 

Review of R283's current Treatment 
Administration Record indicated no mention of 
how often staff should check R283's vital signs, 
including pulse oximetry. There was also no 
mention of staff applying the CPAP mask for 
R283, who had known cognition issues and was 
resistive to cares. 

Review of R283's September 2018, 
Documentation Survey Report indicated his O2 
sat was only recorded once on 9/18/18. All other 
dates noted: 9/1/18, 9/3/18, 9/5/18, 9/6/18, 
9/7/18, 9/20/18, and 9/21/18 were marked N/A for 
all vitals except pain.
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Review of R283's 8/30/18, Medication Self 
Administration Safety Screen revealed he was 
deemed competent to self-administer 
medications and use the Trilogy C-Pap machine, 
although there is no mention he could identify if 
there were a malfunction. R283 was deemed 
competent based on his ability to put on and take 
off his mask while in bed. There was no 
factors/situations noted of what staff were to do to 
ensure R283's mask had not come off in the 
night, his O2 sat levels remained at acceptable 
parameters, or how staff were to ensure he would 
not become hypoxic if the mask were off, or the 
machine malfunctioned. 

Review of R283's 9/4/18, CAA indicated he had 
behavior symptoms identified with respiratory 
disease, CHF, and a history of cancer. R283's 
cognitive abilities were impaired by disruptive 
behaviors, poor memory, and resisting care. 
R283 triggered for difficulty with ADL's due to 
physical limitations and depression and had the 
inability to perform ADLs without significant 
physical assistance. R283 was identified with risk 
for falls related to agitation behavior and cognitive 
impairment. 

Review of the December 2016, Admissions 
Criteria policy indicated the facility was to admit 
residents who can be cared for adequately by the 
facility. Residents including those with COPD 
would be admitted as long as their nursing and 
medical needs can be met adequately. 

Review of the October 2018 Oxygen Therapy 
Delivered via C-PAP Machine Procedure policy 
revealed residents would be accepted into the 
facility who were dependent upon CPAP 

FORM CMS-2567(02-99) Previous Versions Obsolete 429D12Event ID: Facility ID: 00361 If continuation sheet Page  21 of 36



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/30/2018
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245346 10/05/2018

R

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

400 NORTH 4TH AVENUE EAST
TRUMAN SENIOR LIVING

TRUMAN, MN  56088

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 695 Continued From page 21 F 695

machines for oxygen delivery. It was the nursing 
care team member's responsibility to assess the 
resident for signs and symptoms of hypoxia, such 
as restlessness, decreased LOC, increased heart 
rate, dyspnea, cyanosis, etc. and obtain vital 
signs as needed. If abnormalities are present, 
they were to be reported to the MD. 

Review of the July 2014 First Aid Treatment policy 
indicated in addition to providing basic first aid 
intervention, staff were to contact EMS or 
advanced medical personnel immediately for 
altered consciousness, difficulty or absence of 
breathing, or a condition that was not clear or is 
worsening. Regardless of the nature or severity, a 
residents condition was to be reported to the 
residents physician and family and documented 
in the medical record. 

Review of the October 2018 Abnormal Vital Signs 
or Acute Change in Resident Condition policy 
indicated abnormal resdient condition would 
include decreased LOC, change in skin color, and 
change in behavior. The charge nurse was to 
assess the resident and refer to the Change in a 
Resident's Condition or Status policy.

Review of the May 2017, Change in a Resident's 
Condition or Status policy indicated Staff were to 
promptly notify the resdient, his MD, and 
representative of a change in condition. The 
nurse was to notify the MD when:
(1) A significant change in the resident's health 
had occurred.
(2) There was a need to alter the resident's 
treatment significantly.
(3) Staff needed to transfer the resident to a 
hospital or treatment center.
(4) there were changes in a resdient's condition.
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A significant change of condition was noted as a 
major decline or improvement in the resident's 
status that would not normally resolve itself 
without staff intervention, and impacted more 
than one area of a resident's health status. It was 
ultimately based on clinical judgement and 
standard disease related interventions. Prior to 
notification, nursing staff were to make detailed 
observations and gather relevant data for the MD 
unless instructed by the resident, staff were to 
notify the residents representative when there 
was a significant change in the resident's 
physical, mental or psychosocial status. The 
nurse was to record in the resident's medical 
record information relevant to the changes in the 
resident's condition.

The immediate jeopardy that began on 9/26/18 
and identified on 10/3/18, was removed on 
10/4/18 at 7:15 p.m. when the facility had 
educated staff on proper assessment of residents 
with respiratory issues, how to utilize respiratory 
equipment, had implemented parameters for 
monitoring oxygen levels, and had revised facility 
policies and procedures related to respiratory 
care and significant change in a resident's 
condition. However, non-compliance remained at 
the lower scope and severity of (G), actual harm 
which is isolated that is not Immediate Jeopardy.

F 726

SS=F

Competent Nursing Staff
CFR(s): 483.35(a)(3)(4)(c)

§483.35 Nursing Services
The facility must have sufficient nursing staff with 
the appropriate competencies and skills sets to 
provide nursing and related services to assure 
resident safety and attain or maintain the highest 
practicable physical, mental, and psychosocial 

F 726 11/9/18
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well-being of each resident, as determined by 
resident assessments and individual plans of care 
and considering the number, acuity and 
diagnoses of the facility's resident population in 
accordance with the facility assessment required 
at §483.70(e).

§483.35(a)(3) The facility must ensure that 
licensed nurses have the specific competencies 
and skill sets necessary to care for residents' 
needs, as identified through resident 
assessments, and described in the plan of care. 

§483.35(a)(4) Providing care includes but is not 
limited to assessing, evaluating, planning and 
implementing resident care plans and responding 
to resident's needs.

§483.35(c) Proficiency of nurse aides.
The facility must ensure that nurse aides are able 
to demonstrate competency in skills and 
techniques necessary to care for residents' 
needs, as identified through resident 
assessments, and described in the plan of care.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure staff were competent to 
administer care for 1 of 2 residents (R25) 
reviewed for respiratory care who required 
consistent assessment and implementation of  
respiratory assistance including oxygen, and 
CPAP (continuous positive air pressure) 
equipment to assist in maintaining proper oxygen 
levels.  

Findings include:

Review of R25's medical record indicated he was 

 The corrective action taken for R25 was 
accomplished by having Licensed Staff 
immediately attend the CPAP in-service 
conducted on 10/4/2018. Licensed Staff 
unable to attend completed the Educare 
module for CPAP on 10/4/2018. An 
additional resource was made available 
by creating an oxygen resource binder 
which is located at the nurses station. 
Staff were provided education on the 
criteria for change in condition on 
10/17/2018. Training and Competency 
testing was completed utilizing the 
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admitted on 7/5/18 with diagnoses of morbid 
obesity, anxiety, type 2 diabetes, high blood 
pressure, atrial fibrillation with pacemaker 
(abnormal heart rhythm requiring pacing of the 
heart). Chronic respiratory failure (CRF) with 
hypoxia (low oxygen level in blood).chronic kidney 
disease, edema, dependence on supplemental 
oxygen, chronic obstructive pulmonary disease 
(COPD), chronic anti-coagulation (thinning of the 
blood to reduce clotting), muscle weakness and 
ordered CPAP machine. 

Review of R25's 9/25/18, Minimum Data Set 
(MDS) indicated he had a Brief Interview for 
Mental Status score of 14, indicating normal 
cognition. R25 required extensive assist with bed 
mobility, transfer, dressing, and personal hygiene 
requiring the assistance of 1 staff. R25 weighed 
380 lbs. R25 was documented as receiving 
oxygen but was not noted to be on a CPAP or 
Bi-PAP while a resident. 

R25's 10/2/18 care plan revealed he had an 
advanced directive for Full Code. R25 had a 
Physician Orders for Life-Sustaining Treatment 
(POLST) filled out upon admission to the facility 
that was to be reviewed annually and at care 
conferences. R25 had a self-care deficit related 
to (R/T) his COPD and required extensive assist 
with activities of daily living (ADL). Staff were to 
monitor for signs of difficulty breathing. R25 was 
able to self-administer nebulizer medication 
treatments after setup by staff. R25 was at risk 
for neglect from others related to his nursing 
home placement. Staff were to identify R25's 
vulnerability and risk through assessment. R25 
was noted use a Bi-PAP (Bi-level Positive Airway 
Pressure) machine HS with supplemental oxygen 
R/T CRF and COPD. There was no mention of 

Leading Age and Pathway checklists 
which included CPAP training for all 
Licensed Staff within the department of 
nursing on 10/19/2018.

The facility will identify other residents 
having the potential to be impacted at the 
time of referral, a comprehensive review 
regarding individualized resident needs 
will be identified.  A review of the current 
skill set of nursing team will be conducted 
to determine if competent prior to 
accepting the admission in order to meet 
the potential resident�s needs.  If it is 
determined that during the referral 
process the potential admission has a 
need or care that staff have not been 
trained and audited on, prior to admission 
all staff involved in the residents� unique 
cares will be trained and audited with a 
checklist as competent or we will decline 
the referral as not being able to meet their 
needs.

The measures put into place were that the 
DON and/or designee conducted 
competency training and checked-off all 
licensed nursing and unlicensed nursing 
staff to ensure competencies were met 
regarding resident needs which included 
CPAP, abnormal vital signs and acute 
change in condition. Training and 
competency testing will be completed 
upon hire and annually. 

The facility will monitor it performance by 
completing weekly audits for 2 months or 
through 12/26/2018 for compliance. 
Thereafter, the DON will maintain an 
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the ordered CPAP. R25's goal was to have no 
signs or symptoms (SX) of poor oxygen 
absorption. There was no mention of how or how 
often staff were to monitor or assess R25 to 
ensure he had no complications from his COPD 
or history of CRF.   

R25's physician's orders had an entries on 
7/10/18 for use of a CPAP at current setting: On 
at night (HS) and off in the morning (AM). Staff 
were to clean the CPAP mask weekly and check 
the reservoir tank for the CPAP every HS shift. 
R25 was ordered to have Oxygen delivered via 
nasal cannula at 2 liters per minute (LPM) 
continually every day and night shift.  

Review of R25's progress notes indicated on:
(1) 9/26/18 at 2:26 p.m., R25 returned from an 
emergency room (ER) visit with orders to have 
his CPAP machine checked and to ensure there 
was good wave form when checking oxygen 
saturation. R25 was to return to the ER for new or 
worsening symptoms.  There is no evidence 
R25's CPAP was ever checked by the vendor 
after this ER visit.
(2) 9/26/18 at 6:11 p.m., R25 was having a hard 
time staying awake at supper. R25's tablemate 
was concerned and asked the nurse to check 
R25. The nurse had to wake R25 up several 
times over the course of his meal. There is no 
mention of any vital signs taken to include O2 
sats at that time.
(3) 9/26/18 at 10:59 p.m., staff noted R25's 
[CPAP] "machine not working". There is no 
mention staff checked R25's vitals to ensure he 
had no signs or symptoms of respiratory distress. 
(4) 9/28/18, nursing staff entered documentation 
surrounding the events from earlier that a.m.. 
When the licensed practical nurse (LPN)-A was 

ongoing checklist to assure that new hires 
and all hires within the nursing department 
have an annual training and competency 
checklist. 

This plan to correct will be reported to 
QAA on 10/31/2018.
The corrective action will be completed by 
11/9/18.
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entering the room that morning, she found R25 in 
bed without O2 or his CPAP on. When she asked 
R25 why he did not have his O2 and CPAP on he 
mumbled incoherently. LPN-A placed his O2 on 
at 2 LPM and elevated his head to 30 degrees. 
LPN-A checked his O2 sat and found it to be 
60%, significantly below R25's expected 90%.  
Earlier that a.m., certified nursing assistant 
(NA)-A assisted R25 to his wheelchair (W/C) with 
the mechanical stand lift. NA-A stated R25 was 
able to assist and was speaking to her. NA-A then 
noticed R25 had stopped speaking and his head 
fell back. NA-A called for help. R25 became 
cyanotic (blue color of skin caused by lack of 
oxygen). Chest compressions were started while 
the resident was in his W/C and staff called 911. 
An automated external defibrillator (AED) was 
applied, but no shock was advised. 
Compressions continued. A femoral pulse was 
noted as present. The ambulance (EMS) and 
sheriff's department arrived. An ambu bag was 
used to assist with breathing and R25's O2 was 
at 85%. R25 was able to move all extremities. 
EMS transported R25 to the ER in Fairmont. 
Fairmont ER called and stated R25 was being 
transferred to a hospital in Rochester via 
helicopter. 
(14) 9/28/18 at 4:04 p.m., nursing staff called for 
an update from the hospital on R25's condition. 
R25 was intubated (tube into the lungs to assist 
with breathing). Hospital staff were continuing 
medical exams and were going to check a head 
computerized tomography (CT) and an 
ultrasound. R25's O2 sats were 90%. Family was 
present.

Interview and medical record review on 10/3/18 at 
12:30 p.m., with LPN-A indicated LPN-A had 
started her shift the morning of 9/28/18 at 6:00 
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a.m.. Sometime shortly after receiving report, 
LPN-A went to R25's room [at approximately 7:00 
a.m.]. She found R25 without his O2 or CPAP on. 
R25's sats were at 60%. R25 was mumbling 
incoherently at the time. After applying oxygen to 
R25, LPN-A left the room and did not return. 
LPN-A felt since his O2 was starting to climb back 
up into the middle 60's he was ok to leave alone. 
LPN had not performed a respiratory assessment 
or checked vitals at that time. LPN-A was sure his 
O2 sat would come up so she did not return to 
R25, until his arrest later that morning at 
approximately 8:00 a.m. LPN- A stated if a 
resident's O2 sats were low, she should recheck 
in 1 hr. LPN-A was unaware what level O2 sats 
were considered critical. LPN-A stated R25's 
normal sats were to be in the "low 90's". LPN-A 
was unaware when to assess or reassess a 
resident for safety in critical situations, or call 
EMS when a resident had critically low oxygen 
sats and/or level of conscious changes. LPN-A 
stated staff check R25's oxygen at night prior to 
going to bed, but had not routinely done any other 
checks that she was aware of. LPN-A felt it was 
"useless to send him to the ER [on 9/28/18] as 
they would just say he was fine" after he arrived 
like they did previously on 9/26/18.  LPN-A was 
unsure if R25's machine was or was not 
functioning, as she "didn't know how to run them". 
The ER stated the facility needed to "get it 
checked" so LPN-A called the family member and 
told her to come get CPAP and instructed the 
family member to take it to the supplier. Since it 
was not facility equipment, LPN-A stated it was 
the family's responsibility to get the equipment 
checked for working order.

Interview on 10/3/18 at 3:06 p.m., with the 
administrator regarding the above incident and 
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care for R25 received from 9/26/28 to 9/28/28 
indicated she was unaware if nurses were trained 
on the use of CPAP equipment and the director of 
nursing (DON) was checking into available 
education on the CPAP machines. The 
administrator had started her role at the facility 2 
weeks prior and was unable to determine if staff 
were trained on abnormal vital signs, use of 
CPAP machines, and appropriate assessment. 

Interview on 10/3/18 at 5:02 p.m. with the director 
of operations (DOO) and the administrator stated  
it was their expectation nursing should not have 
left R25 alone with the above-mentioned 
symptoms on 9/28/18. Furthermore, they agreed 
staff had not been trained on the use of the CPAP 
machine. 

Interview on 10/4/18 at 6:45 p.m. with registered 
nurse (RN)-A and LPN-B indicated they had just 
received formal training on CPAP's and Bi-PAPs 
from a respiratory therapist from the local 
hospital. They were glad to receive education as 
they were never trained on the machines or 
appropriate usage. They were unaware they now 
had a professional reference to assist them, now 
placed at the nurses station, with medical 
situations that may arise in the facility. They were 
unaware of the last 2 items on the removal plan: 
Change of Condition and Abnormal Vital signs. 
LPN-B had worked all day and no one told her or 
educated her on those. LPN-B stated she was 
made aware, through the education provided 
tonight by the respiratory therapist from the local 
hospital, they would be a point of reference for 
machine questions and concerns, or resident 
assessment concerns.

Interview on 10/5/18 at 9:00 a.m. with LPN-B 
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indicated staff failed to have the necessary 
training in working with patients who were on 
CPAP or Bi-PAP machines, or what to do if an 
emergency situation arose with abnormal vital 
signs that could be severe or critical. LPN-B was 
glad they received a professional reference to 
follow. LPN-B felt there was an inadequate 
amount of training with new residents and they 
may be over the level of care of the experience 
nursing was educated on. Management at the 
facility had not involved direct care staff with 
concerns or potential solutions that arose from 
resident concerns."Leadership does not 
communicate with us [staff] or ask us how to 
make things better [for the residents]." 

Interview on 10/5/18 at 9:40 a.m. with the medical 
director indicated he was unaware of the events 
surrounding R25.  The medical director thought 
staff were trained on use of CPAP, however, was 
unfamiliar with any training the facility provided to 
its staff. 

Review of the 8/18/18, Facility Assessment Tool 
for Heartland Senior Living-Truman, indicated the 
facility would conduct, document, and annually 
review a facility wide assessment, including the 
resident population and resources needed to care 
for residents. Its purpose was to determine what 
resources were necessary to care for residents 
competently during day to day operations and 
emergencies. Using a competency based 
approach focuses on ensuring that each resident 
is provided care that allows them to maintain or 
attain their highest practical physical, mental, and 
psychosocial well being. The intent was to 
evaluate its resident population and identify the 
resources needed to provide the necessary 
person-centered care and services the residents 
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require. Sections were as follows:
(1) Part 1- Resident Profile, included diseases of 
respiratory origin such as COPD and Respiratory 
Failure were listed as being admitted to the 
facility. The facility was to have a discussion 
between the nursing department and social 
services to determine what diagnoses was, to 
determine if staff were competent to care for 
them. Any new diagnosis staff were unfamiliar 
with were to be looked up in a reference book or 
online to determine the amount of new training 
that would be needed prior to a residents 
admission. Training was to be requested from 
provider resources as warranted. Under the 
section Special Treatments noting CPAP/BiPAP 
indicated he facility had no residents admitted at 
the time of the resdient assessment update in 
August 2018. R25 had been admitted prior to this 
date and should have been included in the 
number. 
(2) Part 2: Services and Care We Offer Based On 
Our Resident's Needs indicated assessment, 
early identification of problems, deterioration [of 
the resident], and management of medical 
conditions such as COPD were part of services to 
be provided to residents. 
(3) Part 3: Facility Resources Needed to Provide 
Competent Support and Care for Our Residents 
Every Day and During Emergencies indicated it 
was to be based on the resident population and 
needs for care and support and evaluation of 
overall number of staff needed to ensure a 
sufficient number of qualified staff  available to 
meet the resdients needs. When the assessment 
procedure indicated the facility describe staff 
training, education, and competencies, the facility 
was to ensure the observation of competency 
was to be ongoing, provided upon hire, routine 
cares and annual evaluation. The facility indicated 
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evaluations of the need to update policies is 
ongoing and based off resident needs. "To date, 
census has remained fairly basic LTC [long term 
care] level of care with no significant challenging 
new admissions..."

Review of the December 2016, Admissions 
Criteria policy indicated the facility was to admit 
residents who can be cared for adequately by the 
facility. Residents including those with COPD 
would be admitted as long as their nursing and 
medical needs can be met adequately.           

Refer to F695 for additional information.

{F 880}

SS=F

Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
The facility must establish and maintain an 
infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections.

§483.80(a) Infection prevention and control 
program. 
The facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

§483.80(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, 
staff, volunteers, visitors, and other individuals 
providing services under a contractual 
arrangement based upon the facility assessment 
conducted according to §483.70(e) and following 

{F 880} 11/16/18
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accepted national standards;

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to:
(i) A system of surveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility;

(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;

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

(iv)When and how isolation should be used for a 
resident; including but not limited to:
(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances.  
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

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

§483.80(e) Linens.  
Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection.  
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§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure a complete and thorough 
infection control program had been implemented 
to include tracking and trending, surveillance, and 
antibiotic stewardship through to resolution. This 
has the potential to affect all 39 residents 
currently in the facility.  

Findings include:  

Review of the facility infection control 
documention for the plan of correction indicated 
the infection control program was being overseen 
and completed by the director of nursing (DON). 
The DON was logging a Daily Review of Resident 
Progress notes for potential infectious process. In 
those daily logs was the resident name, 
significant findings and the date.  One example 
was dated 10/2/18 with the resident's initials, 
"check for UTI [urinary tract infection] D/T [due to] 
increased confusion." This was signed by the 
DON as complete. There was no evidence of 
tracking and trending the infection, appropriate 
surveillance to include resolution of symptoms or 
the need to alter therapy, or antibiotic 
stewardship.

Interview on 10/3/18 at 3:07 p.m. with the 
infection control nurse (ICN) indicated she was 
not part of the facility's infection control plan of 
correction. She was required to continue to work 
as a staff nurse on the floor. The ICN was told the 
director of nursing was managing the program.

 The corrective action was taken for R25, 
R283 and all residents was accomplished 
by re-establishing the Infection Control 
Nurse/Infection Preventionist position and 
duties. The job description for Infection 
Preventionist was updated as were the 
facility policies and procedures that 
include an Antibiotic Stewardship Program 
and the core elements provided by CDC.

The facility will identify other residents 
having the potential to be impacted by 
assuring that there will be a daily review of 
progress notes to monitor for signs and/or 
symptoms of potential infectious process 
of all residents. The Infection 
Preventionist will review new orders to 
identify antibiotic use within the facility. 
New referrals for admission will also be 
reviewed for current antibiotic use or 
infectious disease processes so 
appropriate interventions can be 
implemented prior to admission to the 
facility. 
 
The systemic changes that were initiated 
to ensure the deficient practice does not 
reoccur is reviewing, revising, and 
updating procedures on cleaning and 
disinfecting resident equipment such as 
CPAP, have been reviewed, revised and 
updated. 
Flow sheets for tracking and trending of 
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Interview on 10/5/18 at 10:15 a.m. indicated 
financial constraints prohibited the infection 
control nurse from performing her duties in the 
infection control program. She was needed to 
work as a staff nurse. The facility had a contract 
with agency staff to fill in for nursing, however, 
due to lack of funding, that was not being 
performed. The DON had no formal training in IC 
and stated she would look online if she had 
questions. The DON was unaware of what 
documentation would be needed to accurately 
and thoroughly perform all aspects of the 
infection control program to include all necessary 
information and guidance.
    
There was no policy provided on the facility's 
infection control program when requested during 
the survey.

resident infections have been established 
and implemented. Flow sheets for 
tracking and trending appropriate use of 
antibiotics has been established. 
Obtaining culture results and taking 
appropriate actions regarding current 
antibiotic treatment workflow has been 
established.
Staff education on on the Infection 
Prevention Control and Antibiotic 
Stewardship will be implemented on 
11/2/2018.  
Monitoring guidelines for those residents 
taking antibiotic, such as daily 
temperature monitoring, side effect 
monitoring, improvement in signs and 
symptoms of infection being treated will 
be established and implemented on 
11/2/2018.
The Infection Preventionist notification of 
the initiation of an antibiotic will be 
completed by running the Order Summary 
report within Point Click Care (PCC) which 
will reveal the antibiotic use at any point in 
time. This will allow for real time ongoing 
management of the antibiotic use for the 
facility.
Vaccination history for Prevnar, 
Pneumovax, Influenza of all current 
residents will be reviewed by Infection 
Preventionists. All new admissions will be 
screened for the need for Prevnar, 
Pneumovax and Influenza as per CDC 
recommendations. Flow sheets will be 
implemented for tracking resident 
vaccinations by 11/5/2018. Flow sheets 
for tracking and trending staff illness has 
been established and implemented on 
10/24/2018. 
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The facility will monitor its performance by 
conducting Environmental rounds, which 
includes hand hygiene for Infection 
Control purposes. The rounds have been 
conducted by the Interdisciplinary team 
(IDT) as designated by the LNHA on a 
weekly basis for 2 months or through 
12/26/19 and have been established and 
implemented on 10/31/2018. The Infection 
Preventionist or the D.O.N. will audit the 
Infection control flow sheets for tracking 
and trending for residents and staff for 
compliance on a weekly basis for 2 
months or through 12/26/18.

This plan to correct will be reported to 
QAA on 10/31/2018.
The corrective action will be completed by 
11/16/2018.
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CMS Certification Number (CCN): 245346   

November 27, 2018

Administrator

Truman Senior Living

400 North 4th Avenue East

Truman, MN  56088

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 November 16, 2018 the above facility is certified for:   

   50 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 50 skilled nursing facility beds.   

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,   

   

Kamala Fiske-Downing

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

Email:   Kamala.Fiske-Downing@state.mn.us
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Electronically delivered

November 27, 2018

Administrator

Truman Senior Living

400 North 4th Avenue East

Truman, MN  56088

RE: Project Number S5346029

Dear Administrator:

On October 22, 2018, we informed you that the following enforcement remedies were being imposed:

  • State Monitoring effective October 27, 2018.  (42 CFR 488.422)

  • Mandatory denial of payment for new Medicare and Medicaid admissions effective   

  November 23, 2018.  (42 CFR 488.417 (b))

In addition, the Department recommended the enforcement remedy listed below to the CMS Region V

office for imposition.

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

Also, we notified you in our letter of October 22, 2018, in accordance with Federal law, as specified in

the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from

conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years

from November 5, 2018.

This was based on the deficiencies cited by this Department for a standard survey completed on

August 23, 2018, and failure to achieve substantial compliance at the Post Certification Revisit (PCR)

completed on October 5, 2018.  The most serious deficiencies at the time of the revisit were found to

be isolated deficiencies that constituted immediate jeopardy (Level J) whereby corrections were

required.

On November 19, 2018, the Minnesota Department of Health completed a PCR to verify that your

facility had achieved and maintained compliance with federal certification deficiencies issued pursuant

to a PCR, completed on October 5, 2018.  We presumed, based on your plan of correction, that your

facility had corrected these deficiencies as of November 16, 2018.  Based on our visit, we have

determined that your facility has corrected the deficiencies issued pursuant to our PCR, completed on

November 19, 2018, as of November 16, 2018.  As a result of the revisit findings, the Department is   
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discontinuing the Category 1 remedy of state monitoring effective November 16, 2018.

In addition, this Department recommended to the CMS Region V Office the following actions related to

the remedies outlined in our letter of October 22, 2018.  The CMS Region V Office concurs and has

authorized this Department to notify you of these actions:

• Mandatory denial of payment for new Medicare and Medicaid admissions, effective

November 23, 2018, be rescinded.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

Medicare admissions, effective November 23, 2018, is to be rescinded.  They will also notify the State

Medicaid Agency that the denial of payment for all Medicaid admissions, effective November 23, 2018,

is to be rescinded.

In addition, this Department recommended to the CMS Region V Office the following actions related to

the imposed remedies in our letter dated October 22, 2018:

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

The CMS Region V Office will notify you of their determination regarding the imposed remedies,

Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) prohibition.

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.

Feel free to contact me if you have questions.

Sincerely,   

   

Kamala Fiske-Downing

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

Telephone: (651) 201-4112  Fax: (651) 215-9697

Email:   Kamala.Fiske-Downing@state.mn.us

cc: Licensing and Certification File     

Truman Senior Living

November 27, 2018
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Laura Ducharme, HFE NE II Kamala Fiske-Downing, Sr. Health Program Rep   
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