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

Electronically Submitted
March 14, 2025

Administrator

North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN 55428

RE: CCN: 245183
Cycle Start Date: March 7, 2025

Dear Administrator:

On March 7, 2025, survey was completed at your facility by the Minnesota Department of Health and
Public Safety to determine if your facility was in compliance with Federal participation requirements for
skilled nursing facilities and/or nursing facilities participating in the Medicare and/or Medicaid
programes.

Your facility was not in substantial compliance with the participation requirements and the conditions
in your facility constituted 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.

REMOVAL OF IMMEDIATE JEOPARDY

On March 5, 2025, the situation of immediate jeopardy to potential health and safety cited at F578 was
removed. However, continued non-compliance remains at the lower scope and severity of D.

REMEDIES

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

e Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal
regulations at 42 CFR § 488.417(a), effective March 29, 2025.

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

The CMS location will notify your Medicare Administrative Contractor (MAC) that the denial of
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payment for new admissions is effective March 29, 2025, (42 CFR 488.417 (b)). They will also notify the

State Medicaid Agency that they must also deny payment for new Medicaid admissions effective
March 29, 2025, (42 CFR 488.417 (b)).

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

NURSE AIDE TRAINING PROHIBITION

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

‘herefore, your agency is prohibited from offering or conducting a Nurse Assistant
‘raining/Competency Evaluation Programs or Competency Evaluation Programs for two years
effective March 7, 2025. This prohibition is not subject to appeal. 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.

ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable plan of
correction (ePOC) for the deficiencies cited. An acceptable ePOC will serve as your allegation of
compliance. Upon receipt of an acceptable ePOC, we will authorize a revisit to your facility to
determine if substantial compliance has been achieved. The failure to submit an acceptable ePOC can
lead to termination of your Medicare and Medicaid participation (42 CFR 488.456(b)).

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

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

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

e \What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.
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e How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.

e The date that each deficiency will be corrected.

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

DEPARTMENT CONTACT

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

Alex Warren, Regional Operations Supervisor
Duluth District Office

Health Regulation Division

Minnesota Department of Health

11 East Superior Street, Suite 290

Duluth, MN 55082

Email: Alex.Warren@state.mn.us

Office: 218-302-6186 Mobile: 651-279-5375

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

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

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by September 7, 2025 (six months after the
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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.

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

APPEAL RIGHTS DENIAL OF PAYMENT

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

Steven.Delich@cms.hhs.gov

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

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

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

APPEAL RIGHTS NURSE AIDE TRAINING PROHIBITION

Pursuant to the Federal regulations at 42 CFR Sections 498.3(b)(13)(2) and 498.3(b)(15), a finding of
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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 & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201

A request for a hearing should identity the specific issues and the findings of fact and conclusions of
law with which you disagree. It should also specity the basis for contending that the findings and
conclusions are incorrect. You do not need to submit records or other documents with your hearing
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.

INFORMAL DISPUTE RESOLUTION (IDR)

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

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

A copy of the Department’s informal dispute resolution policies is posted on the MDH Information
Bulletin website at: https://www.health.state.mn.us/facilities/requlation/infobulletins/ib04 8.html|

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

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

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

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

Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

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

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189
Feel free to contact me if you have questions.

Sincerely,
_},]/{M_rﬂﬂ_a.:_::L %bdmﬁ

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us
Office: 651-201-4112
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On 3/3/25 to 3/7/25, a survey for compliance with
§483.73, Appendix Z, Emergency Preparedness
Requirements for Long Term Care Facilities was
conducted during a standard recertification
survey. The facility was IN compliance.

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

F 000 | INITIAL COMMENTS F 000

On 3/3/25 to 3/7/25 , a standard recertification
survey was conducted at your facility. A complaint
Investigation was also conducted. Your facility
was NOT in compliance with the requirements of
42 CFR 483, Subpart B, Requirements for Long
Term Care Facilities.

The survey resulted in an immediate jeopardy (IJ)
to resident health and safety. The immediate
jeopardy began on 2/18/25, when R43 signhed an
updated POLST indicating wishes were
cardiopulmonary resuscitation (CPR) in the event
of a cardiac arrest. In contrast, the physician's
order and banner in R43's chart indicated R43
was DNR status. Upon interview several staff
Indicated they would look at the banner indicating
DNR and would not provide R43 CPR In the
event R43 required resuscitation. The immediate
jeopardy was identified on 3/5/25. The director of
nursing (DON) and administrator were notified of
the immediate jeopardy on 3/5/25, at 12:54 p.m.
The immediate jeopardy was removed on 3/5/25,
however, non-compliance remained at a lower
scope and severity, level 2, isolated scope, which

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 03/24/2025

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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:4RE311 Facility ID: 00238 If continuation sheet Page 1 of 137
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Indicated no actual harm with potential for more
than minimal harm that is not immediate
jeopardy.

The following complaints were reviewed with NO
deficiencies cited:

H51838861C MN(00105518)

1518383826C MN(00106046)
151838827C MN(00106906)
151838837C MN(00106847)
151838333C MN(00107700)
151838328C MN(00108520)
1518383829C MN(00109677)
151838330C MN(00110131)
151838334C MN(00110388)
151838338C MN(00110927)
151838835C MN(00107337)
H21838484C MN(00110924)

The following complaints were reviewed:
H51838832C (MN110385) with a deficiency
cited at F657.

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

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

F 558 | Reasonable Accommodations Needs/Preferences F 558 3/28/25
SS=D | CFR(s): 483.10(e)(3)
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§483.10(e)(3) The right to reside and receive
services In the facility with reasonable
accommodation of resident needs and
preferences except when to do so would
endanger the health or safety of the resident or
other residents.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and document
review, the facility failed to ensure a call light that
accommodated the resident's needs or an
acceptable alternative, was provided or
Implemented to promote safety and allow for
means of notification for 1 of 1 residents (R190)
reviewed for the accommodation of needs.

Findings include:

R190's admission Minimum Data Set (MDS)
dated 1/29/25, indicated R190 had a functional
limitation in the range of motion of both upper
extremities and was dependent on staff for
almost all his activities of daily living (ADL) needs.

R190's care plan dated 5/15/24, indicated R190
had a communication problem related to his
tracheostomy (surgical hole in the windpipe), and
his call light was to be within reach. The care plan
did not discuss what type of call light R190
needed. R190's care plan dated 9/24/24 indicated
R190 utilized "mittens” on his right hand to

prevent pulling on his catheter and tracheostomy,
and R190 had left-sided weakness.

R190's census report dated 3/1/235, indicated
R190 was re-admitted to the facility on 1/22/25.

During an observation on 3/3/25 at 3:44 p.m.,

R190 standard call light was replaced
with a pancake light.

Current staff have been re-educated
about reasonable accommodations in
regard to specialty call lights based on the
residents’ needs. Facility policy for
Reasonable Accommodations of
Needs/Preferences reviewed. Current
residents call lights were reviewed to
ensure they have the appropriate call light
to accommodate their needs to promote
safety. Resident needs surrounding type
of call light needed will be reviewed on
admission and at each care conference.

Social Services will review 3 residents
weekly x4 weeks to ensure their type of
call light and needs were discussed at the
care conference, then 2 residents x2
weeks.

Audit results will be reviewed monthly at
QAPI. If compliance is observed throught
the audit process, auditing would
discontinue after the duration of audits set
In this POC. If audits identify areas of
ongoing concerns, the QAPI team will
review/initiate new interventions for
ongoing compliance. Audits would be
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R190 was observed lying in bed with his left hand extended until the QAPI team establishes
contracted with a palm protector in place and his a pattern of ongoing compliance.

right hand inside of a restraint mitt (observed as a
netting-covered white pillow that the hand was
Inserted into that tightens around the wrist with
the hand partially visible through the netting). A
call light with a small red button was observed
hanging off the right side of R190's bed.

During an observation and interview on 3/4/25 at
2:41 p.m., R190 was observed lying in bed with
his left hand contracted with a palm protector in
place and his right hand inside of a restraint mitt.
A call light with a small red button was observed
clipped to R190's bedding. When R190 was
asked if he could use the call light, he confirmed
he could not.

During an interview and observation on 3/5/25 at
8:93 a.m., R190 was observed lying in bed with
his left hand contracted with a palm protector In
place and his right hand inside of a restraint mitt A
call light with a small red button was observed
clipped to the sheets of R190's bed. Registered
nurse (RN)-J confirmed R190 had the mental
capacity to use a call light to ask for staff
assistance. RN-J stated she was going to get
R190 a "soft-touch” call light. RN-J confirmed
R190 was not able to use the call light with the
button related to the mitt and the left-sided
weakness. On 3/6/25 at 12:48 p.m., RN-J stated
It had been an "oversight” not giving R190 a soft
touch call light. RN-J stated R190 used to have a
soft touch call light but then went to the hospital
and was readmitted in 1/25/25 to a different room
and did not remember to switch out the call light.

The facility's Reasonable Accommodation of
Needs policy dated 10/24, indicated the facility

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:4RE311 Facility ID: 00238 If continuation sheet Page 4 of 137
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would assess the individual's resident's needs,
Including needed modifications to the physical
environment, and those should be
accommodated to the extent possible.

F 561 | Self-Determination F 561 3/28/25
SS=D | CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.

The resident has the right to and the facility must
promote and facilitate resident self-determination
through support of resident choice, including but
not limited to the rights specified in paragraphs (f)
(1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose
activities, schedules (including sleeping and
waking times), health care and providers of health
care services consistent with his or her interests,
assessments, and plan of care and other
applicable provisions of this part.

§483.10(f)(2) The resident has a right to make
choices about aspects of his or her life in the
facility that are significant to the resident.

§483.10(f)(3) The resident has a right to interact
with members of the community and participate in
community activities both inside and outside the
facility.

§483.10(f)(8) The resident has a right to
participate in other activities, including social,
religious, and community activities that do not
Interfere with the rights of other residents in the

facility.

This REQUIREMENT Is not met as evidenced

by:

Based on interview and record review the facility R97 Zofran order was corrected on

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:4RE311 Facility ID: 00238 If continuation sheet Page 5 of 137
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falled to ensure family requested pretreatment of
nausea occured prior to meals for 1 of 1 residents
(R97) reviewed for self-determination.

Findings Include:

R97 significant change Minimum Data Set (MDS)
dated 2/6/25, indicated R97 was severely
cognitively impaired. Section O. indicated R97
had been admitted to hospice care. R9/'s
diagnoses included arthritis and non-Alzheimer
dementia.

R9/7's careplan last updated 2/25/25, indicated
R97 had been admitted to hospice. Palliative care
goals included optimize treatment and control of
physical symptoms such as anorexia, nausea and
vomiting.

R97's Order Summary Report Active orders as of
3/6/25 included the following order:

Ondansetron oral tablet disintegrating 4mg give
one tablet sublingually two times a day for nausea
vomiting. 1 tab under the tongue before meals
and at bedtime.

R97's Medication Administration Records (MAR)
for February and March showed that R9/'s
ondansetron had been scheduled to give at 4:00
p.m. and 8:00 p.m. R9/'s ondansetron was

documented as given at 4:00 p.m. and 8:00 p.m.
starting on 2/5/25, through 3/5/25.

A progress note entered on 2/19/25, by the
registered dietician recommend R9/'s
ondansetron be switched from BID [two times a
day] to 4x/day (prior to meals and bedtime). The
note indicated the daughter and hospice dietician
had been looped In.

3/6/25.

Nurse Managers and Nurses have been
re-educated about ensuring residents are
receiving their medications per the order
and preference of the resident and/or
family, where appropriate. Current
residents were reviewed regarding
self-determination of medication
administration.

DON/Designee will review 3 residents
weekly x4 weeks to ensure
self-determination of medication
administration Is reviewed, then 2
residents weekly x2 weeks.

Audit results will be reviewed monthly at
QAPI. If compliance is observed through
the audit process, auditing would
discontinue after the duration of audits set
In this POC. If audits identify areas of
ongoing concerns, the QAPI team will
review/initiate new interventions for
ongoing compliance. Audits would be
extended until the QAPI team establishes
a pattern of ongoing compliance.
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A progress note dated 3/1/25 at 2:47 p.m.,
Indicated R97 had had an emesis x1 at 2:15 p.m.

During an interview on 3/3/25 at 5:04 p.m., R9/'s
family member (FM-Q) stated they wanted R97 to
get nausea medication before eating but some of
the nurses forgot to give R97's nausea
medication before R97 ate dinner. Without it, R97
has been getting sick when they eat and or has
thrown up after eating. FM-Q stated they were
having to ask to make sure R97 got their nausea
medication before they ate. FM-Q pointed to a
note on the wall and stated the nurse manger
posted that on the wall to remind staff to give
R9/7's nausea medication before R97 ate.

During an interview on 3/6/25 at10:09 a.m.,
registered nurse RN-C stated R97 was having
episodes of nausea and vomiting associated with
meals, so the provider was notified. RN-C
reviewed R9/7's ondansetron orders and stated
they were not sure how the order could be
ordered two times a day with the instruction to
give before meals and at bedtime. RN-C
reviewed and confirmed R97 had been receiving
ondansetron at the scheduled times of 4:00 p.m.
and 8:00 p.m. and indicated they were not sure
why someone had manually set those times for
administration. RN-C stated they would need to
review the orders with their supervisor to
determine iIf R97 was getting the intended
therapeutic benefits of ondansetron the way it
was scheduled.

During a follow up interview on 3/6/25 at 12:07
p.m., RN-C stated they had reviewed the
ondansetron order with the DON and determined
the order had been entered incorrectly. RN-C
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stated the current order, and scheduled times
were not giving R97 the desired therapeutic
effects to address nausea and vomiting with
meals. RN-C stated they were In the process of
contacting the provider for a new ondansetron
order so R97 could recelve doses four times a
day - before meals and at bedtime.

During an interview on 3/7/25 at 10:18 a.m., the
consulting pharmacist stated the current order
could not be followed because R97 needed to get
ondansetron 4 times a day, but it was only
ordered for two times a day. A dose time of 4:00
p.m. and 8:00 p.m. would not cover the resident
for breakfast and lunch meals the next day. The
half-life of Zofran 4mg was 3 to 6 hours so it
would be out of the system 6 to 12 hours after
taking the medication. If should be given at least
30 minutes before each meal for the best effect
of preventing nausea and vomiting if it Is caused
by the meal.

During an interview on 3/7/25 11:19 a.m., the
director of nursing (DON) stated R9/'s
ondansetron order was a transcription error. The
order would have had to be give 4 times a day to
be able to give before meals and bedtime. In
addition, the nurse should not have manually
changed the times to be given at 4:00 p.m. and 8
p.m. Normally a mediation ordered two times a
day would be scheduled for 8:00 a.m. and 8:00
p.m. This was discussed with RN-C and RN-C
has been instructed to contact the provider and
get a new order. The transcribing RN will receive
education when they return to work.

The faclility policy Medication Orders dated
6/2024 indicated that medication orders must
Include the type, route, dosage, frequency and
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§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
to participate in experimental research, and to
formulate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
services deemed medically unnecessary or
Inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | (Advance Directives).

() These requirements include provisions to
Inform and provide written information to all adult
residents concerning the right to accept or refuse
medical or surgical treatment and, at the
resident's option, formulate an advance directive.
() This includes a written description of the
facility's policies to implement advance directives
and applicable State law.

(1) Facilities are permitted to contract with other
entities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met.

(iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
Information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
Individual's resident representative in accordance
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strength of medication ordered. The policy does
not address taking verbal orders or order
transcription.
F 578 | Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir F 578 3/28/25
SS=J | CFR(s): 483.10(c)(6)(8)(g)(12)(1)-(v)
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with State law.

(v) The facility is not relieved of its obligation to
provide this information to the individual once he
or she Is able to receive such information.
Follow-up procedures must be in place to provide
the information to the individual directly at the
appropriate time.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility falled to ensure a resident's advance
directives were accurately and consistently
documented in the resident's paper chart,
electronic medical record (EMR) banner, Provider
Order for Life-Sustaining Treatment (POLST),
and physician orders to ensure the resident's
wishes would be followed in the event of a
respiratory or cardiac arrest. This resulted in
Immediate jeopardy for 1 of 49 residents (R43)
whose code status was not accurately
documented and was reviewed for advanced
directives. In addition the facility failed to ensure
the power of attorney (POA) was identified and
would be contacted for care decisions for 1 or 49
residents (R223) who was reviewed for resident
rights regarding decisions about care.

The immediate jeopardy began on 2/18/25, when
R43 signed an updated POLST indicating wishes
were cardiopulmonary resuscitation (CPR) in the
event of a cardiac arrest. In contrast, the
physician's order and banner in R43's chart
Indicated R43 was DNR status. Upon interview
several staff indicated they would look at the
banner, therefore would not provide R43 CPR In
the event R43 required resuscitation. The
Immediate jeopardy was identified on 3/5/25. The
director of nursing (DON) and administrator were

notified of the immediate jeopardy on 3/5/25, at

The provider group was notified via
phone on 3.4.25 at 4:59pm regarding their
NP putting an incomplete POLST form in
the resident chart, failing to activate the
order with the completion of form and
entering the code status change. Attempts
were made to reach the specific provider.
R43 provider documentation and
iIncomplete POLST form were reviewed
with the medical director on 3.4.25 at
7/:35pm via telephone. After review, the
medical director gave a telephone order
for R43's code status to be changed to full
code. The POLST was signed via staff
receiving the telephone order. A new
order was entered into R43's medical
record to reflect his wishes of full code
and took effect immediately. R43 POLST
was corrected 3/4/25.

All current residents paper chart, EMR
banner, POLST and physician orders
were reviewed for accuracy. One
additional POLST form was noted in a
resident’s chart without a signature. The
Incomplete POLST did not change the
resident code status. The POLST form
was reviewed with the provider on 3.5.25
and he completed the form.

The medical director was called on the
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12:54 p.m. The immediate jeopardy was removed
on 3/5/25, however, non-compliance remained at
a lower scope and severity, level 2, isolated
scope, which indicated no actual harm with
potential for more than minimal harm that is not
Immediate jeopardy.

Findings include:

R43's comprehensive Minimum Data Set (MDS)
dated 1/1/7/24, indicated R43 was cognitively
Intact. R43's diagnoses included: end stage renal
disease with dialysis, Parkinson's disease,
diabetes, and congestive heart failure.

R43's face sheet, undated, indicated R4 did not
have a power of attorney or designated decision
maker other than themselves.

On 3/3/25, the banner in R43's EMR read
"POLST: Do not attempt resuscitation/DNR". The
Provider order in the EMR dated 10/10/24, read
"POLST: Do not attempt resuscitation/DNR". The
POLST in R43's paper chart and the POLST
scanned into the EMR on 2/20/25, both directed
CPR.

R43's EMR included a document named, Retired
POLST 10/11/24, which was sighed by the
provider on 10/11/24, and directed DNR with
selective treatment.

A provider note entered by advanced practice
nurse (APRN-A) in the EMR dated 2/18/25 at
8:20 a.m., Indicated APRN-A had discussed code
status with R43 who expressed they desired to
change their status to FULL CODE. The note
Included "Forms discussed/updated: See patient

chart".

evening of 3.4.25 to discuss POLST
concerns. Medical Director addressed the
Immediate need for R43. Staff also
discussed with the Medical Director the In
process audit of all current residents’
POLST. Medical Director arrived at the
facility the morning of 3.5.25 and met with
the Provider Groups provider to discuss
the appropriate process for completing
and communicating to facility staff POLST
forms. The Provider Group began
Immediate education with their providers
regarding completion of POLST forms,
entering orders in the EMR for any
changes in code status, and
communicating with facility staff regarding
code status changes. The Provider Group
will provide on-site oversight to providers
In the faclility to ensure that the training
and process Is completed appropriately.
Until arrival of the designated oversight
personnel from the Providers Group, the
Medical Director will provide supervision.
The policies for F5/8 and F6/8 were
reviewed and revised to in collaboration
with the Medical Director. Changes
Include: a change request may be made
verbally by the resident or resident
representative with 2 staff withesses to
become effective immediately. The
provider shall be notified of the changes
via telephone or electronic
communications. The provider will review
the changes on subsequent visit. Routine
monitoring/review of code status/POLST
will take place at each quarterly care
conference. Licensed Nurses, Social
Services, and HUC's have been educated
on the revised policies and processes.
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The Provider Group has been notified of
A document named POLST.pdf with a scanned the revised policies and processes.
date of 2/20/25, was scanned into R43's EMR.
The POLST directed CPR, and selective DON/Designee will audit 5 charts per unit
treatment. R43 signed the POLST, however the weekly x4 weeks to ensure accuracy.
provider (APRN-A) listed as completing the
POLST had not sighed section D Provider Audit results will be reviewed at QAPI.
Signhature. The POLST was also not dated. Facility alleges jeopardy removal on

3.9.25 at 4:45pm.
A progress note entered in PCC by the DON on
3/4/25 at 8:55 p.m., indicated APRN-A had not

returned to the facility to address R43's undated POA updated on R223 face sheet.

unsighed POLST so the medical director (MD)

was contacted, and the MD gave a verbal order Soclal Services were re-educated to keep

to change R43's code status to full code to align face sheets up to date with current POA

with R43's wishes. The order was processed and Information. Current residents had their

R43's code status was changed to CPR. face sheets reviewed and updated for
POA contacts. Face sheets will be

During an interview on 3/4/25 at 2:34 p.m., R43 reviewed at each Care Conference by

verified they were asked about code status and Soclal Services.

stated their wishes were to receive CPR.
Administrator/Designee will audit 3 face

During an interview on 3/4/25 at 1:50 p.m., RN-F sheets weekly x4 weeks to review POA
stated they would check code status in the EMR contacts, then 2 face sheets weekly x2
first if the computer was closest to them and they weeks.

would go with the most recent order in the EMR

(R43's banner indicated DNR at the time of the Audit results will be reviewed at QAPI.

Interview). RN-F explained every time there was a
new POLST it got updated in the EMR, so it was
current.

During an interview on 3/4/25 at 1:53 p.m.,
registered nurse (RN) -D stated they would first
look in the EMR banner for the code status
(R43's banner indicated DNR at the time of the

Interview).

During an interview on 3/4/25 at 1:57 p.m., RN-B
stated they usually took the code status from the
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EMR banner and put it on a worksheet they use
for the day so they would know what to do right
away If a resident coded (R43's EMR banner
Indicated DNR at the time of the interview).

During an interview on 3/4/25 at 2:04 p.m., RN-C
stated if the EMR banner was different from the
POLST before they started CPR, they would page
the provider and call the resident's family to
determine resident/family wishes for code status.
It would be the family's choice for code status.
RN-C reviewed R43's chart and confirmed R43's
POSLT identified R43 wanted CPR. RN-C verified
there was no date on the POLST which was In
the front of R43's hard chart and scanned into
R43's PCC record. RN-C reviewed R43's EMR
and confirmed R43's EMR banner identified do
not resuscitate (DNR). RN-C reviewed the orders
and confirmed there was a current order for DNR.
RN-C indicated a delay in CPR while determining
R43's code status could have long term negative
health consequences for R43.

During an interview on 3/4/25 at 2:26 p.m., RN-|
stated they would look at the EMR first. RN-|
explained once there was a hew POLST, the
POLST would go to the HUC after the RN
entered the order into PCC, and then the HUC
scanned the new POLST into the electronic
record and placed it into the paper chart. The old
POLST would be sent to medical records.

During an interview on 3/4/25 at 2:38 p.m., health
unit coordinator (HUC)-B stated the process was
for the POLST be given to the nurse, the social
worker, or the HUC and then the HUC would
scan the POSLT into the chart. HUC-B stated
they would make sure they were signed, filled out
completely, and "stamped” as scanned into the
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EMR. Normally they would have scanned the
POLST in and entered a new order and that order
would have updated point click care, but they
missed entering R43's order. HUC-B stated they
hadn't noticed that R43's POLST hadn't been
sighed or dated, but they would look for that from
now on.

During an interview on 3/4/25 at 6:11 p.m., the
director of nursing (DON) stated they would not
use R43's POLST scanned into PCC on 2/20/25,
because it was not sighed by the provider. At the
time of the interview, the DON stated the facility
would go off of the October 2024, POLST
because it was dated and signed by a provider.
Per facility policy, the 10/24 POLST was not
current because it was not signed or dated, so
R43's EMR banner and DNR order was/is
correct. The unsignhed and undated POLST
scanned In on 2/20/25, was done so In error. |t
should not have been scanned in and placed In
the paper chart. The 10/24 POLST should have
been left as current in both the paper chart and
PCC. If R43 coded today their status would be
DNR. Clearly R43's wish was to be a full code
based on the provider note, however facility policy
was that a code status change did not go into
effect until the provider signed the order. Until the
provider signed the POLST to change R43's
status to CPR, the current order of DNR status
would be honored. Per policy residents would
also remain DNR until they submitted a request in
writing to have their code status changed from
DNR to CPR. If a resident with a DNR code
status wanted their status changed to CPR they
would need to submit that request in writing and
then have a provider order. The code status
would not change until there was a new order and
the provider completed and sighed a new
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POLST. The provider should have signed and
dated R43's POLST, discontinued the old DNR
order, and entered a new order so R43's banner
reflected the new CPR status. |t was
communicated to the DON that APRN-A had
been notified of the errors in R43's POLST and
APRN-A would be coming in to correct R43's
POLST. The DON explained in an emergency
staff would have to go off of what staff had
available to them; they would check the status
and respond. Staff would not know there was a
code discussion documented in the chart. In an
emergency they would not be reviewing notes,
staff would be finding the code status and
responding. The DON indicated if a resident
coded and they were working on their laptop they
would check the laptop in front of them and the
EMR would show them R43 was/is a DNR, and
they would act off of that. There was not a need
to double check the paper chart or open the
POLST in PCC, because the banner should be
right. If the hard chart was closer, the DON
stated they would look at the chart and follow the
POLST in the front of the chart. The DON
Indicated iIf R43 had coded and they had checked
the chart and followed the POLST in the chart,
R43 would have received CPR, even though his
current order, banner and signed POLST were for
DNR. The DON confirmed there was not a need
to check two sources for code status, the paper
chart POLST, PCC order, banner status and
scanned POLST should be correct and match in
all places. The DON stated even though R43 had
Indicated they wanted to be a full code, If R43
coded now they should be treated as a DNR.

During an interview on 3/5/25 at 10:24 a.m.,
APRN-A stated they completed the POLST on
their second day working at the facility. Initially,
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they did not sign the POLST because before they
sighed, they needed to completely discuss status
with the resident and make sure there was not a
power of attorney they also needed to contact.
Once It was confirmed they did not have to talk to
anyone but the patient, the APRN-A indicated
they must have forgot to sign the POLST before
they put the chart with the new POLST into the
order rack. APRN-A stated they did have a
concern that if something happened to R43, R43
would have been treated as a DNR. APRN-A
stated they did not know who had uploaded the
POLST into PCC and confirmed they had not
been contacted to sign or date the POLST until
yesterday evening. This was concerning because
not performing CPR in the event R43 coded
would have gone against R43's wishes. If there
was delayed CPR, R43 could have experienced
worse outcomes like residual deficits or death.
The more CPR Is delayed the more residual
disabilities and issues can/will occur. APRN-A
stated they did understand the magnitude of not
signing R43's POLST and stated since they had
entered a note and documented their credentials
on the most current POLST they wanted to
believe the facility would follow and honor R43's
wishes even though they (as the provider) had
forgotten to sign the new POLST. In addition, the
POLST was sighed by R43 so APRN-A hoped the
POLST would be followed based on R43's
wishes.

During an interview on 3/5/25 at 1:54 p.m., the
medical director (MD) and the DON were present.
The MD indicated they had been contacted about
R43's POLST last evening and they had provided
a verbal order for CPR last evening and then they
had completed the POLST today (3/5/25). The
DON indicated APRN-A was not available the
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previous evening, but had come In today (3/5/25)
after the MD had corrected R43's POLST. The
MD stated it was a very serious issue for a
resident’'s code status to not be updated as soon
as a resident expressed a desired change.
Delays in starting CPR can result in permanent
damage or death. A provider should discuss and
then document in the medical record a resident's
desire for a code change. Following discussion
the POLST should be completed and signed
Immediately, and an order should be entered so
that the residents new code status is in place
right away. In R43's situation when the APRN did
not sigh and date R43's POLST, it put R43 at risk
for not receiving CPR when that was what R43
wanted.

The immediate jeopardy that began on 2/18/25,
was removed on 3/5/25 when the facility
developed and implemented a systematic
removal plan. The removal plan was verified
through interview and document review as the
facility had corrected R43's code status on the
EMR banner/provider order to CPR, completed a
facility-wide audit to ensure there were no other
code status discrepancies, reviewed related
policies and procedures, and provided education
for all staff involved In ensuring advance
directives were honored, and education on CPR
and POLST policies/procedures and their
respective roles in the process.

Facility Policy F 678 Cardiopulmonary
Resuscitation (CPR) and Basic Life Support
(BLS)North Ridge Health & Rehab, dated 3/25,
Indicated Change of code status by the resident
or representative should be withessed by two
staff members or per state directives to become
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effective Immediately, The provider shall be
notified of the changes via telephone or electronic
communication, the provider will review the
changes on subsequent visit.

R223's quarterly Minimum Data Set (MDS) dated
1/24/25, indicated R223 had severely impaired
coghnition.

R223's care plan dated 10/28/24, indicated R223
had impaired cognition related to dementia and a
stroke. The care plan indicated the resident had
advanced directives in place with a goal of
honoring and respecting those wishes.

R223's Health Care Directive dated 2/19/25,
Indicated R223's POA was family member
(FM-B).

R223's electronic health record (HER) contact
list, indicated FM-C was listed as "Emergency
Contact # 1" and not FM-B.

During an interview and observation on 3/5/25 at
12:15 p.m., RN-L confirmed he was R223's
nurse. When asked who would be called if
decisions needed to be made regarding R223's
care, RN-L was observed to check the EHR
contact list and state he would FM-C as she was
isted as R223's emergency contact.
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